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Preface
We have written this book primarily for those working with clients experiencing violence from someone in their family or in a close relationship. Such service providers include social workers, counselors, nurses, teachers, or people in other helping professions. We also believe that students in these fields as well as in psychology or other social sciences will also find the book of interest. It is written to also be readable by the general public who might want to know more about the issues we discuss. Throughout the book, we have relied heavily on the empirical and theoretical body of research, drawing from psychology, social work, sociology, nursing, criminal justice, and many other fields. We look at those experiencing violence as well as at those who are perpetrating the violence, attempting to understand what is being done, who is doing it, how common it is, and what is being done to help those involved. We have also tied these published studies to our own clinical experiences in an attempt to provide context and make the situations we describe more vivid and real.
The body of relevant research and theory has grown tremendously since first initiated in the 1960s. In this book we draw on this long history, and also attempt to focus on current research findings and note how the field and even the things previously thought to be true have changed over time. In doing this, we draw heavily on our own work as well as the work of many others in the field. Another major goal is to integrate clinical findings into the review of published theory and empirical research. The Appendix contains actual cases from the clinical practice experiences of coauthors Christina Newhill and Rachel Fusco. We also include cases contributed by social workers Allison Little and Elizabeth Mulvaney based on their work in child welfare and gerontology, respectively. These case vignettes are based on actual client cases, but all identifying information have been removed or disguised and some cases are composite, meaning they have aspects from several clients combined. Other brief case examples have also been added throughout the book that are drawn from our personal practice experience with clients we worked with. Some published cases from the newspaper have also been used.

Irene Frieze’s work on intimate partner violence (IPV) began in the early 1970s when a student in Dr. Frieze’s Psychology of Women class came to her to talk about being beaten by her husband, wondering what, if anything, she could do about this. At that time, there was very little research on this topic that she could look to in giving suggestions. As she and her student talked more about her situation, Dr. Frieze realized how important this was for many women’s daily lives, and suggested that she and the student might try to do some research on her situation and that of other women. Other students were also interested in this project, and they formed a small research group to talk about marital violence against women and to design a research project. This led to Dr. Frieze writing a formal research proposal which was submitted to and funded by the National Institutes of Mental Health in 1977. The proposal involved in depth interviews with women who had identified as being battered either through seeking help at one of the new battered women’s shelters being developed in the Pittsburgh region or by looking at court filings of women seeking protection from an abusive partner, as well as volunteers solicited from posted notices in public restrooms. The researchers attempted to find a comparison sample by matching each battered woman with a randomly selected married woman from her same neighborhood. (Of course, they did not tell this potential comparison to woman why she had been selected). The women were paid a small amount for their participation. Many wanted to talk to the interviewers and told detailed stories. The longest interview lasted for 15 h, done over three sessions. To the great surprise of the researchers, about one-third of the women in the comparison group also reported receiving some type of violence from their partner, and many of the women in both the comparison and battered samples told the interviewers that they had also used violence against their partners. Following this major study, Dr. Frieze conducted many other interview and survey studies, primarily using college students as her sample, looking at intimate partner violence. An earlier book about her work as well as a review of other research, calledHurting the One You Love: Violence in Relationships
, was published in 2005 by Thompson Wadsworth publishers. This present book builds on and elaborates this earlier book.

The collaboration between the three authors that initiated this book began with discussion of mutual interests between Dr. Frieze and Dr. Newhill. Incorporating her personal clinical experiences and body of written cases based on this work seemed like a major addition to the book that Dr. Frieze had been thinking of. The two began working together on the book. As we did this, we realized that since much of our work focused on victims of intimate partner violence than on other forms of maltreatment in the family, we needed a collaborator working on child abuse. We decided to ask Dr. Fusco to join the collaboration. This allowed us to include cases based on her practice experience in child welfare and in a domestic violence service agency. Both Dr. Newhill and Dr. Fusco added important perspectives to the book based on their experiences in the School of Social Work. This was an important aspect of the book and greatly enhanced the more theoretical and research-based experience of Dr. Frieze.

Preparing this book has been a process that builds on the body of research our colleagues have published in a variety of fields, as well as on our own research and clinical experience. In addition, we would like to thank an anonymous reviewer for feedback on early drafts of some of the chapters. Additional thanks go to Melinda Ciccocioppo for her helpful comments about language. Lauren Hallion was especially helpful in discussions about PTSD and current clinical views about trauma. Her feedback was highly relevant for Chap.
3
. We would also like to thank Nancy Grote for her feedback about an early draft of Chap.
9
. Dr. Frieze also wants to include special thanks to the Department of Psychology at the University of Pittsburgh for providing ongoing support for her work after she formally retired from the university.

In preparing this book, we would especially like to thank Elizabeth (Beth) Mulvaney, MSW, LCSW, for contributing several cases and case vignettes illustrating situations involving elder abuse based on her 14 years of practice experience as a gerontological social worker providing medical, care management, and program administration services, with experience in long-term care including behavioral care planning, dementia care, and end of life care. Beth earned her MSW from the University of North Carolina at Chapel Hill and a BA in psychology from the University of Virginia.

Irene Hanson Frieze
Christina E. Newhill
Rachel Fusco
Pittsburgh, PA, USAPittsburgh, PA, USAAthens, GA, USA
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Case Example: Multiple Forms of Violence Occurring in a Single Family
Andy is a 20 year old unemployed single

 white male brought to the psychiatric emergency room by the city police for evaluation following an argument with his stepfather and his mother (all three had been drinking for several hours). At one point Andy pulled a knife and threatened to kill his parents and when police arrived, he had already cut himself and was now threatening to kill himself, stating he has nothing to live for. Andy was subsequently hospitalized involuntarily on the psychiatric inpatient unit on the basis of danger to self and others.
A few days later, after Andy was sufficiently detoxed from alcohol, he met with the inpatient social worker for a psychosocial assessment. Andy reports that he has never had a good relationship with his mother and stepfather and that the stepfather, who has a history of incarceration for assault, beats his mother regularly and was abusive to Andy when Andy was younger. However, once Andy turned 16, he fought back and his stepfather never laid a hand on him again.
The family lives

 in a rural area of the county and has six cats and five dogs living in the house with them. Andy doesn’t see the animals as pets but, rather, as targets for discharging his frustration and aggression. He admits that several years ago, he set one of their cat’s tails on fire using lighter fluid and enjoyed watching the cat suffer. His two younger siblings—both boys—fight a lot and Andy enjoys teasing them and behaving in ways that the social worker perceived as bullying.
The parents are well aware of their sons’ behaviors but do nothing to intervene. Andy’s maternal grandmother, who lives with them, has tried to stop the fighting but to no avail. Andy’s mother and the grandmother also argue and fight and once someone broke the grandmother’s arm but nobody in the family would admit to it. The police are frequently called to the house by concerned neighbors and the family has been involved with child welfare services for years but the various forms of family violence have continued and actions taken by the various agencies involved with the family have seemed to have had no positive effect. When the social worker asked Andy how he could help him and his family, Andy just shrugged.

This composite case example illustrates

 how various forms of violence—intimate partner violence, child physical abuse, sibling violence, animal cruelty, elder abuse and criminal behavior—can co-occur in a single multigenerational family. [We have combined parts of several actual cases to develop a composite case here to provide a concrete example and to preserve confidentiality. Throughout the book, we present cases from actual practice to demonstrate the general points being made]. Each of these forms of family and partnership violence and abuse and their dynamics will be explored in depth throughout this book.
In this first chapter of the book, we begin with a general overview

 of violent interpersonal behavior in the U.S., focusing on criminal violence. This provides a larger context for a more detailed examination in the remainder of the book of intimate partner violence, as well as parental abuse of children and other forms of violence in the family. As will be discussed below, violent crime rates have generally been dropping although they showed a slight rise in 2017. Reasons for this are suggested. This same trend can be seen looking more directly at partner violence (see Chaps. 4 and 5), one of the many types of crimes monitored by the U.S. Department of Justice, as well as child maltreatment (see Chap. 6). Not surprisingly, along with changes in criminal behavior

, there is also evidence for changes in attitudes about interpersonal violence. This chapter includes an analysis about changing attitudes about the acceptability of intimate partner violence (IPV) and about spanking and other forms of parental violence toward children. We also discuss some methodological issues relating to research on family violence




.
1.1 Crime in the United States and Other Countries
1.1.1 The National Crime Victimization Survey
The United States Department of Justice



 puts much effort into to collecting comprehensive data about all types of crimes, and the victims (survivors?) of those crimes


 (see Box 1.1 for discussion of these terms). These data are available to the public on the Bureau of Justice website at https://​www.​bjs.​gov/​. One very important source of information about experiences of those victimized by crimes is an annual national survey (the National Crime Victimization Survey or NCVS) of a representative sample of the U.S. population. This survey is conducted by the U.S. Department of Justice. There are data available from 1972 through 2018 at this time. Data are collected about all types of criminal events. Some of these involve assault or other forms of violence, but others such as theft, forgery or burglary do not. When someone reported on the survey that they were victimized by some type of crime, either violent or nonviolent, they were then asked detailed questions about that crime. Questions included who the perpetrator was, and whether or not the crime was reported to the police.
Box 1.1: Use of Language. Survivor vs. Victim of Violence
The language


 we use to describe people, places, and events is meaningful. Language is an important part of culture and as our society changes, the terms we use often do as well. Among practitioners, scholars, and advocates who work in the field of intimate partner violence, there is debate about whether to use the word victim or survivor to refer to people who have experienced violence (Hockett & Saucier, 2015). While some believe the term survivor emphasizes individual agency and acknowledges the way people triumph over difficult circumstances, others believe that the word victim more accurately captures the challenges individuals face not only in a violent relationship, but in the systems that are charged with helping (Gondolf & Fisher, 1988). It is important to note that government reports use ‘victim’ to describe those who have experienced violence (e.g., National Institute of Justice, 2017). In this book we use both terms depending on the context of the violence. The authors want to make it clear that neither term is used with any negative judgment as we all respect the experiences of men, women, and children


 who suffer from violence at the hands of a loved one.
Ideas about appropriate terminology


 also varies for sexual minorities. The terms “gay” and “lesbian” are used by many researchers. We use these terms if they were what was reported, since they reflect what the study participants used to label themselves in the data. Other terms such as “transgender” or “trans” are also used in the book to reflect how the researcher defined these variables


.

Looking at the most recent information available, data from the 2018 NCVS indicated that rates of violent crimes in 2018 showed small increases over the rates in 2015 (Morgan & Ouderkerk, 2019). Violent crimes included rape and sexual assault, robbery assault (the most common violent crime), domestic violence (including intimate partner violence), stranger violence, and violent crime including injury or using a weapon. Since these data come from victim reports, homicide data were not included. The small increases in rates were seen across all types of violent crimes, except those involving firearms. In 76% of all nonfatal violent crimes, including partner abuse, the offender was perceived to be male (Morgan & Truman, 2018). Thus, women are far less likely to commit crimes of violence than men, especially with strangers.
Since the NCVS survey is a household survey and not dependent on police records, it is possible to ask about whether those victimized reported the crime to the police. Data from the NCVS indicated that overall 45% of violent victimizations were reported to the police in 2017. These rates have varied since data were first reported in 1993 but generally indicate higher levels of reporting to the police in more recent years (Morgan & Truman, 2018). However, others have critiqued the NCVS, as well as other victimization surveys, and suggest that better reporting data are needed (Xie & Baumer, 2019).
In general, people are more likely to be injured by someone they know than by a stranger (see Box 1.2). Looking specifically at intimate partner violence (IPV) experiences


, percentages of victimization in 2015, 2016 and 2017 were 1.2, 1.0 and 1.0 per 1000 for “serious” IPV and 3.0, 2.2, and 2.4 per 1000 for any type of IPV (Morgan & Truman, 2018, p. 3). No data were provided for women and men separately on IPV victimization or perpetrator in these reports from the NCVS. More information on this issue of men and women as victims or perpetrators can be found in Chap. 5.
Box 1.2: Violent Criminal Offenses by Strangers
Sociological theory would suggest that those more injured in physical assaults would be less well known to the violent individuals who assaulted them, and that they would share fewer characteristics in common. This is believed to result from a general tendency for people to be more protective and caring for those seen as similar or part of the same group as they are, while strangers, or those who are not part of the group are seen as appropriate targets of aggression. However, data from the National Crime Victimization Survey from 1993 to 2011 finds no support for this idea (Rennison, Jacques, & Allen, 2016). Instead, people are more likely to assault others they are acquainted with, or know very well.
These patterns can be seen looking at whether or not people are more likely to assault someone of the same or of a different race. National data indicated that it was more likely that an assault and the resulting injury occurred within racial groups than across racial groups. A related prediction was that assaults and injuries would be greater for victims who were strangers to the perpetrator than those who were known to the perpetrator. Instead, acquaintances are more likely to be injured than strangers (Rennison et al., 2016). Similar patterns can be seen for more extreme violence. According to homicide data from the Centers for Disease Control, while 26% of homicide victims in 2014 were killed by a current for former spouse or partner, only 14% of homicide victims were killed by a stranger (Fowler, Jack, Lyons, Betz, & Petrosky, 2018). These general findings are consistent with data discussed throughout this book showing that many people are injured by those they live with and love—by lovers, or parents, or other family members.

Other national U.S. data is available on homicides. Data from the Centers for Disease Control for 2014 indicated that 9% of men experiencing homicide had been killed by a current or former spouse or intimate partner. For women, the numbers were much higher, with 48% of female homicide victims killed by a partner (Fowler et al., 2018). Thus, men are more likely to be killed by someone other than a spouse (typically by another man), but for women, a partner is the most likely to be the one who kills her.
As noted above, NCVS data indicated that the most crimes of violence are committed by men. Similar data can be found elsewhere. Smith (2014) reviewed the literature on long-term crime rates for women and men, noting “the striking persistence of the gender gap [in rates of crimes committed] over long periods of time…” (p. 139). This was found in homicide data going back to medieval times in Europe as well as in data on other types of violent crime. As McCarthy and Gartner (2014) noted, this gender gap is less evident in recent years, but this may be the result of criminologists now including IPV and child abuse as forms of violent crime. Formerly, these forms of violence within the home were not included in national crime data. As discussed in various chapters in this book, these forms of violence within the family are done by women as well as men. Women are more likely to use violence within a family setting than outside the home with strangers.
1.1.2 Changing Crime Rates
Like other forms of violent victimization, violent crime rates have changed over time. The rates peaked in the early 1990’s and showed a rapid decline until early in the twenty-first century. Reports from all of the most recent years for the NCVS indicated that far fewer people reported experiencing a crime as compared to the 1990’s. Since 2001, there have been small annual increases or drops of 1 or 2% for crime rates but the overall pattern has been relatively stable. Since 2010, the average rate of victimization from a violent crime was about 2 per 100 people. Since then, the rates have ranged from 2 to 3/1000 for women and 1 to 2/1000 for men (Catalano, 2013).
Tcherni-Buzzeo (2019) attempted to explain why these drops have occurred in violent crime, noting that this decline in violent crimes has been happening throughout the developed world, and across different demographic categories within the United States. He further noted that physical and sexual abuse of children has been dropping in the United States since 1995, but no comparable drop can be found for child neglect (which is not a crime of violence). After discussing many possible explanations for the declines in interpersonal violence, he concludes that tentative evidence best supports factors such as increasing numbers of cell phones making people more secure, better reentry programs for convicted offenders, reductions in poverty, declining alcohol consumption, and better education.
Changing levels of reported victimization for crimes of violence generally, as well as for victimization within the home, should be placed within a broader context of a very long-term general decline in people’s experiences with violence of all types. A number of researchers have pointed to a decline for interpersonal violence rates since the Middle Ages in Western European countries and in the U.S., although there have been some periods when interpersonal violence rates increased slightly. This can be seen in terms of homicide rates, as well as for other crimes (Tonry, 2014). Tonry also noted the same pattern for hospital emergency rooms dealing with fewer and fewer intentional injuries of others in the U.S. Both of these indicators are relatively objective violence indicators, less subject to the types of factors discussed in Box 1.3.
Tonry further noted that in spite of this historical trend for lower levels of violent behavior, there was a rise in reported crime rates in the mid-twentieth century, followed by a later decline that has continued into the twenty-first century. This increase followed by a decline was especially evident for reports for child abuse as well as for intimate partner violence (IPV) and for sexual assault and rape. He attributes this to a number of factors that affect reported rates of violence (see Box 1.3), all of which reflect underlying attitudes about what is considered acceptable behavior.
Box 1.3: Data about crime and violent behavior depends on many factors
As Tonry (2016), the editor of the journal Crime and Justice, discussed, data about crime rates is affected by a number of variables:	What gets reported to the police or other agencies. This is dependent on what people define as unacceptable or criminal, and such perceptions change over time and cultures.

	What the police (or agency staff) feel is a crime and should be reported. Police reports reflect views of what police perceive as reportable acts. Police may not consider something reported to them as a true crime or may even discourage the person from reporting or trying to pursue legal action.

	What people report in victim surveys. Many of the incidents identified in surveys are never reported to the police or other authorities, and do not show up in formal reports from police or these agencies. However, even such survey data depends on what types of incidents the victim considers to be something to be noted in responding to the survey.

	How complete the record keeping is for crime reports. In the past, paper records may have been incomplete for a variety of reasons. As computers are increasingly used for record keeping, police reports that may have been lost are now more likely to be maintained.





Support for Tonry’s (2014) arguments about the importance of attitudes and perceptions in the interpretation of crime rates can be found in studies investigating other possible explanations for the changes. Tseloni, Mailley, Farrell, and Tilley (2010) did a careful analysis of the large drops in crime rates in 26 countries between 1995 and 2004, looking at several specific crime types (assault, burglary, and several types of theft). The general trends identified were similar across all the countries they examined, and were seen in many types of crimes. They concluded that any valid explanations for these drops needed to be factors that operated across countries, since they could not be explained by increased incarceration rates, or lead exposure or other variables that have been found to correlate with dropping crime rates in one region. In another even more comprehensive test of 15 different possible explanations for higher or lower rates of crime victimization in many different countries, Farrell (2013) found that the only general factor that had any predictive power across different locations was the level of security in the country. In countries and times when there was greater police presence or other forms of high security leading to reduced opportunities for crime, reported victimization rates were lower.
Others have also pointed to changes in attitudes that appear to be reflected in reported crime rates. Based on international survey data

, Inglehart (2018) argued the as people feel more economically secure, they develop a different perspective on other people and how society should operate. Greater feelings of economic security

 were found to be associated with wanting people to have more say about government decisions, greater freedom speech for individuals, and more independence in the workplace. Other associated attitudes were support for equality of women with men, and a greater emphasis on self expression. With less feelings of economic security, there was a greater emphasis on policies that encouraged economic growth, maintaining order, and fighting crime.
These value and attitude changes


 have been linked to many forms of violence (Inglehart, 2018). In societies with greater economic security, and in individual countries as the economic situation improved, there were declines in rates of war with other countries, as well as lowered rates of murder and other violent crimes (Inglehart, 2018; Tonry, 2014). Attitudes supporting violent interactions such as crime, witch burning, slavery and torture are also correlated with lower levels of economic prosperity based on international survey data (Inglehart, 2018).
In a related argument, Kivivuori (2014) suggested that people in the U.S. and other affluent Western societies have become more “sensitive toward violence” (p. 289). This sensitivity is seen as leading to greater reporting of actions defined as criminal. Crime rates rise when there is a higher likelihood of reporting something as criminal. Such reports may reflect views of what people should do as much as measuring actual crime levels since the definitions of criminal behavior have changed over time. Supporting evidence is found in data from Finland where upward trends in reports of general violence, as well as reports of violence by school principals, and police detection of shoplifting by youths have all risen over the last 20 years, although there is no clear evidence of actual increases in any of the behaviors being reported (Kivivuori, 2014).
1.1.3 Fear of Crime
Although objective data

 indicate there has been a long-term decline in interpersonal violence and violent crimes in general, this is not the common perception. Instead, many people appear to believe that crime is at an all time high and that protective actions are needed to avoid being victimized (see Chap. 3 on these coping behaviors). Based on data from the national Pew Research Center, national perceptions of rising crime rates are simply wrong. Although as discussed earlier, crime rates have dropped substantially since the 1990s, most people think that crime rates have been rising in recent years (Gramlich, 2016, 2019).
These crime fears

 are believed to result from the high level of media attention given to portraying violent criminal acts. In one of the early papers on this issue, Heath and Gilbert (1996) noted that effects of media on crime fears could be seen in those watching popular crime reenactment television programs as well as in movies and television news. More recent studies have continued to replicate these findings. For example, Kort-Butler and Habecker (2018) reported on a 2014 survey of Nebraska adults who were asked about media use and crime fears. viewing violence on television was especially related to worry and anger over crime, as was having been personally victimized. Dolliver, Kenney, Reid, and Prohaska (2018) argue that it is because of fears generated by the media that there is a high level of support for “defensive” (p. 400) behaviors such as allowing people to openly carry guns and passing laws requiring longer prison sentences for those convicted of crimes. In a direct test of these effects in a national sample in 2012, Dolliver and his colleagues found that all types of media consumption correlate with increased fears of crime. These fears strongly predicted support for defensive and punitive criminal justice policies

.
1.2 Views About the Acceptability of Family Violence
Researchers


 have often argued that those who consider a behavior to be wrong are less likely to do that behavior (Dibble & Straus, 1980). However, as Dibble and Straus pointed out in an early paper, even if one is not supportive of family violence, circumstances may lead to one being violent in spite of these negative attitudes. A specific example of this was that if one’s intimate partner is violent to you, it is quite likely that you would return that violence, perhaps in self defense, even if you are not personally supportive of IPV. As noted in Chap. 5, mutual IPV is the most common pattern for IPV, so this situation may be operating in many couples.
Although attitudes do not necessarily predict behavior, they are one of the important factors that do relate to how we act. Our attitudes affect our own behavior as well as our judgments about the acceptability of what others do. In this section, we review some of the research on attitudes relating to IPV and to child maltreatment or spanking. As outlined below, consistent with changes in crime statistics and views about the acceptability of various forms of criminal behavior, there has also been increasing disapproval of both IPV and spanking in the U. S. population, and in professionals who work with victims and perpetrators of family violence. For more detailed discussion of these issues, see Chaps. 4–6.
1.2.1 Attitudes About Intimate Partner Violence
Although the acceptability








 of intimate partner violence and wife beating varies greatly across countries, it is clear that there is a growing consensus around the world that such behavior is not acceptable (Pierotti, 2013). These views can be seen especially among those who are more educated (Wang, 2016). As Pierotti discussed, this international trend is especially noticeable among women. In another study based on international data from many studies, Hayes and Boyd (2017) found that approval of IPV was associated with higher levels of gender inequality within the country.
As discussed in Chaps. 4 and 5, the high level of disapproval of IPV can also be found in U.S. data. In a large survey of adults in California identified through a random procedure, Sorenson and Taylor (2005) asked people to answer questions about a hypothetical scenario involving an example of IPV in 2000 and 2001. Overall, 96% of the sample identified a man using violence against his female partner as wrong, while 93% viewed a woman using violence against her male partner as wrong. Greater disapproval for male violence was specifically seen for slapping, forced sex, and punching.
Arguing that there was possibly more acceptance of IPV among rural than urban U.S. populations, Schwab-Reese and Renner (2017) surveyed residents living in a county in Iowa which consisted mostly of small towns and a largely white population between 1999 and 2004. More than half the sample had some college education, so it was a highly educated sample, and may not be representative of many rural areas. Overall, 96% of men and women indicated that it was never acceptable for a male to use violence against his female partner. However, 80% or men and 88% of women reported it was never acceptable for a woman to be violent toward her male partner. Thus, there was more acceptance of female perpetrated IPV than male perpetration for both women and men in the sample. Also, for both sexes, the highest level of acceptance was for IPV in response to being hit by their partner. Note, though, that overall, there was strong disapproval of IPV in these samples.
Studies of U.S. college students have indicated similar findings of overall disapproval of IPV in dating couples. But levels of disapproval for male and female perpetrated IPV differ. For example, Hammock, Richardson, Lamm, Taylor, and Verlaque (2017) again used scenarios to describe different forms of IPV and asked their sample of students at a south Eastern university to evaluate each member of a violent couple. Ratings were more positive about female victims than male victims, and female perpetrators than male perpetrators. Physical violence was rated more negatively than psychological violence. Data were collected for same-sex couples, but no significant effects were reported for differences across gay and heterosexual couples. In a similar study where college students from psychology classes in the Midwest university were asked to evaluate scenarios involving verbal abuse in a heterosexual couple, Capezza, D’Intino, Flynn, and Arriaga (2017) reported that psychological abuse was rated more negatively than a comparison scenario with no verbal abuse. Male perpetrators were rated more negatively than female perpetrators.
A number of studies have argued that various forms of media portray IPV and these portrayals shape attitudes and acceptability of male to female and female to male partner violence (e.g., Scarduzio, Carlyle, Harrius, & Savage 2017). Attitudes and societal disapproval of IPV can be seen in an examination of how the media treats cases in which an athlete has been accused of IPV. Spencer and Limperos (2018) analyzed the coverage of ESPN relating to IPV among National Football League (NFL) players before and after the airing of Ray Rice’s assault of his partner, knocking her unconscious, in an elevator. Afterwards, there was far more coverage of player IPV. There was also a strong public response arguing that the NLF needed to respond more actively to this type of player behavior. As Brown, Murphy, and Maxwell (2018) report, there is greater disapproval of athletes using violence against their partners than for accusations of assault of another patron outside a bar or drug possession. Although the large majority of media reports of IPV involve male athletes, there have been a few reports of female athletes perpetrating violence against their partners (Brown et al. 2018). The fact that such accounts are newsworthy, and the high degree of disapproval both indicate societal disapproval of IPV behavior.
1.2.2 Attitudes About Physical Punishment of Children
As discussed in Chap. 6, parents using physical forms







 of punishment against children for what they describe as discipline
 has been found to be a predictor of physical child abuse (Taylor, Fleckman, & Lee 2017). In an article titled “Ending the Spanking Debate,” Afifi and Romano (2017) argue that the evidence at this point is quite clear that spanking (hitting the child on the buttocks with an open hand) may have negative effects on the child. They further note that spanking has not been found to have any beneficial effects and has been banned in many countries. However, spanking remains a common practice in many parts of the world, and many people continue to argue that spanking is safe and necessary to discipline children. This can be seen in a 2013 survey of Canadian parents. Using a volunteer sample recruited through posters and at community organizations, Afifi and Romano reported that over 1/3 endorsed the idea of using corporal punishment to discipline children. Another study found that supportive beliefs about spanking were correlated with self reports of using corporal punishment with their own children (Fréchette & Romano, 2017), indicating a link between attitudes and behavior







.
There is also evidence that many people in the United States agree with the idea of spanking children. Using data from the General Social Survey, a repeated nationally representative U.S. sample, Hoffman, Ellison, and Bartkowski (2017) found that there has been a general trend toward less support for parents using spanking as a means of disciplining their children during the period from 1986 to 2014. However, attitudes differ across groups, with greater support among conservative Protestant Christians. The survey question used was agreement with the idea that “it is sometimes necessary to discipline a child with a good, hard spanking” (p. 86). Over the years of the survey, agreement with this item ranged from slightly less than 80% to about 65% in 2014 for those who were not Conservative Protestants and from over 90% to a little over 80% for those who were. These numbers do indicate a high level of support for at least occasional use of spanking







.
Negative views of spanking and other forms of physical punishment

 are clearly evident among professionals. Members of the American Professional Society on the Abuse of Children consist of mental health professionals, physicians, child welfare professionals and other professionals working on issues related to child abuse. This group was surveyed in 2015 about their attitudes about corporal punishment of children by Taylor et al. (2017). Questions included “Spanking is a normal part of parenting” (Negatively scored) and “Overall, spanking is a bad disciplinary technique.” Overall, the reported attitudes of the professionals surveyed were in opposition to spanking. For example, 74% disagreed that spanking was a normal part of parenting and 82% agreed that spanking is a bad disciplinary technique. These attitudes were much more negative than reported in earlier studies. However, given the widespread use of spanking, some continue to argue







 that it should not be categorically opposed (e.g., Larzelere, Gunnoe, Ferguson, & Roberts, 2019).
1.3 Measuring Violent Behavior and Attitudes
In understanding research on IPV or child abuse, it is important to note what group the data come from. Findings are quite dependent on the sample used. In general, there are three basic types of samples used in the research discussed in this book: representative, convenience, and volunteer. Representative samples attempt to represent an entire population, allowing us to make generalizations about issues such as how common IPV is in the U.S. population at the time the survey was done. The date of publication of data may be quite different from the time of data collection, so both types of information are provided when this information is available. Typically, these representative samples are initially obtained through a random procedure of some type (see Babbie, 2016), but are adjusted if the researchers find that some groups that are important to the study are not well represented in the final data. Such samples yield good information about an entire group. However, if the group is defined as all students attending public high school in a particular location, their results may not be generalizable to other high school students in private schools in the same area or to high school students in other areas.
It is even more problematic to attempt to generalize the findings of a particular data collection if other types of samples are used. Convenience samples are samples chosen by the researcher. This type of sample is seen in many studies of college students when entire classes are sampled. They are also typical of clinical samples where people seeking some type of treatment are interviewed or surveyed. Samples of those identified as being abusive parents by a specific locality would be convenience samples. With such samples, it is never clear if the data obtained can be generalized to other groups. Finally, volunteer samples are found when some type of notice is used to advertise a study, and people are requested to let the researcher know if they are interested. Such samples have all the generalization issues of convenience samples, but they are further biased by the fact that study participants have volunteered.
As already suggested, measurement of violent behavior of any type is not always direct or easy to do. Sampling is not the only concern. Different forms of measurement often provide different data, an issue that we return to in the chapters to follow. Most studies use a series of questions about IPV or child abuse, and label people in the sample based on their answers to these questions. If the questions of one study are different from those in another study, it is never clear how to explain the variations in findings.
Any time people are asked about their behavior or experiences, even if they attempt to answer honestly, they may not be accurate in remembering things they have done or had done to them in the past, especially if asked to summarize over a long time period. For this reason, many scales ask only about things that have happened in the last year or even the last 6 months. Another issue is that they may not want to answer honestly for any of a number of possible reasons. For example, they may be embarrassed to admit being hit by their intimate partner or by a parent. If asked about their own violence, they may want to minimize their own aggressive behavior or may even deny it completely. As discussed in Chap. 5, when both members of a couple answer questions about what violent actions they did to a partner and what the partner did to them, their answers often differ from what the partner reports in response to the same questions. Readers of this book are urged to consider these types of issues in interpreting the data reported in various chapters.
1.4 Organization of the Book
This chapter provided a general introductory overview of the status of violence in the United States. Next, in Chap. 2, the focus is theories about where violence comes from. Why are some individuals more violent than others? Of course, aggression can be expressed in nonviolent ways, so general theories about aggression are also discussed. As can be seen, there is evidence for learning as a predictor of aggression, as well as a number of biological factors.
Chapter 3 is again a theoretical or basic chapter. In this chapter, the concern is how victims (or survivors) react and why they react in the ways they do. Theories about general reactions to any type of victimization, such as natural disasters or accidents are discussed, as well as specific data about how people react when victimized by someone in the family or other close relationship. Coping strategies and posttraumatic growth are also discussed.
Chapter 4 examines the situation for battered women. As will be explained, societal views about battered women have changed through the last 70 years. Now, there are shelters where battered women can seek emergency protection or other assistance, which has led to a large body of work about the women who seek this assistance, the group known as battered women. Findings of this research are described.
Chapter 5 is also concerned with intimate partner violence, but the focus is quite different. A good deal of IPV exists that does not fit the common conceptualization of battered women and their male batterers. Much of these data come from general population surveys. These are supplemented by studies based on college student samples. A major concern of this research is evidence for female violence toward partners and whether women are just as violent as men. As research continues to explore this issue, the more recent studies suggest that even though there is clear evidence for female violence, men tend to be the ones using the most violent forms of aggression. There is also clear evidence that those in other types of partnerships, such as gays and lesbians, and transgendered individuals also may have violence as part of their partnership.
Other types of violence beyond intimate partner violence are the focus of the next chapters. In Chap. 6, we discuss the research on parental abuse and neglect of children. We examine the characteristics of abusive parents and then turn to the question of the consequences of this type of violence on the child victims. Physical violence, as well as psychological abuse and incest and sexual abuse are also discussed. Effects on children of witnessing parental IPV is also considered as a form of child maltreatment. Other types of abuse within the family are the focus of Chap. 7. Included are elder abuse, sibling violence and abuse of family pets. These important issues are much less commonly the topic of published research, but we attempt to summarize what we do know about these other forms of family violence.
The last three chapters address treatment issues. In Chap. 8, the focus is treatment programs for victims of IPV and child maltreatment. These programs, administered by shelters or by counselors may also address needs of the children of abusive parents as well as survivors or victims of IPV. Chapter 9 turns to the question of how society addresses those who perpetrate violence against family members or those they are in close relationships with. Identification of these perpetrators is often one of the difficulties in those working to end these types of violence. Unfortunately, many perpetrators are never identified. If they are identified, are there effective treatment programs for them? Unfortunately, as discussed, often the answer is no. In Chap. 10, we examine the helpgivers, noting their initially high levels of motivation. Over time, as some become frustrated, they may experience burnout or other negative reactions to their work. Suggestions about self care are offered for these helpgivers.
The last section of the book contains a number of actual case studies from the clinical files of co-authors Christina Newhill and Rachel Fusco, as well as some additional cases from one of their students and another colleague. These cases have been cited throughout the book to demonstrate some of the more theoretical issues being discussed in the text of the book.
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In this chapter, we examine the research on various factors that are associated with aggressive behavior, with a focus on physical violence. Psychologists have spent many years trying to better understand the conditions that explain why some people are more aggressive than others. As these studies have been done, it becomes increasingly clear that the causal explanations for aggressive behavior are complex and any act of aggression has multiple determinants. These include the particular circumstances one is in at the time as well as lifelong patterns of learning and socialization. There are also a number of important biological factors that are correlated with higher or lower levels of aggressiveness. Each of these major correlates of aggression is briefly examined in this chapter.
In addition to the extensive scientific literature on aggression, there are also many other types of resources now available for people to better understand individual acts of aggression and ways to limit or stop acts of violence and aggression. Groups such as the American Psychological Association have instituted offices devoted to helping people control their own violence as well as discussing how people learn to be violent. Their website provides many resources for this. See http://​www.​apa.​org/​pi/​prevent-violence/​resources/​index.​aspx.
Aggression can be defined as behavior that is more violent or hostile than seems appropriate for the situation (Bushman, Bonacci, Pedersen, Vasquez, & Miller, 2005). As we examine the studies of causal factors in aggression, it is important to keep in mind that there are many types of aggression (Paulhus, Curtis, & Jones, 2018). Often the literature fails to distinguish among these different types and may group them all together or assume that one type of aggression can be generalized to other types. Different types of aggression may have different causal factors (Rhee & Waldman, 2011). In a comprehensive review of the literature, Hamby (2017) argued that there are four essential characteristics of aggression. It should be intentional, it should be seen as unwanted by the recipient, it should not be essential for the wellbeing of the potentially aggressive actor, and it should be harmful to the recipient. Aggressive acts that would not be considered as violence using this definition would include violations of social norms or feelings of anger that are not expressed in negative ways to others (Hamby, 2017).
As will be discussed throughout this book, aggression can be one of the many forms of physical violence or directly hostile language or some other form of indirectly hostile speech. The later is generally labeled as psychological or emotional aggression


. Sexual aggression

 is also considered as a form of aggression in this book. Aggression can be a reaction to provocation (reactive aggression

) or unprovoked and initiated for no apparent reason. Although not technically aggression, using Hamby’s definition, we also consider cases of physical and emotional neglect as we examine issues relating to aggression and maltreatment in the family.
The following case example illustrates aggression as a theme in a couple’s career success. In this case, violence plays a regular role in their marriage with sexual pleasure serving as a reinforcer for continued episodes of fighting. The case also shows how such ongoing aggression in a relationship can lead to serious injury requiring medical care, but even such injury does not serve as an incentive for changing the behavior pattern in the couple’s relationship.
Case Example
Harry and Jane both work as criminal defense attorneys and have been married for 10 years with no children. They both relish taking on cases involving clients accused of heinous sex crimes and are quite talented at aggressively and successfully defending such clients. Their home life in some ways reflects their work in that they frequently fight with each other verbally or physically, often following an accusation of infidelity. These physical fights usually culminate with passionate sex, which appears to serve as reward and an incentive for future fighting. One night, however, the fight escalated to the point where Harry broke Jane’s arm, and she had to go to the emergency room. The emergency room doctor was suspicious about the cause of the broken arm, and asked the ER social worker to evaluate the couple. They freely admitted that Harry had broken Jane’s arm, but she did not want to press charges, and neither had any interest in getting counseling. The social worker gave them a referral for counseling anyway but doubted they would follow up (Newhill, 1995).

2.1 Learning of Aggression
In order to understand people’s behavior, psychologists often look to patterns of learning and reinforcement that have occurred over a person’s lifetime, starting in early infancy (Rathus, 2005). Learning can occur as a reaction to direct or indirect rewards. We also learn by modeling or imitating what other people do around us. As the examples below demonstrate, we are most likely to imitate others who have received rewards for the behavior being modeled. Thus, the first step in looking at how aggression or violence is learned is to analyze ways in which this behavior is rewarded.
2.1.1 Rewards for Violence or Other Aggression
It is not uncommon in daily life


 to find situations in which violence is rewarded. In order to survive, any animal needs to be aggressive in gathering food. Carnivores kill other animals to eat, and even plant-eating animals may have to fight other animals for access to food. Sexual access requires fighting other animals in many species, especially for males. This type of aggression related to survival is one of our basic motives, and it occurs in all animals including humans (De Boer, 2018).
Although in modern society, humans generally do not have to kill animals or fight with others for food, it is common for young children to physically fight another child to take a toy away or prevent it from being taken from them by another. If the child is successful in having the desired toy to play with, this provides pleasure and reinforcement for the aggressive child. This reinforcement increases the likelihood that the successful aggressive behavior will be repeated in the future. The same type of reinforcement can happen with adults and with non-human animals (De Boer, 2018). For adults, if we yell at or hit our partner, and our partner responds by doing what we wanted them to do, we have been rewarded for our aggressiveness. It is quite likely we will do this again. As described in Chap. 4, a chapter on battered women, this type of pattern is believed to occur for men who are extremely violent toward a spouse or partner. Not only may the violent man get what he asked for (a reward for his violence), but the partner may also be willing to engage in sexual activity as a way of making up after a fight involving some type of violence. Sexual satisfaction may then add an additional layer of reward for the initial violence. Once this reinforcement has occurred, the individual who has learned to expect positive results from his violence would be expected to escalate his level of violence and become more aggressive. If the expected positive outcome does not occur, the previously reinforced person may become frustrated. Frustration is also linked to aggression, so the noncompliance may result in additional violence (Groves & Anderson, 2017). All of this can and often does happen without either party being consciously aware of these underlying dynamics.
Since the use of aggression to get something we want is so common, the question psychologists generally consider is not why people are aggressive, but how we train children not to use aggression (Russell, Robins, & Odgers, 2014). We may use some type of punishment to discourage children from using violence. As children age, they show a continuing decrease in aggressive behavior (Lansford, 2018), perhaps showing the effects of societal punishments for such behavior. Punishments become more severe for adults than for children. When adults use violence to assault others or to enable them to take things from others, we label this as criminal behavior and put people in jail to punish them and to keep them from being able to continue this behavior (see Chap. 1).
In spite of the laws and ideas about what behaviors are considered to be appropriate in adults, it appears that people may be encouraging aggression in others in non-conscious ways and may be giving unintended reinforcement for such behavior. Like other forms of reinforcement, the positive reinforcement from others who observe or are aware of violent interactions can increase the likelihood of future aggression in those performing these behaviors. If others observe us using violence or some other form of aggression and praise us for it, we have received social reinforcement for the behavior. Situations in which others have positive reactions to aggression are not uncommon. For example, aggressive teenage boys are likely to be admired and praised by their peers, especially if they are also athletes (Rodkin, Farmer, Pearl, & Van Acker, 2000). Perhaps because of this type of reinforcement, in a study of 16 high schools in Northern California, boys involved in playing football and basketball were more likely than their peers to have used violence against a dating partner and also held more stereotypic attitudes relating to gender roles (McCauley et al., 2014).
The following case from the media summarizes a case of a young man whose gender, class and athletic privilege both reinforced his entitlement to commit a violent rape but also led the judge in the case to issue an exceptionally lenient sentence suggesting an aim to support the perpetrator’s privileged status. The victim of the rape articulated this idea clearly in a rebuttal to the court.
Media Case Example
Brock Turner, a 20 year old varsity swimmer and a student at Stanford University, was sentenced to only 6 months in jail after being convicted of raping a comatose young woman after a fraternity party. Turner’s father, a Stanford alum, complained in a Twitter post that his son’s life had been ruined for “20 min of action”. The victim spoke out with strong criticism of how the legal system handles cases of sexual assault, arguing that legal inequities are often fostered by male and class privilege as demonstrated by the judge’s concern that more severe punishment would disrupt Turner’s studies and athletic career at Stanford. In the wake of the public outrage over the case, Stanford University withdrew Turner’s athletic scholarship and Turner withdrew from school rather than face expulsion procedures (Stack, 2016).

Values supporting certain types of aggression have been associated with the southern part of the United States. Nisbett & Cohen’s 1996 book on the Culture of Honor

 describes how Southern white men, especially those living in rural areas, were particularly accepting of violence when used for self-protection, or to defend one’s honor. Statistical data indicating that the South led the country in homicides and in other forms of violence supported their analysis. This region also had higher subscriptions to magazines dealing with issues such as self-defense, weapons, and combat. However, it should be noted that these analyses are based on studies from the late twentieth century and may no longer reflect the modern South. However, a more recent study (Brown, Baughman, & Carvallo, 2018) suggests an honor culture may still exist in both the southern and western states of the U.S. Brown and his colleagues define honor culture as a situation where men seek to maintain their reputations for strength and bravery and won’t tolerate disrespect. Within honor culture, women attempt to build a reputation for loyalty to their male partner and for sexual purity. When women act in ways that suggest they might be unfaithful, men are expected to feel jealous and to punish women for this. U.S. data from the early 2000s relating to male homicide of a female partner and rape were used to see if the honor states significantly differed as predicted on these measures. The predictions were supported. National data on adolescent behavior from the Youth Risk Behavior Survey administered by the CDC also indicated that there was more reported rape of young women in the honor states as predicted. However, no differences were found related to dating IPV. (Chap. 5 provides some data that might explain why dating IPV might be dependent on many other variables beyond an honor culture).
Attitudes supporting the use of physical violence can also be seen in those serving in the military and in their families. We might assume that military personnel and their families would be generally more accepting of aggression, since their jobs are so associated with this. Empirical data supports this assumption. In a survey of high school students who came from military-connected families in Southern California, rates of physical violence and non-physical aggression were relatively high among both boys and girls, although they were especially high for boys (De Pedro, Astor, Gilbreath, Benbenishty, & Berkowitz, 2016). The levels of violence were lower, though, for the students in schools where there was a warm school climate and a higher sense that staff were caring and wanted to be helpful to students. Perhaps in these schools with the warm social climate, other non-violent behaviors were more often reinforced?
Acceptance of partner violence and parental violence toward children differs across individuals within the United States (see Chaps. 1, 5 and 6), with some people showing more disapproval than others. Increasingly, though, violence directed against an intimate partner and against a child are not considered acceptable adult behavior by the majority of the population. International research on supportiveness of these types of violence also shows country differences. In a study comparing blame of a man who hit his dating or marital partner, Nguyen et al. (2013) found that college students in China and Japan were more likely than those in the U.S. to blame the violent male partner and less likely to blame the female victim. They also reported that women were more likely than men to blame the violent man in all three countries. Such data would suggest that it would be less likely that a man who was violent toward his wife or girlfriend would receive positive feedback for this in the U.S. than in either Japan or China, and that women would be less likely to offer reinforcement than men for this situation in all of these three countries. Related data can be found in a large survey of adults in California who were asked to respond to a vignette describing a situation of intimate partner violence (Taylor & Sorenson, 2005). Although most people felt the violent individual was at fault, there was a higher level of blame assigned to the victim in people born outside the United States as compared to those born in the U.S. These data would imply that some immigrants might be more likely to reinforce male partner violence than the native born U.S. population.
It should be noted that in both these studies just discussed, only a few people had a positive view of a man being violent toward his partner in the samples from all the countries examined. It appears that although partner violence may have been generally acceptable in earlier historical periods, and in some countries more than others, there is a general trend toward less approval of this behavior now, especially in the United States (Arriaga & Capezza, 2011; Frieze, 2005). However, as Arriaga and Capezza note in their review of this literature, although there are clear norms now in the U.S. about actual violence against one’s partner, there is no comparable disapproval of psychological aggression. Psychological aggression might involve labeling the partner in an unacceptable way or humiliating him or her. This lack is a clear limitation since other studies have suggested that such psychological abuse may be more upsetting than physical aggression (see Chaps. 4 and 5).
There may be some unintended effects of people’s understanding that some forms of violence, such as aggression against one’s partner, are not generally acceptable. Perhaps because of these widely held norms about physical violence being unacceptable within a couple, the partner herself [or himself] may downplay the violence or psychological aggression used against them, possibly as a way of preserving the relationship. Evidence of this was seen in a study of college students cited earlier (Arriaga & Capezza, 2011). Of course, this creates a barrier that may keep the victimized person from seeking help.
The following case illustrates a common pattern of gradual escalation of aggression and control common to abusive relationships (see Chap. 4). It also illustrates how the victim, Becky, downplays the psychological aggression from her boyfriend, Bobby, and distorts what is happening by perceiving his behavior as evidence of love, rebuffing her mother’s concern for her wellbeing.
Case Example
Becky, 16 years old, has been dating Bobby, 18 years old, for 6 months. At first, Bobby was attentive and caring toward Becky but as time went on, he became possessive and jealous, insisting that Becky check in with him via telephone several times a day and demanded that she stop hanging out with her girlfriends “because they’ll introduce you to other guys”. If Becky wasn’t home when Bobby called her, he would accuse her of cheating on him and would call her a whore and a slut. When Becky’s mother began to see what was going on and confronted Becky, Becky denied there was a problem, arguing that Bobby does these things “because he loves me so much.” (Newhill, 1995).

2.1.2 Learning by Observing Others
Although it is clear that direct reinforcement



 and indirect reinforcement expressed through social approval may encourage aggressive behavior or any other reinforced behavior, these mechanisms are not the only ways in which learning affects us. We also learn by observing the behaviors of other people as well as the results of these behaviors (Huesmann, 2018). This is labeled as modeling or observational learning. Observational learning occurs in many different ways. Young children learn basic patterns of interaction with other people by observing their parents and siblings. As we grow older, we begin to observe many different types of models. We may model things our friends do. We also model other adults in our environment.
Although we may not be consciously aware of this happening



, if we see someone else being rewarded for doing something, we are more likely to do this same thing ourselves (perhaps nonconsciously expecting that we, too, will be rewarded). This is known as vicarious reinforcement
. If a son observes that his father gets what he wants from her after being physically abusive toward his mother, he may feel that this is a good way to get things from his wife when he marries many years later (see Chap. 6 for more discussion of this process). There is evidence that children of parents who reward nonviolence are less aggressive, while children who are spanked tend to be more aggressive (Ma, Grogan-Kaylor, & Lee, 2018). The act of spanking by the parent can serve as a model of violent behavior for the child who is spanked as well as for other children in the family who observe this behavior. There is also evidence that children who are physically abused by their parents may then model this behavior with their own children (Alink, Cyr, & Madigan, 2019; Chap. 6).
Children






 may not model each parent equally. Modeling of the father would be more expected in a son than a daughter since modeling is especially likely when we can personally identify with the person doing the actions being rewarded. A daughter might be more likely to model her mother’s behavior for the same reason. Parents are only one of many models who influence us. We model what we observe in the media and in our peers as well as others in the world around us.
Modeling






 can lead us to learn to be violent but it might also teach us non-violent strategies to get what we want (Coyne, Padilla-Walker, Holmgren, Davis, & Collier, 2018). Parents who are aware of the importance of observational learning in their children can choose to model the types of behavior they want their children to do. For example, parents can provide nonaggressive models for their children to imitate rather than modeling aggressive or violent behavior. However, such modeling needs to be consistent, and consciously monitoring one’s behavior in this way is likely to be difficult if it is not what the parent would normally do.
The following case vignette illustrates the role of culture in shaping expectations of gender roles and how a young boy’s behavior reflects what he learns about appropriate male behavior from his parents, including the expression of aggression that generalizes from the dynamics of the home environment to how the boy behaves at school




.
Case Example #3
The Rashid family migrated from Iran to U.S. for economic reasons shortly after Basim was born. Ali is an I.T. (Information Technology) specialist and felt that the U.S. would allow him greater opportunity to advance in his field. Nur left university to marry Ali and is a full-time stay at home mom. The family speak Persian at home, though the parents and Basim speak English well enough to understand professionals. Adila has some language delays. Basim’s school called with concern that his behavior is increasingly violent, and seems to be particularly directed toward his mother. Most recently Basim had asked his mother to take him to McDonalds after school for dinner because he prefers American food and didn’t want to eat his mom’s more traditional cooking. When Nur refused, Basim began hitting and kicking her. The principal and guidance counselor both spoke with Nur and found that she has been experiencing this quite a lot, and is concerned that Basim is copying his father’s behavior. Nur states that he often shoves and slaps her, though she has never been bruised by him. Basim has told female teachers and staff that he doesn’t have to listen to them because he is going to be a man, and they are only women. Social services began an investigation into the family. Ali reluctantly agreed to leave the home and stay with friends. Nur and her children hold American citizenship, so the social worker assisted Nur in applying for benefits. Nur was concerned because, even if Ali maintains support for the family, and they are able to obtain benefits, their standard of living would drop. In particular, Nur was concerned that they would lose their apartment and that she and the children may have to stay in a shelter until they could obtain Section 8 housing benefit… When Basim was interviewed by the SW, he said his dad yells at his mom and tells her and everyone else what to do. When asked if anything else happens, Basim said his mom gets a smack, and mimicked a slapping motion. The family were found to be in need of services and transferred to long-term in-home services.

As is true of many of the generalizations about learning of aggression, the influence of models is not always direct. Although generally, we think of observational learning as leading to us displaying the behavior we see in others, it is also possible that we may actively resist acting in ways we observe in others if we do not personally accept this behavior. Positive role models are people who inspire us and make us want to be like them. But, a negative role model is someone we don’t want to copy (Lockwood, Jordan, & Kunda, 2002). Such a person may represent something that we do not like and consciously choose not to copy. If we have a violent parent, we may not want to be like this person, and this parent will serve as one of these negative role models for us.
The following case example depicts a young boy with an abusive father who, after positive exposure to a non-violent male role model, explicitly decides for himself that he will not act like his father and, instead, copies the positive non-aggressive modeling of an admired teacher.
Case Example
As a young boy living in Italy, Antonio frequently witnessed his alcoholic father brutally beat his mother for often the most minor of infractions. He would beat her if his meal was cold, he would beat her if the cat got out of the house and, sometimes, he would beat her just because he came home in a bad mood. Antonio and his mother immigrated to the United States when Antonio was 16, leaving his father behind with the idea that once his mother found a good job, his father would sell their house in Italy and then join them. During his time as a student in a New York City high school, Antonio was “taken under the wing” of his kindly history teacher who had sympathy for the young man’s struggle to adjust as a new immigrant, and provided him with social support, serving as a father figure to the young man. Antonio was amazed at how kind his teacher was and how he handled student classroom misbehavior in a firm but fair and non-violent way. At the end of his junior year, Antonio decided for himself that he would never behave like his father, and, instead, wanted to emulate his strong but kind teacher, with plans to go to college and eventually become a teacher himself (Newhill, 1995).

2.1.3 Learning About Violence From the Media
The media of all types



 can serve as a place where people observe violence (and non-violent or prosocial forms of interaction) and may model what they see or learn about. Media may be a source of observational learning about violence

 and aggression, as well as having many other indirect effects that might also lead to higher levels of aggression. Rideout, Foehr, and Roberts (2010) sampled a nationally representative sample of more than 2000 children in the U.S, aged from 8 to 18. They suggested that overall, U.S. children spend more time with media than any other activity, averaging 7.4 h a day of exposure, often to more than one type of media at once. Data collected in 2009 were compared to data from similar studies in 2004 and 1999. Overall, television occupied the most time at 3.5 h a day, but TV viewing did decrease over the years of their research. Next most common was listening to music or audio recordings. Other media were the computer, video games, print media and movies. Exposure to all these media sources increased since 1999 except for movies and print media. Media exposure was highest for 11–14 year olds and for Blacks and Hispanics in the Rideout et al. survey. Other research has suggested that exposure to internet games and other forms of media is also quite common for adults (Weinstein, Przybylski, & Murayama, 2017). As Anderson et al. (2018) have pointed out, violent images are quite common in the media.
Studies drawing

 on a wide variety of methodologies have indicated that those more exposed to violent media also show several correlated effects (Bender, Plante, & Gentile, 2018). These include having more aggressive thoughts, experiencing more aggressive emotions, viewing the world as a more hostile place, and acting in more aggressive ways. In another review of the literature, data has shown that those more exposed to media in their regular lives outside of the laboratory have higher levels of aggressive thoughts and feelings (Anderson, Bushman, Donnerstein, Hummer, & Warburton, 2015). As Bushman (2016) found in a review of 37 different research studies, those who have had more exposure to violent media of all types tend to believe that the world is a more hostile place than those with less of this type of media exposure. This type of world view is also associated with having a more hostile personality. As Bender et al. (2018) discussed, recent studies have begun to examine changes in the brain resulting from such exposure to try to better understand the mechanisms by which media have these effects.
The most obvious

 way in which viewing or interacting with media in other ways affects behavior is by providing models of behavior (Anderson et al., 2015). This may be especially important for children. Wiedeman, Dolle, Finney, and Coker (2015) note that children and adolescents use media to learn about how to act in different situations. Such learned scripts may teach them how to use weapons, or, more generally, how people might act in various situations. As discussed earlier, people of all ages tend to copy behavior they see others engaging in. This can relate directly to partner violence, in our experience. We have heard reports from our clients of situation in which an abusive husband enjoys watching violent pornography and then demanding he and his wife model the same violent behaviors themselves, even if the wife does not wish to participate.
It has been suggested in reviews of research studies

 that the effects of modeling aggression can be even stronger when we go beyond watching others, and actually engage in simulated or actual aggressive behavior ourselves. Children and adolescents who play violent video games show higher levels of aggression as well as being less likely to engage in helpful or friendly behavior towards others (Ferguson, 2013, 2015). Consistent with this generalization, investigations of cases of very violent behavior in young men, such as in the Columbine High School shootings, have found that the perpetrators enjoyed playing violent video games on their computers. There is also a reported association between more playing of violent video games and delinquency (Anderson & Dill, 2000).
The following case addresses the controversy surrounding one of the ultra-violent first-person shooter games, Grand Theft Auto
, which has been examined as a possible factor in actual violent incidents committed by young men who played the game obsessively

.
Case Example
Grand Theft Auto
, a controversial first-shooter video game series introduced in 2001 was immediately condemned by several European countries due to its extreme violence and misogyny. As the game’s successive versions were released, 3D graphics enabled the violence to become more realistic and more sexual content was included, e.g. players could pay for prostitutes and then kill them to get their money back. Furthermore, the so-called “heroes” in the game commit a variety of extremely antisocial acts (including killing police officers and military personnel) without remorse and without suffering significant consequences. Interactive sex scenes, dubbed “Hot Coffee”, were also embedded in later versions of the game which enabled players to have virtual sex with their in-game girlfriends (Associated Press, 2005).

In February 2005, a lawsuit was filed against the game’s makers and distributors which argued that 17-year-old Devin Moore shot and killed three police officers in Alabama because he was inspired by the games to commit the murders. In another lawsuit, the attorney for teenager Cody Posey argued that Posey played the game obsessively before murdering three family members in New Mexico. The lawsuit was eventually dismissed when it was revealed that other factors, such as child abuse and psychotropic medication use, may have played a role in the murders. (Associated Press, 2005; Bernstein, 2013; Chalk, 2008).
One of the reported effects of viewing violent images has been labeled as habituation
 or desensitization
 (Bender et al., 2018; Rankin et al., 2009). In general, when someone is repeatedly exposed to a certain type of situation either in the media or in daily life, there is evidence that they notice this situation less over time and see it as less extreme than they might have on initial exposure. The more exposure, the higher the level of habituation. Habituation effects are believed to generalize to other related stimuli as well (Rathus, 2005). An example of this can be seen when someone drives a very familiar route. Often, they fail to notice their surroundings as they travel along this often traveled route.
It is often assumed that desensitization can result from exposure to violent media or videogame images (e.g., Anderson & Bushman, 2018). Thus, if we have seen someone in a bar fight on television many times, we begin to think of this as a common event, and perhaps as one that is not so very violent. Habituation to the violent images might generalize so that other types of violence might also been seen as less serious or extreme. However, very few laboratory studies demonstrating this have been published. Some report none of the predicted physiological effects that would indicate desensitization as a result of playing a violent video game. Others have suggested that habituation effects may require repeated exposure since it may not be evident with only a brief exposure (e.g., Gramlich, 2016: Read, Ballard, Emery, & Bazzini, 2016). But, the lack of supporting research does raise questions about whether or how the general concept of habituation might apply to violence portrayed in the media.
Media portrayals of crimes, rather than leading to habituation, instead may increase fears of crimes among those exposed to these images of violent crimes or terrorist activity (Hollis, Downey, del Carmen, & Dobbs, 2017). Such programming occurs not only in movies or videos and television dramas, but also in the news programs. After seeing such images over and over again, people may become fearful about leaving their homes, and they may buy locks and other forms of protection against intruders as protection against what they perceive is a very hostile world. In is interesting to note that the effect of repeated exposure here is not to lower the emotional reaction, but to raise it because of the belief that one might be personally victimized by the (perceived) common violence in the world. Other research has also raised questions about when and how desensitization might occur when playing violent video games (Read et al., 2016).
In spite of the many effects found in laboratory studies of the effects of violent media, studies of the media’s effects on increasing aggressiveness do have to be looked at cautiously. In a very detailed review of the literature on the effects of playing a violent video game

, Ferguson (2013) noted that such game playing in the laboratory does consistently demonstrate effects such as more hostile moods after playing the game. However, as Ferguson discussed in some detail, there was little evidence that this type of laboratory exposure was associated with a greater likelihood of actually committing a violent crime. In a direct analysis of this often suggested effect, Markey, Markey, and French (2015) found no evidence that those with more violent media game exposure were also more likely to commit more crimes. Consistent with the idea that playing violent video games

 does not necessarily lead to greater aggressiveness, Kühn et al. (2018) asked a German sample of students and community members to play the violent game Grand Theft Auto-V or the non-violent Sims-3 game. The researchers compared the aggressiveness levels of the exposed sample before playing the assigned game to the same behaviors and attitudes measured after 2 months of game playing. No differences between the groups or between pre- and post-measures were found. A similar failure to replicate the effects of violent video games

 causing increased aggressive behavior was reported by Hilgard, Engelhardt, Rouder, Segert, and Bartholow (2019) using a sample of U.S. male undergraduate students in a controlled exposure study.
Much of the recent research on media and aggression has focused on violent games on video or the internet. In a detailed analysis of those who play such games, Przybylski, Deci, Rigby, and Ryan (2014) tested the hypothesis that one of the major reasons that people may experience hostile or aggressive reactions to playing video games is that they are not skilled at the games and feel frustrated they can’t get better scores. They suggested that in many of the laboratory studies, students are exposed to games they are not familiar with, and don’t know how to play them well. When they varied game skill requirements, they found that more difficult games did produce more aggressive thoughts and aggressive behavior than games that were not as difficult. Other studies have indicated that exposure to games that involve cooperative behavior may increase prosocial behavior among those who play such games (Coyne et al., 2018). So, the effects of playing computer games are complex.
In the real world, it appears that more violent individuals are most likely to seek out aggressive television, video games, and other media (Ferguson, 2002; Wiedeman et al., 2015). Thus, it may not be that the media is causing violence, so much as enhancing violent tendencies that already exist in certain individuals, and providing models for them of how to engage in violent actions.
2.1.4 Gender Differences in Aggression and Socialization of Girls and Boys
One of the most consistently reported gender differences in personality reported in studies in the U.S. and in other countries is for aggression, with males of all ages showing higher levels of aggression than females on average, although the overall difference is not always large (Hyde, 2014). These differences have been attributed to differing patterns of socialization, as well as to biological differences. Here we focus on socialization and the effects of cultural beliefs and learning. Biological factors are discussed later in the chapter.
2.1.4.1 Beliefs About Gender and Aggression
Gender stereotypes include ideas about the traits or personality of women and men, as well as ideas about what types of roles are appropriate for each gender and what the physical characteristics are for women and men. One of the most common stereotypes relating to traits is that men are more aggressive (Bosson, Vandello, & Buckner, 2019). Such judgments can be seen when people are asked to rate the characteristics of the typical man or the typical woman. Once one considers different groups of men or of women, though, these views become more complex (see Box 2.1). There is a large body of research showing how these basic gender beliefs affect behavior, as discussed below.
Box 2.1: Intersectionality and Gender Beliefs
Although people are quite willing to identify the characteristics of the typical woman or the typical man, and there is high consensus about these judgments, when asked about specific types of men or women, these judgments change (Bosson et al., 2019). Thus, a male intellectual might be seen much differently than a male blue-collar worker. A female athlete would not be rated in the same way as a housewife. African American women are viewed differently than Asian American women. Stereotypes for such intersectional identities tend to differ than the stereotypes associated with any of the individual demographic variables such as gender, occupation or race. When even more complex intersectionalities (such as middle-aged married female professors or elderly retired male locksmiths) are considered, stereotypes become even more complex and unique to that particular group.

There is evidence that although gender stereotypes are changing in some ways in the U.S., these changes are not large. In a study comparing ratings of U.S. college students in 1983 to those in 2014, Haines, Deaux, and Lofaro (2016) found very similar ratings for what those in their student sample believed were the typical characteristics of men as compared to women over this more than 30-year period. (There was a small, but statistically significant change overall in judgments of female role behavior, such that these were somewhat less stereotypical in 2014 than in 1983, but there was strong overall evidence for the persistence of gender stereotypes).
Gender rules relate to many different behaviors, including ideas about the expressions of aggression. In the United States, as in many other countries, there is not only an expectation that boys will be more aggressive than girls, but we also tend to approve of boys being more aggressive and may encourage them to fight back if provoked more than we would encourage this behavior in girls (Brannon, 2017). In an indirect demonstration of the power of these gender-related behavioral guidelines, Yang, Huesmann, and Bushman (2014) found that students asked to assume the role of a male avatar in a violent video game were more violent after the game than those asked to assume the role of a female avatar. Gender-role expectations can also be seen in evidence from a German study indicating that both women and men who engaged in more aggressive driving rated themselves as higher in masculinity than less aggressive drivers (Krahé, 2018).
2.1.4.2 Socialization of Aggression in Girls and Boys
Gender socialization

 begins very early in the life of the child and continues through childhood and into adulthood (Bosson et al., 2019). For very young children, parents are especially important models for how males and how females behave. Later, other models are often found by the child in the media and in observations of people in the life of the child. Thus, parents are not only models, but they serve an important role in reinforcing or rewarding behavior associated with gender role-expectations. Knowing the sex of their unborn child, parents may already begin to plan in various ways to welcome their new girl or their new boy and to envision how they will interact with the new child.
Gender expectations for very young children show up in other ways, as well. Studies done with infants dressed like girls have found that adults treat them differently than the same infants dressed as boys are treated. (It is quite difficult to identify whether a very young child is a boy or girl, so we tend to make this judgment by looking at what the child is wearing. This allows us to study reactions to the same child dressed as a girl as compared to being dressed as a boy). People tend to be more active with boys and use rougher play with them than they do with girls. Such behavior is probably based on stereotypes or beliefs that boys are more aggressive than girls, but by engaging in such behavior, people are also reinforcing the use of aggression in boys more than in girls. People also make other assumptions about girls and boys. Boys are seen as more athletic, while girls are seen as more nurturing. Boys are believed to be less emotional than girls. All of these stereotypes affect the ways in which girls and boys are treated by other adults as well as by other children (Bosson et al., 2019).
In our interactions with children, we not only reward them for acting in ways we feel are appropriate for their gender, but we may also discourage them from doing things that are associated with the other gender. This applies to aggressiveness as well as to many other forms of behavior. Based on their experiences with adults or older children, children begin to learn at a young age about what types of things boys are expected to do and what girls are expected to do (Zosuls, Ruble, & Tamis-LeMonda, 2014). Once children learn about these expectations, they look for other ways in which they can demonstrate their girlness
 or boyness
, generalizing the gender rules they have learned beyond the specific behaviors they have been rewarded or punished for doing. Children apply these gender expectations to their own behaviors as well as using them in evaluating other children. They may become upset with a child that is not acting appropriately, based on their gender expectations.
Looking in more detail at the process of gender socialization, there is evidence that the reinforcements provided by fathers to their children may be more important than those of mothers in terms of helping them learn about gender (Brannon, 2017). This is seen in U.S. studies, as well as in at least some other countries. In a study of 2-parent families with 3-year-old children in the Netherlands, Endendijk et al. (2017) examined the specific effects of fathers and mothers on aggressive behavior in their children. Overall, boys were found to be more aggressive than girls. They also reported that fathers who used physical control methods of discipline rather that verbal control had children who were more aggressive at a later time, based on reports of the parents. Mothers’ form of discipline was not significantly related to later child aggressiveness. These data are consistent with U.S. studies also reporting that fathers are more important in terms of socializing aggression than mothers (Chaplin, Cole, & Zahn-Waxler, 2005).
This analysis of gender socialization encouraging aggressiveness in boys more than girls leads to the conclusion that men are likely to be more aggressive than women, and that boys are more aggressive than girls. Much data supports this conclusion. For example, one of the classic studies documenting these effects was a longitudinal study of 1000 boys and girls in New Zealand who were observed beginning in early childhood and continuing into their early adult years (Moffitt, Caspi, Rutter, & Silva, 2001). Boys and men were found to have higher rates of fighting, delinquent offending, problems controlling anger, and being arrested for violent crimes as compared to girls and women. This gender difference appears in quite young children. Much other data can be cited demonstrating this overall gender difference in the U.S. As discussed in Chap. 1, U.S. data shows a similar pattern of much higher rates of reports of men committing violent crimes than women.
There is also evidence that girls may express their aggressive feelings in very different ways than boys do (Bjorkqvist, 2018). Analyzing data from many countries, Bjorkqvist concluded that although boys and men are more likely than girls and women to use physical aggression or overt violence, there was no difference by gender in the use of verbal aggression or what she referred to as “indirect” aggression (p. 39). Females used more indirect aggression than physical aggression, while the reverse was true for males. Although the causal factors underlying this gender difference are not definitively known, it is generally assumed that girls and women use more verbal or indirect aggression because of prior experiences relating to gender socialization.
2.1.4.3 Reactions to Aggressive Behavior
Aggressiveness




 is one of the stereotypes associated with male roles, so it is not surprising that people evaluate such behavior in boys and men differently than they do the same behaviors in girls and women. Across societies and across different social groups within the same society, the rewards provided for aggression, or the punishments given for what people consider to be inappropriate aggression are not the same for everyone. These social expectations depend on gender. (They also differ across ethnic or SES groups or other social groups.) Girls are not expected to behave in the same way that boys do, especially in terms of expressing anger and aggression (Brannon, 2017; Ruble, Martin, & Berenbaum, 2006). When gender expectations are violated, others may express strong disapproval and may dislike the violator (Bosson et al., 2019).
Such patterns

 are especially evident in terms of aggression-related behavior. Traditionally, boys were observed to be concerned about appearing weak, since this is associated with being a girl (see Box 2.2). Boys were sometimes criticized for not fighting back if attacked by another boy (Maccoby, 1998). Children were also found to differentially reward boys and girls for fighting other children (Huesmann & Guerra, 1997). In more recent studies, there is less overt reward for boys than for girls for being physically aggressive, although there continues to be more acceptance of boys’ violence with other children (Brannon, 2017). As children learn these rules, they not only apply them in viewing their own behavior as well as evaluating what other children are doing.
Box 2.2: IPV and Masculine Gender Role Stress
Aggression



 in boys and men may relate to their wanting to appear more masculine. Baugher and Gazmararian (2015) defined the concept of MGRS (masculine gender role stress) as the “experience of distress in the context of situations that an individual appraises as a threat to his masculine identity” (p. 108) and reviewed 20 research papers using this concept. In explaining how MGRS functioned, they pointed to gender expectations held by some men that they be dominant and not appear weak, since submissiveness and powerlessness were associated with women. According to these those experiencing MGRS, it is important that others respect them and they are seen as tough. If they feel that they are not meeting these expectations, they experience stress and react to this role-related stress by engaging in violence. They identify studies supporting this view and indicating that men high in MGRS have been found to demonstrate more anger and aggressive behavior toward others.
A scale developed by Eisler and Skidmore (1987) was used to measure MGRS. Men were asked to assess the degree to which a number of situations were stressful. Sample items included “comforting a male friend who is upset,” “admitting to friends that you do housework,” and “with a women who is more successful than you.” Other items referred to being skilled sexually and being physically fit.
A consistent finding across studies was that higher scores of MGRS were associated with more acceptance of male IPV against women in hypothetical scenarios as well as higher sell-reported IPV in some studies. Although Baugher and Gazmararian had hypothesized that MGRS would also be associated with higher levels of violence directed toward gay men, the data were not strongly supportive of this prediction

.

Of course

, some people are more generally supportive of aggressiveness than others. As illustrated in Case #3 described earlier, some cultures teach boys that they are superior to girls and to adult women. In these cultures, boys and men may believe that what girls and women have to say can be ignored and that aggression is acceptable toward them.
Another domain in which aggressiveness is viewed positively (especially for adolescent boys and men) can be seen in reactions to athletes. For example, a older study looking at teenage boys participating on hockey teams indicated that members of the team who endorsed the idea that men should be admired and respected by others and saw masculinity as being demonstrated by toughness were more likely to get into fistfights while playing hockey with their teams. This study further reported that the more violent boys were rated as more competent by their coaches as well as by other members of the hockey teams (Weinstein, Smith, & Wiesenthal, 1995). Thus, those who were more aggressive were receiving reinforcement for this behavior from peers as well as adults.
This association

 of sports with violence in boys and young men may be becoming more complex. Based on national data collected in 2000 and 2001, Finkelday (2018) found that the association of violent behavior as young adults was associated with playing football, but not with other sports. In this study, violence was defined as participation in physical fights leading to injuries or threats or actual use of a weapon against someone else. Further analysis suggested that this association was strongest for men who may have compensated for their non-masculine behavior in other contexts. In a review of broad range of literature published on sports participation and aggression, Kimble, Russo, Bergman, and Galindo (2010) concluded that there was evidence of an association of aggressiveness and sports’ participation, but the relationships were dependent upon the particular sport, and that the causal direction for sports and aggressiveness was not clear. Some studies suggested that general aggression might be lessened through playing sports. It was noted that some sports tended to be associated with higher levels of verbal aggression, while others were more associated with physical aggression

.
2.1.4.4 Exceptions to Traditional Gender-Rules
As discussed, there is strong evidence that, on average, males of all ages are more aggressive than females. But, it is not the case that women and girls are never aggressive and don’t use violence. Although these gender expectations are strong in children, they may be more evident in young children than in adults (Zosuls et al., 2014). As adults, both women and men associate some behaviors more with men and other behaviors more with women, but they also see themselves as acting in ways they associate with the other gender. An example of this is seen in an early study by Signorella and Frieze (1989). When college students were asked to describe a time they acted in a feminine manner, as well as a time when they acted in a masculine manner, nearly everyone was able to provide an example of doing this. The most common type of behavior associated with being masculine for both women and men was acting aggressively. Examples of feminine behavior were more varied. For the men, when acting in a way they defined as feminine, the most frequent answers related to being interpersonally warm or being fearful (Signorella & Frieze, 1989). Thus, although people learn the gender-based rules of behavior, they do not always follow these rules, especially in adulthood. Extending this idea that both men and women act in ways that are feminine in some situations and that are masculine in other situations, Mehta and Dementieva (2017) asked a sample of college students to record their behavior at the time they were prompted on their phones over a 2 week period. Prods were given by the researchers at different times of day, up to 5 times a day. When reporting on their own masculinity or femininity at the time, it was noted that men were more likely to rate themselves as acting in a feminine way when with women than when with other men. Both men and women reported acting in a more masculine way when with men than with women.
There is a growing literature now of aggression in girls, often focusing on negative effects of female aggression and how it can be lessened (e.g., Pepler, Madsen, Webster, & Levine, 2014). As with any type of human behavior, the gender differences reported are averages, with wide variations in the behavior across both women and men. Some women and girls are quite aggressive or even habitually violent, while some men and boys are not at all violent or aggressive.
Moffitt and her colleagues devote an entire chapter of their book to the one situation where this gender difference is reversed. In their study, women reported higher levels than men of engaging in physical aggression against an intimate partner. To test to see if this result relating to IPV was a self-report bias, they also asked about violence received from an intimate partner. Again, males reported higher rates of victimization than females. This issue is discussed in more detail in Chap. 5. It has been a topic of much discussion in the literature. The finding of which gender is more likely to engage in IPV is related to how this is measured, with recent studies focusing on acts of serious aggression showing men doing this more than women.
2.1.4.5 Directing Aggression Toward Males and Females
Another aspect of gender socialization

 is learning what types of people are labeled as being appropriate targets for aggression or violence from others. Probably few people would feel it would be appropriate to be violent to a frail older man, and there is little societal support in the U.S. today for adults being violent to children (see Chap. 6). Societal attitudes about violence toward other groups have also shown evidence of change, with some violence appearing to decrease, but other forms increasing. One example of this can be seen in data from the National Crime Victimization Survey conducted by the U.S. Department of Justice (Wilson, 2014). These data indicate that since the study began in 2004, until the most recent data from 2012, the number of all types of hate crimes has risen, and they are a larger percentage of all crimes. The percentage of violent hate crimes has also risen. Fewer than half of these crimes were reported to the police by the victims. Men are more likely to be victimized by these crimes, although the ratio of men to women was smaller over the time period of the study. Over 60% of these crimes were committed by men.
People do have gender-related social expectations about who are the reasonable targets of our aggression. Well-known criminologist, Felson (2014), pointing to the commonly taught idea that boys should not hit girls, as well as to research on criminal violence, argued that “Violence against women is different in some ways from violence against men. For example, it is more likely to involve sexual assault and less likely to involve strangers…” (Felson, 2014, p. 77). He went on to state that “Society treats offenders who commit violence against women much more harshly than offenders who target men.” (p. 83), noting that when men do assault women, they tend to do it privately when others can’t observe this. National data was cited indicating that victims and bystanders are more likely to report crimes to the police if a woman is the victim than if a man is victimized, and that when women are violent, their aggression is treated more leniently than similar aggression by a man (Felson, 2014). This prohibition against violence toward women is labeled as chivalry
 and is part of a larger belief that women and children should be protected, especially by men (Felson, 2002). There is clearly some evidence to support these claims, as discussed in Chaps. 5 and 9.
Although some might argue that beliefs about chivalry are not common in modern U.S. society, there is recent evidence supporting the continuing existence of these beliefs. Specific ideas associated with the idea of chivalry include the idea that women need to be protected by men, that in a disaster, women need to be rescued first, and that men should hold doors open for women (Farkas & Leaper, 2016). Farkas and Leaper created a scale with these and other items and administered it to teenagers in two public high schools in California. Although the boys and girls varied in how strongly they held these beliefs, the beliefs were not uncommon, and they were held more strongly by boys than girls. There were no differences across the sample in holding these beliefs among the White/European Americans, Asian Americans, and Latinas within the sample. Farkas and Leaper argued that these beliefs were related to a type of sexism called benevolent sexism (Glick & Fiske, 2001) that includes the idea that women need protection and that such protection should be provided by men.
Discussion of chivalry and the idea that women should not be targets of violence, especially from men, raises questions about battered women who are targets of high levels of violence from their partners. In attempting to understand this inconsistency, Mikulincer and Shaver (2011) suggest that men who batter wives or romantic partners may have insecure attachment to their partners and suggest that “domestic violence is an exaggerated form of protesting a partner’s hurtful behavior…to discourage or prevent a partner from violating or breaking off the relationship…” (p. 247). They cite a number of studies supporting this idea in their review chapter. Building on these arguments, Dutton (2011) suggests that the same types of anxieties may help explain why some women are violent toward their romantic partners. This type of analysis implies that those who violate chivalry norms against violence may do so because of mental health problems.
Other data might support other conclusions, especially in regards to nonviolent aggression. For example, national data on adolescents collected by the CDC (Kahn, Kinchen, Shanklin, et al., 2014) indicated that in 2013, the median percentage of girls who were in a physical fight was 16.3%, while the comparable percentage for boys was 29.2%. However, girls were more likely than boys to be the targets of non-violent bullying on school property and more often experienced cyberbullying. Comparable percentages were 24% for girls and 16% for boys for being bullied at school and for cyberbullying were 21% and 9%. This same survey further reported that 13% of these high school girls experienced dating violence, as did 7% of boys. Other recent studies have also indicated that girls are more often targets of cyberbullying

 than boys (Peterson & Densley, 2017).
2.2 The Role of Environmental Factors in Aggression
Along with learning to be aggressive, aggressive or violent behavior can also occur when people are frustrated. Such frustration can arise from many types of events in the environment. It can be caused by someone refusing to do something that one wants or trying to take something away, as mentioned earlier in the example of children taking toys from one another. Frustration can also relate to various types of unpleasant physical environments, as discussed below. Another type of environmental predictor of aggression relates to having cues or reminders of aggression. Box 2.3 describes how this can occur when there are visible guns.
Box 2.3: Guns as Cues for Violence
A number of studies have reported that the presence of visible weapons in a variety of settings can increase aggressive behavior. Benjamin Jr. and Bushman (2018) review this literature, and provide theory about how this occurs. The classic study showing this effect was published in 1967 (Berkowitz & LePage, 1967). In this laboratory study, male college students were asked to evaluate another student’s performance on a task by administering one or more electrical shocks. In some conditions, they sat at a table with a rifle and a handgun, while in other conditions, there was a badminton racquet on the table, or nothing on the table. Study participants in the provocation condition were given several shocks by the other student (actually a confederate). When there was a weapon present, the study participants gave more shocks to the confederate than when the badminton racquet was present, or nothing was present. Other studies have demonstrated a similar weapons effect. As Benjamin Jr. and Bushman (2018) argued, the presence of a weapon arouses aggressive thoughts. These thoughts can lead to aggressive behavior, when something in the environment provokes angry feelings.

2.2.1 Frustration in the Environment
Some of the very early studies in psychology demonstrated that frustration

 was an important predictor of aggression (Dollard, Doob, Miller, Mowrer, & Sears, 1939). Such frustration often comes from some type of difficultly in the environment. Laboratory studies have demonstrated environmental frustrations such as pain (Berkowitz, 1993), being uncomfortably warm (Anderson, 1989), loud noises (Geen & O’Neal, 1969) or overcrowding (Renfrew, 1997) that are associated with higher rates of aggression. Often this type of aversive environment leads to attacks on the source of the negative stimulus, but it can also result in displaced violence or other lashing out toward people not directly involved in creating the frustration.
Laboratory or controlled studies

 of environmental frustrations on aggression continue to be published. One recent example indicated that people in what the researchers (Ng & Chow, 2016) defined as secure conditions tended to be less hostile toward undefined others than those in insecure conditions. In this series of three studies, Ng and Chow first exposed college students from Hong Kong to pictures involving either indoor [secure] or outdoor [insecure] scenes, then asked them to play a computer game. If they lost, they were given the opportunity to expose their opponent to loud noise [defined as aggressive behavior]. In the second study, using an MTurk sample from the United States, the aggressive behavior was choosing to expose people in a later study to unpleasant pictures as compared to pleasant pictures. Again, exposure to secure indoor pictures was associated with choosing to expose the later study participants to fewer negative pictures. Finally, in the third study, Hong Kong students were asked to play the game Minecraft in an indoor or an outdoor setting. Afterwards they were again asked whether they would choose to expose future study participants to pleasant or unpleasant pictures. Earlier results were replicated. Such laboratory studies allow the researcher a high degree of control, but such studies may lack external validity
. Thus, defining the indoor pictures as making people feel more secure was assumed by the researchers, but not directly tested. One might also question whether the aggressive behaviors in these studies were similar to engaging in actual violence.
Because of these possible validity concerns

, much of the research on violence outside the laboratory as a result of environmental frustrations is now being done by analyzing actual behavior of people in their daily lives. For example, studies examining the role of temperature can take advantage of outside temperatures to see how they affect behavior. Krenzer and Splan (2017) looked at data on Major League Baseball to see how often batters were hit by a ball aimed at them by the pitcher during the season. A very small, but statistically significant, correlation of 0.022 was found, technically supporting the heat and aggression association. However, as the authors noted, this indicated a very small effect in practical terms. Other analyses indicated that a variety of other variables, such as the number of wild pitches, were better predictors of the batter being hit. In a review of the research on the effects of actual temperature on aggressive behavior outside the laboratory, Rinderu, Bushman, and Van Lange (2018) argued that general levels of heat or cold in an environment were not as important in predicting violence as other factors. Levels of poverty and degree of income inequality within the region were more strongly correlated with violence levels than temperature. Thus, the relationship between temperature and aggression appears to be much more complicated than initially believed.
Other studies have investigated the effects of environmental frustration

 on violence within partnerships and within the family. Schneider, Harknett, and McLanahan (2016) analyzed longitudinal data from mothers in 20 U.S. cities to see how IPV was related to economic conditions. Data came from the national Fragile Families and Child Wellbeing study, using data from the period from 2001 to 2010. Control variables for the analysis included the education level, race/ethnicity of the mother and number of small children in the home. Results indicated that consistent with the many laboratory studies documenting the association between frustration and aggression, economic hardship did predict these mothers experiencing more violent behavior as well as more controlling behavior (forms of IPV) from their partners As discussed in Chap. 4, attempts to exert psychological control over one’s partner are often associated with partner battering. Overall, 15% of the mothers experiencing economic hardship in this study were in a violent relationship as compared to only 7% of the mothers not experiencing such hardship. Data for unemployment showed similar patterns. This was especially seen when the male partner was unemployed, although there was some effect for the mother’s unemployment as well. The authors noted that their data suggested that anxiety associated with economic downturns appeared to be predictive of partner violence beyond the effects of possible financial problems in the relationship and the frustrations these might generate

.
The possible effects of stress or frustration on aggressive behavior in the natural environment can also be seen in a study by Holmes, Yoon, and Berg (2017). Again using a large national U. S. sample from the National Survey of Child and Adolescent Well-Being, these researchers looked at the effects of maternal depression on young children. Having a depressed mother was predictive of higher levels of violent behavior in toddlers (aged 2–3 years). These findings could be related to modeling of partner violence in their parents, it may also relate to these young children experiencing more difficult homes generally with a less attentive mother who is depressed.
In yet another example, Card and Dahl (2011) analyzed national data on police calls for partner violence and compared this to game wins and losses for 17 Sunday NFL games. They suggested that frustration would be greatest in situations in which the home team unexpectedly lost, when the predictions had been for a win of 4 points or more. As predicted, in these situations, there was a greater level of police calls for partner violence. The unexpected loss was much more predictive of IPV than expected losses or losses when the outcome was unpredictable

.
Other environmental frustrations can relate to problematic social relationships. In a study of 4000 adolescents from low income rural areas in North Carolina, Smokowski, Goo, Cotter, Evans, and Rose (2016) found that some of the most powerful predictors of aggression in their sample were parent-adolescent conflict, rejection by friends, and bullying at school. The specific neighborhoods the adolescents lived in and the type of school were much less significant in predicting levels of aggressiveness. Both boys and girls were found to be aggressive in this study. Aggressiveness was measured with items such as getting into fights and breaking rules

.
2.2.2 Environmental Influences that Lower Aggression
Another consideration in analyzing the effects of the environment on aggressive behavior is that some factors may inhibit aggression. As discussed earlier, reinforcement or encouraging aggression

 by others generates more aggression. At the same time, expectations of disapproval or retaliation may keep people from being verbally or physically aggressive. Slotter and Finkel (2011) describe a long list of other inhibiting factors including self-control, empathy for others, and feelings about the potential target of the aggression. Other people do respond to the aggressiveness they witness and may act to physically restrain someone who is beginning to display violence. This type of bystander intervention is the focus of much research. Before people respond as observers to bullying, for example, they need to identify that this bullying is occurring and believe they have the ability to intervene (Jenkins & Nickerson, 2016).
The following case example illustrates the important role of bystanders, in this case neighbors, in mobilizing a critical intervention and how multiple systems of care can become involved with a family in which there is intimate partner violence. It also demonstrates the possible effects of economic frustration on partner violence.
Case Example #6
John is a 36 year-old married white male with five children who was brought to the crisis clinic for evaluation by Sheriff’s deputies and a Department of Public Assistance (DPA) worker. ..John has abused Karen off and on throughout the 8 years of their marriage, but last Saturday he almost killed her…John reports that he injured his back in an auto accident 4 years ago and, because his back is still bad, John says nobody will hire him so he must work privately in a body shop he constructed in his garage. The shop, however, has been losing business and the family’s finances are in a squeeze. This past Saturday, John and Karen were having a yard sale. John was working in his body shop and told Karen to keep the people at the yard sale out of his way; she started to argue with him so he attacked and beat her; he broke a broom over her head and was about to ram the broken end through her but stopped in time. Karen immediately left, went to the hospital for treatment of her injuries, and then went to the local battered women’s shelter. …According to the neighbors, they called the sheriff after they observed the abuse going on in the yard, and when John admitted to the deputies that he had beaten his wife, they threw him in the squad car and brought him to the crisis clinic. The DPA worker then met them there. Upon evaluation, John initially threatened suicide (said he wanted to blow his brains out), but as the interview progressed, he said that if he could get some help, he would promise to get rid of his gun at home and could postpone any harm to himself.

2.3 Factors in the Person: Some People are More Aggressive than Others
As one considers the variables described here that are associated with higher and lower levels of violence or aggression, it is important to keep in mind that these variables are only one of many predictors of how aggressive an individual is likely to be. Some people appear to be more likely to respond aggressively than others no matter what the situation or how much they are provoked. Other people only rarely show any form of aggressiveness. General aggressiveness has often been considered as a basic personality characteristic (Berkowitz, 1989). More recently, researchers have been arguing that there are several underlying personality factors which may all contribute to aggressive behavior. For example, Paulhus et al. (2018) argued that aggression was a result of narcissism, Machiavelianism, psychopathology, and/or sadism.
Like other personality characteristics, the tendency to behave in an aggressive manner does appear to be relatively stable throughout life (Lansford, 2018). In a review of the literature, Lansford noted that aggressiveness can appear in children as young as 6 months of age. One of the studies examining how aggressive childhood behavior develops over time was done in the UK. Farrington (2019) provides an update of a longitudinal study following a sample of 411 delinquent boys in London, beginning at age 10 and now aged 61. Interviews and studies of criminal records were used as data. These initially aggressive boys became aggressive men, often having criminal records. Their aggressiveness continued into middle age and older. A common pattern for all of them was having low verbal IQ, experiencing harsh parental discipline, and being high risk takers as children.
There is evidence that those who tend to be the most violent in interactions with an intimate partner have certain personality characteristics. In a meta-analysis of 61studies of intimate partner violence using North American samples, examining anger, hostility or other negative emotions, Birkley and Eckhardt (2015) found that, as expected, these negative emotions were higher for those engaging in IPV. This was true for both male and female perpetrators. Although these data suggest the presence of an aggressive personality, the authors did point out that the IPV perpetrators were not necessarily violent with other people in addition to their spouse or dating partner. Birkley and Eckhardt further stressed that the association they found was only a moderate one and that it was clear that IPV is not solely a function of the personality traits they examined.
Having an aggressive personality may be related to some of the biological factors discussed below. Other personality variables have also been associated with a generalized tendency to act in an aggressive or in a non-aggressive way. In a large longitudinal study of young adolescents in Australia, Zimmer-Gembeck, Nesdale, Webb, Khatibi, and Downey (2016) identified rejection sensitivity as an important predictor that interacted with attributions made about other children. Both boys and girls who were highly sensitive to social rejection and blamed their peers for this rejection were more likely to report being aggressive toward them. Other children who blamed themselves for being rejected rather than blaming their peers were more likely to socially withdraw than react with aggression.
2.3.1 Genetic Influences on Aggressiveness
As has been discussed, there are many learning

 and environmental factors that have been associated with higher levels of aggression. Studies using a variety of methodologies have indicated that general levels of aggressiveness also have some genetic basis (DiLalla & Gottesman, 1991; Gorelik, Shackelford, & Weeks-Shackelford, 2012). For example, observations of dominance in chimpanzees in zoo settings and analysis of genetic records showed evidence of inheritance of these traits (Weiss, King, & Enns, 2002). Those who breed animals have noted this effect of a genetic basis of aggressiveness over many centuries and are able to breed a variety of different animals to be more or less aggressive over successive generations (De Boer, 2018).
Studies of humans

 using similar types of analyses over more than one generation support the idea that there is some genetic basis of aggressiveness (Huesmann, Dubow, & Boxer, 2011). Early evidence of this was a study of those with criminal records or a pattern of delinquency who were found to be more likely to come from families where others show similar patterns of behavior (Miles & Carey, 1997). More recently, Huesmann et al. (2011) reported on a study following families over 3 generations. Levels of aggressiveness in adults were predicted by the level of aggressiveness in their parents, suggesting some genetic basis. (Both males and females were included in this study, but gender differences were not examined.) However, closer examination of these data did suggest that the effects were not simply genetic transmission. Learning may have also explained much of the data, since parental aggression to the children as they were growing up was the most important predictor of adult aggression. Both learning and genetic predictors contribute to aggressiveness in this study and others. The following case example explicitly demonstrates these dynamics

:
Case Example
John, 26 years old, came to the local walk-in crisis clinic asking for counseling to help him control his fantasies of hurting and humiliating women. John is a registered mentally disordered sex offender on parole and has a long history of sadistic assaultive behavior toward women. He is now married and, in spite of his prior behavior, says he loves his wife and is afraid he will seriously harm her and does not want that to happen. He tells the crisis worker that the previous night he tied up his wife and smothered her, almost killing her. John admits to having suffered severe physical abuse as a child at the hands of his father, and his father is currently serving a life sentence in prison for murdering a prostitute (Newhill, 1995).

Wertz et al. (2018) report on a study

 of possible genetic influences on antisocial and criminal behavior. Using longitudinal data, they were able to examine changes over up to 38 years of life for two large samples from New Zealand and from England and Wales. Criminal offending data were available from police records. Analyses of these data indicated some genetic influence on criminal offending as well as on lower educational achievement for both boys and girls. (An association of low educational attainment and criminal offending was also found, which replicates the data reported by Farrington, 2019, who noted the low verbal IQ was associated with aggressiveness). The genetic effects were seen by Wertz et al. even when family factors were controlled. However, the authors explicitly noted that the majority of their sample, including those with these genetic indicators, did not have a record of criminal offending, suggesting that environmental factors may override any genetic predispositions, at least in terms of criminal behaivor

.
2.3.2 Using Twin Studies to Understand Possible Genetic Influences
Another methodology for finding evidence of biological factors is to compare the behavior of identical and fraternal twins. Such studies were a major method used by researchers to look for genetic influences on behavior before they were able to directly measure genes. Since identical twins share the same genes, one would expect them to be more similar than fraternal twins if genetics are a predictive factor in the behavior. Analyses of twins as a way of finding genetic influences has shown that antisocial behavior, including aggression, is more associated with identical than with fraternal twins (Rhee & Waldman, 2002). This comparison controls for environment, since either identical or fraternal twins are growing up in the same household, but the identical twins have a closer genetic similarity. Since twin studies control for family influences, they allow more confidence in a conclusion of a genetic basis of aggression than simply showing continuing patterns of behavior within generations of one family (Rhee & Waldman, 2011). In their 2011 meta-analysis of twin studies of aggression, they found clear evidence over the 14 studies they analyzed that there was a genetic as well as a learning component related to level of aggressiveness. These studies look at both boys and girls. As they noted, though, more research is needed to examine different types of aggression since some types may have a stronger genetic component than other types.
The research on inheritance of aggressiveness has generally not differentiated genetic effects in females as compared to males, although more such work is now being done. Several different issues are being examined. First, there may be a general association of genes predicting aggressiveness being more likely to occur in males than females. The commonly reported gender difference of girls and women being lower in aggression than boys and men is believed to have a genetic basis, although, as discussed earlier, we also tend to socialize boys differently than girls in regards to acceptability of aggressive behavior. Building on this body of work, Martel (2013) outlines arguments about how these sex differences might also relate to differing patterns of psychopathology in women and men, focusing on the greater externalizing (aggression-related) disorders found in males and the internalizing patterns in females.
Other arguments are more complex and suggest that genes may interact with environment factors, even before birth, in differing ways for females and males. There is evidence that basic sex differences in development prenatally may relate to the greater aggressiveness in males of all ages. Evidence of this can be seen in observations of very young children. Starting in early infancy, boys have been found to have higher levels of active, aggressive behavior than girls (Hudziak et al., 2003). However, based on their analysis of twin data, it appeared that the level that genetic factors appeared to predict aggressiveness was stronger for girls than boys. Perhaps the early environmental influences are more important for boys than girls?
Other genetic factors than those directly associated with aggressiveness may act indirectly to raise (or lower) levels of aggressiveness. These include the tendency to externalize blame (seeing others as responsible to one’s misfortunes), difficulty in controlling one’s impulses, and lack of empathy (Tackett & Krueger, 2011). Each of these variables has itself been linked to genetic factors. For example, empathy has been found to have a genetic component (Malik, Zai, Abu, Nowrouzi, & Beitchman, 2012), but, like aggressiveness, it can also be affected by how one is raised. A number of studies have reported that empathy or concern for and understanding of the suffering of others tends to make people less aggressive. If one is more aware of and affected by the suffering of others, it would be expected that he or she would be more reluctant to cause such suffering. But, empathy is not always linked to lower levels of aggression. In a major meta-analysis of the relationship between these two variables as reported in 86 different studies, Vachon, Lynam, and Johnson (2014) found the expected negative relationship, but it was quite small. They were surprised by this outcome and outlined a number of methodological issues that might contribute to this small relationship. They did note that empathy was most associated with verbal aggression and less with physical and sexual aggression

. Other studies have suggested that the general relationship may be a complex one that depends on the situation and how it is interpreted by those acting in that setting. For example, one study indicated that those with higher empathy might act more aggressively to protect someone else who they care about. Thus, the effects of empathy levels are not always to lower aggressiveness (Buffone & Poulin, 2014) and may depend on the situation.
To summarize the conclusions of the research on the genetic basis of aggression, there is strong consensus that there is a genetic component to aggressiveness. However, this effect is generally small. This is consistent with other research attempting to link personality with genetic factors. It is estimated that the degree of heritability of any aspect of personality is less than 40% and may be much lower, although some dimensions may have a greater genetic component than others (Plomin, DeFries, Knopik, & Neiderhiser, 2016). A good deal of research activity now is attempting to find specific genes that relate to aggression and to other psychological characteristics, but the answers are not yet available. It is likely that future research will identify many genes that contribute in different ways. Plomin and his colleagues note that separating the effects of the environmental from genetic contributions to personality is complicated by the fact that parents and children share some genetic traits that may lead to complex interactions relating to parenting behavior and its effects on children. Turkheimer (2016), a behavior geneticist who has worked on identifying the relationships between genes and behavior for many years, takes these arguments even further in suggesting that we will probably never find clear and direct associations between specific genes and complex patterns of behavior, independent of the environment.
2.3.3 Brain Anatomy and Aggression
One way in which genes

 are believed to operate is in guiding the formation of the brain. An ever-increasing body of work has found that certain structures in the brain are associated with higher levels of aggressiveness (Bartholow, 2018; Yang, Joshi, Jahanshad, Thompson, & Baker, 2016). For example, higher levels of amygdala activation in the brain are associated with stronger reactions to threat or frustration in the environment, which in turn appear to be a predictor of reactive aggressiveness and other forms of antisocial personality (Baskin-Sommers, 2016). However, as this study noted, those who initiate aggression more and tend to be less empathetic have lower levels of amygdala activation, suggesting that different types of aggression may have different underlying biological causes or correlates. As Denson (2011) notes in his review of the neurological data, there appears to be a network of regions in the brain that underlie anger, aggression and angry thoughts. There is also evidence that high levels of exposure to violent media may affect the functioning of this neural network. Much research is being done in this area, so any conclusions now are very preliminary. One topic of study is whether these brain structures are determined by genetic factors, by the environment one has previously experienced, or, as is more likely, a combination of both. There is clear evidence that not only do the genetic factors and patterns of learning through childhood interact in predicting childhood and adult behavior (Van Goozen, Fairchild, Snoek, & Harold, 2007), but also that some people are more affected by environmental influences than others (Belsky, Bakermans-Kranenburg, & van IJzendoorn, 2007).
Evidence of interactions

 in these factors is being demonstrated in a number of studies. For example, one of the personality factors found to affect aggressiveness is having a tendency to be callous and unemotional. Using a sample of adolescent twins who had been found to demonstrate aggressive behavior, Mann, Tackett, Tucker-Drob, and Harden (2018) found that those with high levels of the callous-unemotional traits showed the strongest evidence of genetic influences on aggressive behavior

.
2.3.4 Interactions in Biological and Environmental Factors in Explaining Aggression
As noted more than once already in this chapter, it is clear that there is no one cause of aggression or violence

. Many variables contribute, including socialization, learned values in the community, and a variety of biological factors. The interaction of biological and environmental factors is the focus of a newly developed discipline of social neuroscience (e.g., Harmon-Jones & Inzlicht, 2016) as well as of the field of epigenetics (Moore, 2015). These interactions occur in many different ways. Genetic influences are not always direct. Early life experiences can change the way genes are expressed, especially in environments that are negative. Complicating this even further is evidence that a person’s genotype can relate to the probability of being exposed to different risks in the environment (Moffitt, Caspi, & Rutter, 2006). Moffitt and her colleagues provided a detailed discussion of how these interactions could lead to psychopathology. Other work indicated that negative environmental influences affected how genes were expressed, and that the specific effects varyed across the life span (Karmiloff-Smith, Casey, Massand, Tomalski, & Thomas, 2014).
Research continues to find complex interactions

 between genetic predictors of aggressiveness

, family influences during childhood, and the effects of the immediate environment. For example, Wertz et al. (2016) analyzed data from more than 2000 twins to examine how these variables interacted in explaining anti-social behavior in girls and boys at ages 5 and 12. Girls displayed less of this aggressive behavior than boys. Genetic factors in this study did appear to be more important for boys than girls. Girls were more affected by the family environment. However, a longitudinal study of over 2000 girls indicated that a small group of these girls showed a continuing pattern through childhood of high levels of disruptive and antisocial behavior that was already evident by the time they were 5 years old (Hipwell et al., 2002). Although genetic data were not obtained, these early patterns do suggest a possible biological underpinning of the behavior in these girls.
Consistent with these studies

, Walters, Chiocchetti, and Freitag (2016) conducted a major review of literature on the development of aggression, considering both genetic and epigenetic mechanisms. They differentiated what they labeled as reactive aggression with pre-mediated aggression. Reactive aggression occurs as a response to an environmental threat or provocation. Pre-mediated aggression was associated with callous-unemotional traits. Both types of aggressiveness showed evidence for genetic and epigenetic influences, with early maltreatment being associated with modifications of the person’s responses to stress as well as the immune system. Impulsive aggression was especially related to hormone levels.
One of the important ways in which these interactions between the current biological state and the environment occur is in terms of levels of testosterone, and other hormones such as cortisol or oxytocin. These hormone levels have biological causes as well as being affected by what is happening in the environment, with learning and other social variables also playing a role in how the hormones function (Christiansen, 2001). Although most researchers are interested in how levels of hormones such as testosterone might affect behavior, there is also evidence that the behavior can affect the levels of hormones. Thus, engaging in violent or aggressive behavior may in turn lead to rises in levels of testosterone

 (Eriksson, 2008).
2.3.5 Testosterone
In humans and other animals, prenatal levels of testosterone affect the development of the male genitals as well as the structure of the brain (Grotzinger et al., 2018). After birth, overall testosterone levels are low, but they rise again at puberty, especially for adolescent boys, who have much higher levels on average than girls through adolescence and into middle age (Christiansen, 2001). Much research has indicated that the hormone, testosterone, is associated with aggression in animals, including humans (e.g., Harmon-Jones & Inzlicht, 2016). Along with aggressiveness is dominance behavior, which is also affected by testosterone (Van Honk, Bos, & Terburg, 2014). Thus, the general pattern of men being more aggressive is also consistent with the fact that testosterone levels are higher in men than women. Testosterone is also related to sexual interest, and rises in testosterone appear to relate to increased sexual arousal in the presence of an attractive partner, especially for male animals and human men (Carre & Olmstead, 2015). There may be other effects of testosterone as well. A recent study indicated that providing a sample of mostly young men with a single dose of testosterone was related to a decline in thoughtful behavior in this sample (Nave, Nadler, Zava, & Camerer, 2017).
Evidence of the effects of base levels of testosterone on aggression in men are especially seen in studies of large samples of adult men. Using a sample of over 4000 male army veterans aged 33–42, Mazur and Booth (2014) measured base testosterone levels in their blood and related these levels to a number of behaviors related to aggression. Analyses indicated statistically significant, but low correlations of testosterone with earlier experiences with juvenile delinquency, having had trouble with alcohol use, and engaging in physical violence as adults with other men or with women in intimate partnerships.
Another approach to examining the effects of testosterone is to closely observe how changes in the environment relate to changing testosterone levels. One type of situation that can be studied in the laboratory is to examine testosterone levels in those who have had a success experience in a competitive situation. This group is compared to another group that does the same task, but loses in this task. The general finding is that men, but not women, tend have rises in testosterone after winning a competition, while they have decreases after losing (Carre & Olmstead, 2015). These testosterone changes are then associated with higher aggressiveness in the winners and reduced aggressiveness in the losers. There is high variability, though, such that these increases or decreases are much higher in some men than in others.
Other studies indicate that even watching a team one identifies with that wins a competition can lead to rises in testosterone levels (Gray, McHale, & Carre´, 2016). In their detailed review of the literature, Gray and his colleagues also discussed field research showing rises in testosterone before competition even begins. This is believed to result in more aggressive activity in the competition, and appears to be especially associated with competitions in the home field or court. Supporting these studies, Eisnegger, Haushofer, and Fehr (2011) argued that testosterone rises are best interpreted as related to the search for and maintenance of social status. Winning a sports competition is often associated with higher status, especially for men.
Although this association of winning and testosterone is generally assumed to apply only to men, it has also been reported for some women. To study this, Edwards and Casto (2013) used a sample of women involved in high-level athletic competition (women on teams participating in highly competitive intercollegiate sports). Looking at testosterone levels in their saliva, Edwards and Casto (2013) found that these women showed the same pattern as male athletes of having rises in testosterone levels when involved in competition.
Thus, a large body of research such as the studies described above as well as recent studies such as Kaldewaij et al. (2019) or Probst, Golle, Lory, and Lobmaier (2018) links human aggression to testosterone levels. Some recent research suggests, though, that the relationships are not always straightforward, and further indicates that effect sizes may be low. These low effect sizes indicate that testosterone levels only have a small effect in predicting aggression levels. As discussed below, one reason for this is that testosterone effects tend to interact with levels of the hormone, cortisol (Grotzinger et al., 2018). Another factor is that in addition to baseline levels of testosterone resulting from brain and other biological processes, there is also another type of testosterone that is created in direct response to current events in the situation (Eisnegger et al., 2011). The free or fluctuating levels of testosterone that are in response to the surrounding environment do not always function in the same way as the base-level testosterone (Carre & Olmstead, 2015).
As Carre and Olmstead (2015) explain in their summary of the literature on the effects of testosterone in humans, another reason for weak findings in many studies may relate to the fact that clearer specification is needed about what type of aggression is being considered, along with assessment of fluctuating as compared to baseline levels of this hormone. Fluctuating levels of testosterone appear to be more highly related to reactive aggression, which is not premediated and involves anger and responding to frustration. Proactive aggression, which is instrumental and based on thoughts about how to best achieve a particular goal (Angus, Schutter, Terburg, van Honk, & Harmon-Jones, 2016), may be less affected by testosterone. Adding complexity, there is evidence that there are complex interactions of testosterone levels with levels of cortisol. These data are discussed in more detail below. To add to the complexity, the effects of these two hormones may be different for women and men. For example, Cote, McCormick, Geniole, Renn, and MacAulay (2013) found that sleep deprivation lowered the levels of fluctuating testosterone as well as being associated with less aggressive behavior for college men in a laboratory study as compared to a non-sleep derived control group. These data support the association of testosterone and aggressiveness in men. However, the effects of sleep deprivation and testosterone were not found in women.
2.3.6 Testosterone and Other Hormones
As already mentioned, a number of studies have indicated that testosterone effects are moderated by cortisol levels. For more information on the interactions of these two hormones, see the review by Montoya, Terburg, Bos, and van Honk (2012). The major effect of cortisol

 is to increase fear or anxiety, which leads to withdrawal from the situation. Thus, it is not surprising that these two hormones may have contradictory effects. This can be seen in a number of laboratory studies. For example, Platje et al. (2015) find that in a sample of male and female adolescents, aggressive behavior was predicted by an interaction of testosterone levels and cortisol levels. Grotzinger et al. (2018) report similar findings with male and female adolescents. When cortisol levels

 were high, levels of aggression tended to be low. In another study, baseline levels of testosterone were correlated with antisocial behavior for both men and women in a study of undergraduate women and men. However, this effect was found to interact with cortisol levels for men in this study. (Unfortunately, the testosterone-cortisol interactions were not tested for women in this study) (Welker, Lozoya, Campbell, Neumann, & Carre, 2014). Looking at these effects in a real world situation, Sherman, Lerner, Josephs, and Renshon (2016) found that in a sample of male executives, among those low in cortisol

, the level of testosterone in the executive predicted the number of subordinates reporting to him. Testosterone effects were not seen in those with high cortisol levels in this study, consistent with Grotzinger et al. (2018).
A number of studies have studied testosterone-cortisol interactions in both men and women by observing how people react to images of angry faces (Montoya et al., 2012). Researchers in these studies make the assumption that seeing someone else with an angry face signals threat from that individual. Some of these studies involve administration of the relevant hormones. Generally, higher levels of free testosterone are associated with more attentiveness to the angry faces, but this effect decreases if cortisol levels

 are high. A German study of undergraduate men found that the relationships among testosterone, cortisol and dominance depend on the underlying personality of the young man being analyzed (Pfattheicher, 2017). Thus, more research is clearly needed to clarify these effects. Other hormones such as serotonin

 may also interact with testosterone levels, although data on this issue is limited (Montoya et al., 2012).
Another hormonal factor

 that has been related to aggressive behavior is oxytocin. However, this hormone has only recently been studied in depth, and results are often inconsistent (see Bartz, Zaki, Bolger, & Oshsner, 2011). As Bartz and her colleagues explained, the hypothesized effects of oxytocin are reduction of social anxiety and raising the importance of social cues in the environment. Given these effects, it is not hard to further hypothesize that oxytocin might reduce aggression, although this was not discussed in the Bartz et al. review. Since that time, these ideas have been investigated in a number of studies. Demirci, Ozmen, Kilic, and Oztop (2016) studied a sample of 40 boys ranging in age from 7 to 18 diagnosed as having ADHD. Blood levels of oxytocin were measured. Levels were found to be negatively correlated with self-ratings of general aggressiveness, and positively correlated with self-rated empathy scores, supporting the basic predictions of the Bartz et al. review.
In another study done in the Netherlands, Berends et al. (2019) used a computer game to examine aggressive behavior in a sample of 57 men recruited from the community. The game involved the study participant and a second player (who was actually fictional and displayed a controlled series of behaviors in the game). An aggressive response in the game was defined as taking away points from the other player. This was defined as aggressive since it did not add to the person’s score and did not affect the study participant’s final outcome. At some points in the game, the other player subtracted points from the study participant. Half the sample received a nasal dose of oxytocin, while the other half had a placebo. As predicted, those receiving oxytocin were less likely to make the aggressive responses.
This same game was used in an Israeli study (Ne’eman, Perach-Barzilay, Fischer-Shofty, & Shamay-Tsoory, 2016), using 48 male and female study participants ranging in age from 19 to 46. Results were quite different from those reported by Berends et al. Oxytocin levels were found to be positively associated with aggressive responses. This was interpreted as resulting from oxytocin administration leading to more attention to social cues. Since the other player in the game was perceived as acting in a hostile way, the study participant behavior in the oxytocin condition was explained as a response to this provocation. The provocation prediction was replicated in a U.S. college student study, again using both male and female study participants (Romney, Hahn-Holbrook, Norman, Moore, & Holt-Lunstad, 2019). The aggressive response in this study was giving an unpleasant burst of sound to the fictional opponent in a competition to see who could display the fastest reaction time. No effect of gender was found for administering the unpleasant sound. There was a small, but statistically significant effect, for oxytocin administration to be associated with higher levels of aggressiveness. Clearly, more research is needed to clarify the effects of oxytocin and to better determine how this hormone interacts with testosterone.
2.3.7 Alcohol and Aggression
An environmental factor often associated with violent and aggressive behavior

 is alcohol. The alcohol-aggression link is seen in humans (Parrott & Eckhardt, 2018) as well as other animals (De Boer, 2018). This association is complex and not always direct. Alcohol does lessen cognitive processing and reasoning ability, so people who are drinking may be less able to interpret the situation they are in and less able to control their own behaviors. They may perceive others as challenging or threatening them in some way and respond aggressively because of this in situations where others might perceive something quite different. Another effect is that we may not be as likely to consider reasons we should not be aggressive or behave in ways we might act when not drinking. This explanation can be used to explain why we may do other types of bad behaviors such as gambling or eating less unhealthy foods after having an alcoholic drink (Steele & Southwick, 1985). This lack of attention given to negative future consequences can also been seen in a controlled laboratory study where reduced fears of being shocked were found in study participants who had drunk alcohol (Curtin, Patrick, Lang, Cacioppo, & Birbaumer, 2001). As Parrott and Eckhardt (2018) described it, there is narrower focus of attention when one has consumed a large quantity of alcohol making it difficult to consider consequences of one’s actions, or even outside factors that might be causing someone to act in a way that can provoke an aggressive response. This may also explain why having a drink with a romantic partner may be more likely to lead to a sexual encounter than if the couple had not been drinking.
Drinking alcohol has often been cited as a factor in criminal behavior (Sheehan & Lau-Barraco, 2016). Alcohol is also associated with partner violence (Eckhardt, Parrott, & Sprunger, 2015) as well as engaging in dating violence and being victimized by violence from a dating partner (Reyes, Foshee, Bauer, & Ennett, 2014). However, the relationship between alcohol and violent or criminal behavior is not always straightforward. To better understand this, Sheehan and his colleagues argued that one must also consider various forms of self-regulation, since these may inhibit aggressive responses to alcohol. Although other studies have indicated possible effects of other drugs, most researchers argue that alcohol is the substance most directly related to aggression (Tomlinson, Brown, & Hoaken, 2016). One reason for this may be that there is a hormonal response of raised testosterone levels as one begins to consume alcohol, creating a feeling of physiological arousal. This rise occurs in both women and men (Eriksson, 2008).
The following case example illustrates how heavy alcohol abuse is often associated with intimate partner violence. In this case, the victim reports that her husband usually apologizes after an episode of abuse, promising to change but, inevitably, the next time he is drinking heavily, the abuse occurs again, which is a common pattern in ongoing intimate partner violence.
Case Example #7
Julie is a 25 year old married white female with one child who was brought to the crisis clinic by her sister-in-law. Julie states that her husband kicked her out of the house 2 days ago and she has no place to go and is, essentially, homeless. Her sister-in-law took her in to stay with her family but her husband (Julie’s brother-in-law) says he wants Julie to leave because his brother will get too upset. Julie’s husband drinks heavily on a daily basis, beats her up regularly and she doesn’t know what to do. Julie presents as an attractive young woman who is upset and desperate. Her speech is pressured, affect is somewhat labile in presentation, there is no evidence thought disorder, and she denies suicidal or homicidal ideation. Julie has stayed at the battered women’s shelter before but has never been willing to stay longer than overnight. When I inquired as to why she doesn’t stay longer at the shelter, she says that she has always contacted her husband, he apologizes and promises never to hit her again and so she returns home. Things are good for a couple weeks or so but then his drinking escalates and inevitably he abuses her again. Julie realizes she needs to do more than what she has done so far to change her situation, including staying at the shelter and getting counseling, so I called the shelter and she talked with them on the phone and agreed to go there and commit to staying for a few days. Her sister-in-law agreed to drive her over.

Others have tried to better understand the relationship of couple violence and alcohol. An interesting study reported by Testa and Derrick (2014) used a daily dairy methodology where both partners in a couple reported on their own and partner’s drinking and verbal and physical aggressiveness to each other each day. The sample used for this study consisted of 200 married and cohabitating couples who had been recruited for an alcohol study. Thus, potential study participants did not know that the study would include questions about partner violence. Daily reports were collected over a 56 day period, although some of the reports were not submitted and treated as missing data. As predicted, drinking alcohol was associated with both perpetrating as well as being the recipient of verbal and physical aggression from the partner. The same types of relationships were found for both women and men. Findings were statistically significant, although the actual relationships found were quite small, indicating that many other factors were also affecting the relationships among these variables.
Devries et al. (2013) documented another type of relationship between alcohol and partner abuse. In a review of over 50 published studies in the literature, they found that women victimized by physical or sexual abuse tended to consume more alcohol. Longitudinal studies in their database did indicate that it was being victimized by partner violence that predicted higher levels of drinking, indicating this may have been a coping response in these violence survivors (see Chap. 3). Such data may also indicate why other studies have reported higher levels of alcohol use was correlated with being a victim of violence.
2.3.8 Cognitive Factors and Aggression
Higher level cognitive processes

 also contribute to acts of aggression. As Dodge (2011) discusses, when people perceive that another person is acting in a hostile manner, it is likely they will respond to this with their own aggression. But, the same action may be perceived very differently by some people, and this non-hostile cognition may lead to a non-hostile response to the same action. For example, in a laboratory study, Bartlett, Witkower, Mancini, and Saleem (2016) demonstrated that the hostile act of blasting another person with a loud noise generally led to the study participant sending back another loud noise. But, if the initially hostile person apologized or explained that the equipment was not working properly, the study participant was less likely to respond back with the loud noise.
Perceptions of others depend on one’s past history as well as on biological factors in the brain (Dodge, 2011). These perceptions occur very quickly, and we are generally not conscious of this process. General patterns of social information processing relating to coding behavior of others as provocation appear to develop at quite a young age. Other biological variables such level of autonomic reactivity also relate to violent behavior. As Dodge elaborates in his chapter, all of these factors interact and build increasing patterns of aggressive behavior. Early experiences of victimization from family members in young children may initiate some of these patterns. Other forms of early life stress may also affect the brain in ways that increase the likelihood of an aggressive response

.
2.4 Summary
As this chapter has demonstrated, aggression and violence are complex behaviors with many possible contributing factors. For a detailed discussion of how these contributing factors interact, see Anderson and Bushman’s (2018) discussion of their General Aggression Model. Learning contributes to making people either more or less violent or aggressive in many ways. Reinforcement and modeling of others’ behaviors are both major mechanisms creating learning. Girls and boys may receive very different patterns of learning about aggression. A variety of environmental factors affect our immediate responses. Genetic factors also contribute to levels of aggressiveness, often in complex ways. Other biological variables such as the hormone testosterone as well as other hormones such as cortisol and oxytocin are important. Alcohol levels contribute to aggression. Cognitive interpretations of the actions of others add yet another layer of complexity.
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In this chapter, we turn to a discussion of the psychological impact of violence and abuse on those who experience this abuse. We review some of the theoretical, empirical and clinical work on general reactions to victimization, focusing on posttraumatic stress disorder (PTSD). In later chapters, we will look more specifically at the reactions of those victimized by particular types of relationship or family violence or abuse. We first review the theory and data relating to PTSD and experiences of trauma. Many of these theories refer to any type of traumatic experience, and extend beyond the types of family and partner aggression that are the focus of this book. Other types of trauma considered here would include that experienced in war, as well as accidents, or natural disasters. We then look more at posttraumatic symptoms, and at criticisms of how stress reactions are measured. Research on coping reactions and treatment for traumatic symptoms are also discussed along with the concept of resilience.
Here and elsewhere in the book, we use the term victims
 to refer to those who have experienced some form of trauma. This term is considered controversial (Hockett & Saucier, 2015). Many who have worked with women who have been raped, battered or suffered from incest or other forms of child maltreatment want to use the label of victim and prefer call these women survivors

 (Gondolf & Fisher, 1988). It is argued that because these women have had to overcome significant trauma, the survivor term better reflects their strengths and resilience. But, we must not forget that the victims of these crimes and other trauma have suffered from a destructive or injurious action and, as a result, may not always or primarily react in positive ways (Davis, 2014), nor should we expect that they possess superhuman strength simply because they survived trauma (Sehgal, 2016). Thus, the term survivor
 may not be a good descriptor for many who have experienced a traumatic event. Hockett and Saucier (2015) discuss the implications of these terms in more detail. We will typically use the term victim

 in this chapter to be consistent with much of the current research literature as well as government statistics relating to interpersonal violence and trauma (National Institute of Justice, 2017). However, when the empirical work refers to survivors, we do use this term as well.
Trauma can come from many types of events, including violence in relationships. The clinical label for the psychological and physical reaction to trauma is posttraumatic stress disorder (PTSD). Other types of traumatic stress are associated with experiencing natural disasters, being in a severe automobile or other accident, military combat, being tortured and kept as a hostage, or even having a life-threatening illness (APA, 2013). Being a crime victim is also associated with PTSD (Frieze et al., 1987). Rape trauma syndrome, a reaction experienced by rape victims which closely resembles PTSD, was identified many years ago and is now included within the PTSD diagnosis (Tannura, 2014).
Witnessing others involved in traumatic events can also produce PTSD-like reactions. Perhaps for this reason, people providing care for those experiencing traumatic experiences or injuries also experience high rates of PTSD-like symptoms (Kanno & Newhill, 2009, or see Chap. 10). Some of these reactions can be seen in this example from Newhill (1995):“I worked as the night counselor in a battered women’s shelter and because of my work hours, I saw some of the worst cases – women beaten by drunk boyfriends and husbands – at night people drink more, are more likely to be around their families and get into fights. It was very stressful and in response, I began isolating myself, not wanting to go out with friends, feeling depressed and just having general hopeless feelings about the state of the world, like feeling that the world is full of awful people and you can’t trust anyone. I realized I had to get out and so I quit my job. I was good at my job but it was just too much for me over time.” (Domestic violence counselor quoted in: Newhill, 1995)


3.1 Posttraumatic Stress Disorder or PTSD
The American Psychiatric Association has developed a manual listing a large variety of psychiatric diagnoses. These diagnoses are collected and published in the Diagnostic and Statistical Manual of Mental Disorders or DSM

 (APA, 2013). Over time, this manual has evolved as psychiatrists and other clinicians and researchers identify new disorders or change their ideas about how existing disorders should be classified. Several versions of the DSM have been published since 1952, with the latest revision, the DSM-5, published in 2013.
One of the disorders now officially recognized in the DSM is posttraumatic stress disorder or PTSD, which was first included in the DSM-III in 1980. The DSM-5

, states that the essential feature of posttraumatic stress disorder is the “development of characteristic symptoms following exposure to one or more traumatic events….In some individuals, fear-based re-experiencing, emotional, and behavioral symptoms may predominate. In others, anhedonic or dysphoric mood states and negative cognitions may be most distressing. In some other individuals, arousal and reactive-externalizing symptoms are prominent” (APA, 2013; p. 274). To clarify, anhedonic symptoms



 involve feelings of detachment from others, and an inability to feel interest and pleasure from things and activities that normally bring enjoyment. Dysphoria



 is a mood state in which a person feels intense feelings of depression, discontent and indifference to the world around them (APA, 2013, p. 821). For example, a client said to one of the authors:After multiple times in which my boyfriend hit me and told me I was just a whore, I began to believe it myself. I felt worthless and horribly depressed about my life and the world. I love to read and I couldn’t enjoy reading anymore – I couldn’t remember what I had read when I tried to read. Food tasted like sawdust and everything around me just seemed gray.


In this example, the client describes how the abuse she endured resulted in not being able to enjoy an activity she used to love. Even enjoyment of food—something most of us derive pleasure from - had disappeared.
3.1.1 Diagnostic Criteria for PTSD
There are eight diagnostic criteria for Posttraumatic Stress Disorder in the DSM-5. These are used for adults, adolescents and children older than 6 years (see Box 3.1 or www.​dsm5.​org/​Documents/​PTSD%20​Fact%20​Sheet.​pdf) since many cannot be measured in very young children. The first criterion (Criterion A) for PTSD is that the person was “exposed to actual or threatened death, serious injury, or sexual violence in one (or more) of the following ways: directly experiencing the traumatic event(s), witnessing in person the event(s) as it occurred to others, learning that the traumatic event(s) occurred to a close family member or close friend (in cases of actual or threatened death of a family member or friend, the event(s) must have been violent or accidental), experiencing repeated or extreme exposure to aversive details of the traumatic event(s) (e.g., first responders collecting human remains, police officers repeatedly exposed to details of child abuse).” (APA, 2013, p. 271; Newhill & Sites, 2000). An important note is that the Criterion A “does not apply to exposure through electronic media, television, movies, or pictures, unless this exposure is work related” (APA, 2013, p. 271). Some people have claimed that watching televised coverage of the 2013 Boston Marathon bombing or the aftermath of the 9/11 terrorist attack caused them to develop PTSD. However, the DSM-5 explicitly rejects this type of indirect traumatic exposure as meeting the criteria for PTSD. Other criteria for a PTSD diagnosis relate to the reactions of the person to this traumatic event.
Box 3.1: Symptoms of Post-Traumatic Stress Disorder

	Exposure to actual or threatened death, serious injury or sexual violation. The exposure must result from one or more of the following scenarios, in which the individual:	directly experiences the traumatic event;

	witnesses the traumatic event in person;

	learns that the traumatic event occurred to a close family member or close friend (with the actual or threatened death being either violent or accidental; or





	Experiences first-hand repeated or extreme exposure to aversive details of the traumatic event (not through media, pictures, television or movies unless work-related).The disturbance, regardless of its trigger, causes clinically significant distress or impairment in the individual’s social interactions, capacity to work or other important areas of functioning;

	The disturbance is not the physiological result of another medical condition, medication, drugs or alcohol

	Behavioral symptoms that accompany PTSD may be categorized into four distinct diagnostic clusters. These clusters are described as:	Re-experiencing: covers spontaneous memories of the traumatic event, recurrent dreams related to it, flashbacks, or other intense or prolonged psychological distress;

	Avoidance: refers to distressing memories, thoughts, feelings, or external reminders of the event that one wishes to avoid;

	Negative cognitions and mood: represents myriad feelings, from a persistent and distorted sense of blame of self or others, to estrangement from others or markedly diminished interest in activities, to an inability to remember key aspects of the event;

	Arousal: is marked by aggressive, reckless or self-destructive behavior, sleep disturbances, hyper-vigilance or related problems.

	The number of symptoms that must be identified depends on the cluster. DSM-5 would only require that a disturbance continue for more than a month and would eliminate the distinction between acute and chronic phases of PTSD









From the DSM-5 (APA, 2013).

3.1.2 PTSD Reactions to Trauma
The American Psychiatric Association (2013) estimates that in the United States, the lifetime risk for developing PTSD by the time an individual reaches 75 years of age is approximately 8.7%. Rates in other parts of the world, including most Asian, African and Latin American countries, are significantly lower, around 0.5–1.0%. Different groups, by virtue of occupation and life experiences, have different rates of PTSD, and not everyone exposed to the same stressor has the same reaction. The highest rates of PTSD have been found among war combat veterans and others whose occupations have a high risk of exposure to traumatic situations, such as police officers, firefighters, emergency medical personnel and other first responders to disaster (Richardson, Frueh, & Acierno, 2010). [Even so, most individuals in such high-risk occupations, even when exposed repeatedly to traumatic stressors, do not go on to develop full-threshold PTSD, although many may evidence sub-threshold symptoms, meaning that they don’t meet full criteria for the disorder but do suffer some of the symptoms (APA, 2013).]
As outlined in the DSM-5, people react to trauma experiences in a variety of ways. Many report heightened levels of anxiety. This anxiety

 can be expressed as outbursts of anger, irritability, or sleep disorders (including nightmare relating to the traumatic event). Some people may handle their anxiety by withdrawing and isolating themselves from others. People experiencing PTSD may have difficulty concentrating and doing the tasks of everyday life. They might also appear to be less emotional than previously and may not enjoy things they had done previously. For example, in the quote from the client above, she stated that she always loved to read but, following the trauma of being physically and emotionally abused by her boyfriend, she couldn’t enjoy reading and couldn’t concentrate when she tried to read. Problems with sexual responding are also common for those with PTSD, particularly for those who have suffered sexual forms of trauma, such as sexual abuse or rape (Meston & Lorenz, 2013). Any of these reactions generally occur soon after the precipitating event, but can be delayed several weeks. Effects of traumatic exposure to an avalanche in Iceland were found 16 years later (Thordardottir et al., 2015), so the effects of exposure can last for many years.
3.1.2.1 Intrusive Cognitions
In a review of the literature, Iyadural and her colleagues in Europe (Iyadural et al., 2019) argued that intrusive memories

 of a traumatic event were a core feature of PTSD. Such memories are quite distressing and intrude involuntarily into daily life for someone exposed to earlier trauma. They discussed why such memories occurred and outlined treatments that might be effective in lessening such memories. Such intrusive thoughts were often reported by a sample of adults at a Danish treatment providing psychological treatment for victims of child sex abuse (McBride, Hyland, Murphy, & Elklit, 2019). Others in this sample reported doing things to avoid these memories, while some said they were not able to remember parts of the trauma. It is interesting to contrast such findings with other research suggesting that people may repress memories of early trauma, especially child sexual abuse (see Chap. 6). Englehard, McNally, and van Schie (2019) suggested that one explanation that might explain why young children would not remember early sexual abuse was that they did not understand what was happening at the time, and thus did not clearly remember the abuse, but later, might recall this when they more fully understood the meaning of this abuse.
The findings on intrusive memories have been expanded to include a more general concept of intrusive cognitions (Oulton, Strange, Nixon, & Takarangi, 2018). As Oulton and her colleagues have discussed, the spontaneous thoughts arising after experiencing a trauma are not always memories. Some are images of what might have happened, or what could happen in the future. Such images can be quite vivid. They may also function to maintain negative reactions to earlier trauma by creating expectations for new trauma experiences. Berntsen and Rubin (2015) labeled these types of images as “Pretraumatic stress reactions” (p. 663). As they noted, people who have not experienced previous trauma, as well as those who have, may experience thoughts about possible future events. In a study of Danish soldiers before deployment, ratings of how stressful they felt future events might be predicted levels of PTSD after deployment. Although not directly tested, Berntsen and Rubin hypothesized that those already experiencing PTSD-related symptoms might be especially likely to have concerns about future traumatic events.
Similar ideas can be seen in a Turkish study of domestic violence survivors (Salcioglu, Urhan, Pirinccioglu, & Aydin, 2017). In this study, Salcioglu et al. surveyed women from domestic violence shelters in Turkey. Although the mean number of months since last assaulted was nearly 10 months, many of the women reported being fearful about being subjected to future violence. Concerns about feeling helpless and not having control over their lives in the future were also common responses. These reports appeared to fit the framework of being pre-traumatic stress reactions since they were associated more with fears about the future than with reactions to past trauma.
3.1.2.2 Other Types of Reactions to Trauma
Another type of reaction to trauma associated especially with veterans is increased levels of violence and aggression in everyday life. A sample of 175 returning U.S. veterans from Iraq found that PTSD was associated with depression and generalized anger and aggression (Bhardwaj, Angkaw, Franceschetti, Rao, & Baker, 2019). Depression

 was a mediator that led to higher levels of hostility and aggression toward the self. PTSD was also directly related to anger. This association between PTSD and aggression has been used successfully as a defense for veterans in homicide trials, citing PTSD-related insanity as a causal factor (Miller, 2012).
Responses of the victim are not only emotional, but can also be manifested in physical ways. PTSD may result in physical illness

, resulting from a less effective immune system (Pietrzak et al., 2013). Heightened norepinephrine levels were found to be associated with PTSD in a systematic review and meta-analysis by Pan, Kaminga, Wen, and Liu (2018). Norepinephrine

 is considered as a biological indicator of stress and may relate to some of the reported symptoms associated with PTSD. Cortisol, another stress indictor in the blood (see Chap. 2), was found in an empirical study of people exposed to workplace violence in a Canadian psychiatric hospital (Marin et al., 2019).
3.1.3 Clinical Example
The clinical cases in the Appendix illustrate the traumatic circumstances that can lead to PTSD as well as the common symptoms associated with such trauma reactions. Here is one example.
Case Example #2
“Joyce” is a 22-year-old single African-American woman who, under extreme stress, came to the crisis clinic with her 4 year old daughter for help because of trauma flashbacks and periods of dissociation. Joyce tells the crisis worker that a little over 2 years ago, she started going out with a man named “George”. Their relationship went well at first, and so she allowed him to move with her (her other child, a 2-year-old boy, is his biological child). Soon, however, George started beating Joyce frequently and severely. Once he beat her breasts so badly they got infected and she had to have surgery. Joyce finally kicked George out of the house, but he continued to come around and abuse her—he would follow her in parks and on the street, and then would attack her. Sometimes she was successful in pressing charges and having him put in jail, but recently the police had been unwilling to act on her complaints.
Joyce tried to get help from every resource she could think of including the police (repeatedly), the local district attorney, and Haven House∗ (the local domestic violence shelter), but got nowhere. The situation had progressed to the point that George was calling her constantly and threatening that he was going to kill her. Joyce developed ulcers, couldn’t sleep, had problems concentrating and lost weight. When she was able to fall asleep, Joyce reported having nightmares related to the abuse. George had also beaten Joyce’s two children, and the children began having nightmares, flashbacks of the abuse, angry outbursts and showed fear toward adult men in general. Finally, in desperation, Joyce borrowed a gun from her sister, and after a particularly brutal beating in which George poked Joyce’s eye in with a stick (she required many stitches), she finally went out, found George sitting on a park bench, and after much deliberation, walked up and shot him. She then went to a pay phone and turned herself in to the police. Joyce states that for the first time—sitting in jail - she felt safe.
George did not die from the gunshot wound and was still recovering in the county hospital when Joyce came to the crisis clinic for help. The crisis worker called Haven House and they said they now had room for Joyce and her children (they didn’t before, which is why they couldn’t help her previously) and staff agreed to come down to the clinic immediately to pick them up. Joyce’s sister had posted her bail. Joyce states that her nerves are so bad, she has had no sleep in days, and is at the end of her rope. The crisis worker referred her to the crisis psychiatrist for temporary medication (Joyce does not drink or use illicit drugs) and the doctor prescribed valium, 10 mg. twice a day.

In this case scenario, the client Joyce met full criteria for a diagnosis of posttraumatic stress disorder, as did her young children. Joyce was repeatedly exposed to threatened death and actual serious injury via directly experiencing George’s brutal abuse. In addition, she witnessed the physical abuse of her children. Joyce experienced symptoms across all of the criteria for the PTSD disorder, causing significant physical and emotional distress and interference with her daily life because of this.
Looking at her symptoms in more detail, one can see how PTSD reactions function. First, Joyce experienced intrusive re-experiencing symptoms
, i.e. recurrent, involuntary and intrusive memories and traumatic nightmares (as did her children). She also reported avoidance
, i.e. repeated efforts to avoid encountering George. Joyce’s children, in fact, were fearful and avoidant toward all adult men. Third, Joyce reported negative alterations in cognitions and mood
, i.e. as a result of the abuse, she came to perceive the world as a dangerous place and viewed men in general as potentially dangerous. At times, Joyce blamed herself for the abuse, particularly for not being able to protect her children, and thus felt persistent feelings of fear, guilt, anger and shame. Self-blame is a common reaction by victims (see Box 3.2). Finally, both Joyce and her children showed alterations in arousal and reactivity, i.e. Joyce became hypervigilant, had problems concentrating, and had severe problems sleeping. Her children also had problems sleeping and were irritable and exhibited angry outbursts. Joyce did not use drugs or alcohol so that was ruled out as a cause of her symptoms and she did not report any medical conditions that could be potential causes. Finally, she reported periods of dissociation, particularly during and after incidents of abuse in which she experienced feeling as if she were an outside observer of or detached from herself, e.g. feeling like “this is not happening to me” or as if she were in a dream or a movie.
Box 3.2: Forms of self blame
People often blame themselves for being victimized by a traumatic event and some forms of self blame focus on the self as bad while others focus on blaming a person’s choices or decisions. Each form of self blame has different psychological correlates and future consequences:	1.Blaming oneself for being a bad person. I deserved this because of the type of person I am. any negative implications for believing that one can easily be a victim again.

 

	2.Blaming oneself for being an unlucky person. I am a loser and these things always seem to happen and they will probably happen again. Such a belief would be associated with low feelings of control and high anxiety for the future.

 

	3.Blaming one’s past choices and behavior. I should have known better and not done that. If the individual believes he or she can change their behavior, then there are relatively few negative implications regarding beliefs about future victimization.

 

	4.Blaming oneself for making poor choices in relationships. I should have known he was abusive and never married him. I deserve what has happened. Such beliefs would not have positive future implications.

 

	5.Blaming one’s “former self”. I did stupid things before, but I have changed and would no longer do the same things. Such beliefs provide optimism for the future.

 

	6.Feeling responsible for changing the future. If I make sure to make my home safer, no one can break in again. If the necessary actions are feasible, the person may feel very secure about the future.

 

	7.Feeling responsible for minimizing ones stress reactions. I am feeling very upset now about being victimized, but I can do things to make myself feel better. This type of self responsibility is oriented toward the present and may or may not have long term implications.

 





Joyce’s experiences of abuse were extreme, and the trauma experienced was severe. It is not necessary to experience trauma as severe as what Joyce and her children went through to develop PTSD, but Joyce’s experience provides a clinical illustration of how the various symptoms can co-exist in one individual and one family. This case also illustrates how even when an abused victim takes all the right steps, including evicting the abuser from the home and contacting the police for help, she may not get the help she needs and, with escalation of the abuse via threats and stalking, may resort to using a violent action to fight back.
3.1.4 Research Relating to the Diagnosis of PTSD
Although the PTSD diagnosis was developed by the American Psychiatric Association, this classification is used widely in other countries as well as in the U.S.. In 2018 Fried et al. published results of a multi-site study to examine the question of whether the set of PTSD symptoms identified in the DSM were generally found together in samples from the Netherlands, Denmark, and military veterans from the Middle East. Everyone in the samples from this research project had been formally diagnosed with PTSD, using standard procedures. Across all four groups, the most common symptoms were similar to those of Joyce, the case we described earlier. Within the Fried et al. samples, the most common reactions were memory intrusions, sleep problems and hypervigilance. Overall, the veteran group had the highest levels of symptoms. Along with the other generally high symptoms, many of them also suffered from problems concentrating, feeling a need to avoid places or things, and heightened physiological reactivity. A detailed analysis of how symptoms inter-related indicated that similar patterns of symptoms were found across the four groups.
In a Swedish study of people who directly experienced a tsunami while on vacation in Asia, Bondjers, Willebrand, and Arnberg (2018) found the about 25% reported no posttraumatic stress symptoms. Among the rest of the sample, there were four levels of symptom severity reported in response to a mailed survey. Severity ranged from minimal, to low, moderate and severe. A follow-up survey indicated that the initial severity of reactions was highly predictive of experiences reported 3 years later. Those survivors who lost a friend or relative or who personally felt their live was threatened were least likely to be in the low symptom group, but their symptoms ranged from low to severe.
These studies suggest that the PTSD diagnosis may not indicate that someone has all the symptoms associated with this psychiatric diagnosis. It also demonstrates that many people who do experience events that would appear to be highly traumacized do not necessarily develop PTSD, although they may have some of the symptoms. These findings and others raise questions about the DSM-5 PTSD diagnosis, as we explore in more detail in the next section of the chapter.
3.1.5 Criticisms of DSM-5 and the ICD-11, an International Classification System for Reactions to Trauma
There have been many criticisms











 of the DSM approach of the American Psychiatric Association. One of the earliest concerns related to whether or not this was an appropriate label for battered women or rape survivors who had been traumatized by the assault(s) (see Box 3.3). This basic concern related to the diagnosis itself. With its inclusion as a formal psychiatric diagnosis, by definition, PTSD became one of many psychiatric illnesses. It was argued that this resulted in blaming the woman who had been raped or survived physical violence from her husband, since she was now defined as having a mental illness.
Box 3.3: Should we use the DSM

 to label female victims?
Many feminist scholars have critiqued the psychiatric/medical model approach of the DSM, particularly when assessing the impact and consequences of male violence toward female victims (Dodd, 2015; Koss, Bailey, Yuan, Herrera, & Lichter, 2003). These writers argue that labeling a woman who has survived trauma as having a psychiatric illness situates the problem with the woman rather than as a problem related to male socialization around power and control which would lead to different approaches toward prevention. Psychiatrist Allen Frances, who was chair of the DSM-IV Task Force, has been one of the outspoken critics of the current DSM-5, arguing that the most recent version, in particular, has cast too wide a net and has gone so far as to label normal human experiences as mental disorders (Frances, 2013). Haslam (2016) refers to this as “concept creep” which refers to the boundaries of a concept, such as PTSD, stretching to the point that its meaning becomes diluted and overextended. To experience significant distress after being beaten by an intimate partner is a normal reaction, not a mental disorder or “psychological problem”. However, on the other side of the argument, individuals suffering from symptoms consistent with how PTSD is described, are suffering psychological and emotional distress that may impair their ability to function, e.g. to go to work or take care of their children. Although they have been victimized by violence, such individuals may still benefit from getting treatment for their symptoms and withholding treatment based on ideological convictions is not justified nor does providing treatment preclude simultaneously working on methods for preventing such violence and ensuring perpetrators are held responsible for their actions. Providing an appropriate diagnosis serves to guide treatment and make sure that an individual receives appropriate treatment that will help and not harm

.

Many other types of criticisms











 have been raised specifically about the DSM-5. Galatzer-Levy and Bryant (2013) argued that the DSM-5 was a “broad and error-prone diagnostic scheme…” (p. 660). Many scholars have questioned the growing number of events considered traumatic (e.g., Carvajal, 2018; Haslam, 2016). Over time, the types of events included within the PTSD definition of trauma have continued to expand, meaning more and more people are diagnosed with PTSD (McNally, 2016). At the same time, as seen in the Bondjers et al. (2018) study of Swedish tourists discussed above, many people do not show evidence of the many PTSD symptoms in spite of experiencing events most would consider to be highly traumatic. Carvajal (2018) argued that only about 20% of people exposed to one of the many events considered to be potentially traumatic showed evidence of PTSD. Additionally, few had all the symptoms associated with the DSM-5 diagnosis











. He noted that the new International Classification of Disease (ICD-11) developed by the United Nations World Health Organization (2018) (see https://​www.​who.​int/​classifications/​icd/​en/​) might be a more accurate reflection of the empirical data on reactions to trauma. The World Health Organization released the ICD-11 in June 2018. Like the DSM, this is a diagnostic system that includes mental illness classifications. It also includes a wide variety of diseases and health conditions and is used widely around the world. For more information on the ICD-11 as it relates to traumatic stress, see Cloitre et al. (2018) who reported on the scale being developed to formally measure reactions to trauma using this diagnostic system.
It does appear that the DSM-5 and the ICD-11 diagnoses











 do yield somewhat different information. A formal comparison of a group of patients in Australia diagnosed with PTSD after receiving a severe injury indicated that fewer were diagnosed with PTSD, using the ICD-11 (O’Donnell et al., 2014). However, within this group of patients, each of the two systems identified somewhat different groups who would meet the traumatic stress requirement. In another comparison of these systems, Hansen et al. (2017) analyzed data from the sample reported in the Fried et al. (2018) sample to compare the two classification systems. Results indicated that the two systems were similar in making diagnoses for the pain patient sample and for the military personnel who had been deployed in the Middle East. However, a student sample yielded far fewer PTSD diagnoses for the ICD-11 system than the DSM-5. The authors noted that mental illness rates were much lower overall in the student sample, and many of these students did not meet criteria using the ICD-11 system.
A third major classification system











 for mental disorders is now being developed by the U.S. National Institute of Mental Health (NIMH) (Clark, Cuthbert, Lewis-Fernández, Narrow, & Reed, 2017). This system is intended to aid in understanding how mental disorders develop, rather than being used primarily for diagnosis, as the DSM and ICD are typically utilized. This new Research Domain Criteria (RDoC) project will draw on advances in behavioral and neuroscience research. An ultimate goal of this project is to better understand how the brain and behavior relate to one another as this relates to psychopathology. As Clark and her colleagues explained this initiative in detail, they also provided an excellent review of the history of and a comparison of the DSM and ICD approaches











.
3.1.6 A Closer Look at PTSD and Determining the Severity of “Traumatic” Events
A large body of work has attempted to measure the severity of traumatic events, based on the assumption that overall PTSD rates and levels of PTRS-related symptoms should be higher for more serious types of traumas (e.g., Rubin & Feeling, 2013). In contrast to this work that shows some events to be more traumatic than other events, other research has indicated that even when exposed to events that some would consider to be quite serious, such as a life-threatening natural disaster, not everyone experiences PTSD. At the same time, other types of events, such as microaggressions, that are unintended and not considered serious by many people, have been shown to correlate with PTSD symptoms . Such findings raise questions about what types of events should be considered traumatic. In this section we review some of the research relating to severity levels of different potentially traumatic events.
3.1.6.1 Defining Severity Levels for Trauma
Research has suggested that PTSD rates may be higher after certain types of trauma. For example, trauma caused by acts of humans, rather than so-called acts of God or nature, may produce more severe trauma reactions. Thus, rates of PTSD tend to be high for survivors of child maltreatment (Cicchetti, 2016) and for battered women (Walker, 2016). Childhood trauma, IPV and sexual assault were most associated with PTSD in a national sample of U.S. women (Lipsky, Kernic, Qiu, & Hasin, 2016). Lipsky and her colleagues also reported that this pattern could be seen for non-Hispanic White, non-Hispanic Black and Hispanic women in the sample.
The effect of the trauma being attributed to an event caused by specific people can also be seen in the interviews of survivors of the Buffalo Creek, West Virginia, dam collapse and flood in 1972, 14 years after the disaster occurred. This was one of the worst coal industry disasters in West Virginia history. Over 100 people were killed and another 1100 were injured. The flooding left about 4000 homeless. Data indicated that 65% of the sample had experienced some form of PTSD or other traumatic reaction to the events (Green et al., 1990; Green et al., 1990). In 2012, West Virginia marked the 40th anniversary in Man, the town near where the flood occurred in Buffalo Creek, by showing slides of the disaster as well as holding a reading of the names of those who died in the flood. Survivor Bill Owens, 54, remembered the day when a wall of water and debris swept away his town, killing five of his family members. The memories remain highly painful, Owens told the Charleston Gazette in an interview: “This is the first (memorial) that I’ve been to,” he said. “That’s how hard it is for me.” (Associated Press, 2012).
In the case of the Buffalo Creek disaster, as the causes of the flooding were investigated, evidence mounted that the Pittston Coal Company officials knew that dumping coal refuse into the dam might result in stressing the dam’s ability to hold the water and debris, leading to a flood. This revelation heightened survivors’ feelings of shock and trauma (Governor’s Ad Hoc Commission of Inquiry, 1973) because it appeared that the flood could have been prevented if the coal company officials had taken proper action. Thus, the trauma was caused more by acts of humans, rather than an unavoidable accident or act of nature, as some initially thought.
When one is victimized through the actions of another person, this may cause changes in our beliefs about other people. Most of us generally trust other people (Dunning, Fetchenhauer, & Schlosser, 2019), especially those we are close to. When we are assaulted by someone, especially someone close to us, we may change these beliefs about the world. This type of reaction is identified in the DSM-5 as one of the reactions associated with Criterion D: “Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world” (American Psychiatric Association, 2013, p. 272). One of the examples given for this is the belief that others cannot be trusted. Another is the idea that the world is completely dangerous. Such changes in one’s world view are especially difficult for the victimized child, since he or she may never develop the basic feelings of safety and trust that are associated with daily life for most adults (Macmillan, 2001).
Other research has concluded that exposure to trauma has more negative consequences when this occurs early in life than later traumas do. This was demonstrated in a study by Ogle, Rubin, and Siegler (2013). A sample of alumni from the University of North Carolina and their spouses was used to determine how people reacted to traumas experienced at different times in their lives. Members of this 60–70 year old sample were asked if they had experienced any of a set of events determined to be traumatic at various points in their lives and what reactions they now had to these events. The most commonly mentioned childhood event was witnessing family violence, followed by sexual assault. For older groups, the most traumatic event was the unexpected death of a loved one. The self-reported PTSD symptoms associated with the childhood events were more severe than those associated with events at older ages. Those experiencing early trauma also reported higher levels of current PTSD symptoms.
3.1.6.2 Microaggressions
The example of microaggressions

 provides evidence that incidents that some would argue are not important (Lilienfeld, 2017) can rise to the level of trauma for the recipient. Although the term microaggression has been in the literature since the late twentieth century, it has received little attention until this century (Lilienfeld, 2017). College campuses are now increasingly attempting to educate people about this type of aggression and acting to diminish this behavior. Lilienfeld argued that the term is not well defined but is generally associated with subtle insults or slights directed at women and minorities. Research has demonstrated the existence of microaggressions directed toward people of color, women, those involved in the LGBTQ community, and older adults (Lui & Quezada, 2019) as well as those in blue collar groups (Cook & O’Hara, 2019) and those belonging to religious minorities such as Jews and Muslims (Hodge, 2019).
Microaggressive behavior

 is believed to be based on (sometimes nonconscious) negative stereotypes of various groups (Lui & Quezada, 2019). This might include ignoring someone in a group conversation (something men are accused of doing to women) or using derogative terms to refer to some group membership. It could be expressing surprise when a member of a group not believed to be intelligent demonstrates a high level of performance.
Lui and Quezada presented a formal meta-analysis of published and unpublished studies and dissertations investigating microaggressions through February 2018. A total of 72 studies were identified. Across all types of samples, there was clear evidence of negative effects for the targets of microaggressions. Other analyses indicated a correlation between those experiencing microaggressions and more overt forms of discrimination. Supplementing these findings, Moody and Lewis (2019) found that Black women who had experienced higher levels of microaggression against them also had higher levels of posttraumatic stress symptoms

.
3.1.6.3 PTSD and Trauma Severity
Although there is clear evidence that some types of events are more likely to result in PTSD than others, there is also data indicating that objective ratings of the severity of trauma are not necessarily reflected in symptom severity. For example, one type of potentially traumatic event is having a life-threatening injury. Boals, Trost, Rainey, Foreman, and Warren (2017) were able to draw on medical data from injured patients at a Level 1 Trauma Center. Medical assessments were made for a sample of 460 patients. Screening data from the hospital and self reports of PTSD symptoms were also collected for these patients at the time of admission, as well as 3 and 6 months later. Analyses indicated that there was no significant relationship between the severity of the injury and the PTSD measures. However, the injury severity measures were found to predict depression, pain and physical health 6 months after the injury. Boals et al. argued that psychological distress is determined by many factors such as personality, prior trauma history, levels of social support and other variables unrelated to the traumatic event.
Others have made similar arguments. Rubin and Feeling (2013) used four different samples to investigate the relationship between objectively measured severity levels of potentially traumatic events to symptom severity experienced after one experienced an event that was seen as the “most troubling and stressful to you now” (p. 378, Rubin & Feeling, 2013). There was not a significant correlation between the objective severity of the event and the severity of PTSD symptoms. Bolvin and Marx (2011) in a major review of the DSM-5 and symptom severity research also noted that symptoms vary widely across individuals in reactions to the same type of event. Building and extending these ideas, McNally (2016) noted that people vary in assessing severity levels of events based on their own past history, as well as their knowledge of what types of events people are being exposed to around the world.
3.1.7 Trauma Reactions and Victims’ Fears about Further Victimization
As was demonstrated with reactions to microaggressions

, trauma victims’ initial emotional reactions are sometimes greater than might be predicted solely on the basis of the actual harm or injury sustained as a result of the traumatic event. One reason for this is that just the experience of being confronted with a traumatic event can raise fears for the future and possibly something even worse occurring. Archer’s (2019) study of a large sample of U.S. college students provided empirical data supporting this idea. He found that those who personally experienced a sexual assault

 [as well as those who knew someone who had this experience] had a greater level of fear about being victimized again than they had had previously. Archer also noted that these new fears led to self-protective behaviors such as carrying mace or a weapon or something that could be used as a weapon or asking someone to accompany you when walking at night. Although women overall had higher levels of sexual assault fears than men, both men and women developed higher levels of fear after being personally victimized or knowing someone else who was.
It does appear that when we are concerned about potentially being confronted with a traumatic or difficult event, we tend to take protective actions if we can. Such actions can be thought of as personal safety rules

 (see Box 3.4). Once these protective actions or guidelines have been developed, we believe that following them will keep us safe and free from future harm (Ruhs, Greve, & Kappes, 2017). In a qualitative study of Australian adolescents, Fileborn (2016) asked both men and women to describe things that contributed to their feeling safe when they went out for the evening. The large majority of both women and men reported usually or always feeling safe in these situations in the past, but perhaps this was because of their having strategies for being safe. Some strategies identified included making sure there were friends nearby or not getting too drunk. Both men and women described initial concerns about assault from men, but typically had strategies they used to make sure this did not happen.
Box 3.4: Personal Safety Rules


Many people follow personal safety rules that can help keep them safe in their daily lives. Police departments and other safety organizations offer lists of safety rules shown to be effective in enhancing personal safety. Below is a list of some of these personal safety rules (Griffin, Montsinger & Carter, 1995; Montclair Safety & Improvement Council, 2016)	Avoid high crime areas, especially at night. If you must venture into such an area, go with a friend or family member, and let others know where you are going and when you will return.

	Be aware of your surroundings at all times, walk with a strong stride and posture so you do not appear as someone who could be easily victimized.

	Keep mace or pepper spray in your pocket or purse and carry it when out, particularly at night.

	Always leave your headlights on when arriving home after dark until you have unlocked the garage door, or unlocked the front door.

	When driving, keep car doors and windows locked.

	When arriving home by private auto or taxi, ask the driver to wait unto you are safely inside.

	Have the door key in your hand so you can open the door immediately when you return home.

	If you are a woman alone, list only your first initial and last name on the mailbox, or in the telephone directory.

	When moving into a new apartment or residence, always have the locks re-keyed, or changed.

	Know who is at your door before opening it. Wide angle door viewers (180° or 190°) enable you to identify the visitor. You can see the person, that person can’t see you.

	Never rely on chain locks. They are a privacy lock, but not a security lock.

	Never dress in front of windows, always close your drapes and keep doors and windows locked.

	Never let anyone into your home without proper identification. Don’t be afraid to ask for identification.

	Never let strangers into your home to use the telephone. Make the call for them while they wait outside.

	Always leave outside lights on after dark, or use motion lights.

	If you receive a wrong number phone call, don’t give out your name or phone number.

	If you receive an obscene phone call, hang up and call police.

	In an apartment building, never ever be alone in the laundry room.

	If you suspect anyone is in your house, do not go in. Go to a neighbor and call the police.

	If you see or hear anything suspicious, call the police.




(for more information see the Montclair Safety & Improvement Council website: http://​www.​montclairsic.​org/​index.​htm
This list shows that personal safety rules are often primarily focused on keeping one safe from criminal behavior of strangers or casual acquaintances, and avoiding potentially harmful accidents such as fires or flood damage. This is all important. What is often missing is rules that can help us avoid being victimized by abuse from individuals we know and may care about and trust. It can be devastating when such trust appears to be misplaced

.

We may believe that we are particularly skillful in protecting ourselves from harm because of our own personal safety behaviors

. For example, people often assume they are able to safely use a cell phone while driving, although they fear that others won’t be able to do this as well as we can (Sanbonmatsu, Strayer, Behrends, Ward, & Watson, 2016). In another demonstration of this bias, Horswill and his Australian colleagues (Horswill, Garth, Hill, & Watson, 2017) have found that people generally overestimate how skilled they are at driving, rating themselves as more skillful than the typical driver.
Fears

 about future trauma can also be created by the media (Furedi, 2018). As Fuerdi discussed in his 2018 book, the twenty-first century appears to be one in which there is a higher overall level of fear about crime and other negative things happening than was true in the twentieth century. He argued that the media has been a major reason for this. If, indeed, people are more fearful now than in earlier years, perhaps this relates to a perceived inability to counter the feared event?
In general, experiencing a traumatic event is not something we generally expect. Research largely conducted in the twentieth century indicated that many of us go through life assuming that we are basically safe from harm and that negative events are more likely to happen to others than to us. This is labeled as a perception of personal invulnerability

 or unrealistic optimism

 (Sharot, Korn, & Dolan, 2011). People were found to generally want to believe that the world is rational and that things happen for a reason. Furthermore, we may assume that the reasons that the bad things that happen to others don’t apply to us (Janoff-Bulman, 1992). We may assume that other people are victimized because they made bad or foolish decisions and, thus, deserve what happens to them (Janoff-Bulman, 1992; Niemi & Young, 2016). For example, we may assume that if a woman wears scanty clothing and suffers a sexual assault, then all a woman needs to do to be safe is to dress modestly. This can extend to thinking that a scantily dressed woman is “asking” to be assaulted or is “bringing it on herself” and, thus, the assault is her fault. When we apply these assumptions to ourselves after being personally victimized, then we may experience self-blame (see Box 3.2 earlier in the chapter).
3.2 Coping with Traumatic or Stressful Experiences
Researchers and clinicians


 have identified a wide range of coping responses that people use in response to stress, including the stress associated with traumatic events and the experience of victimization. Probably the most widely-cited typology differentiates between problem-focused coping and emotion-focused ways of coping (Folkman & Lazarus, 1985, 1988). Folkman and Lazarus identified a two-stage process for dealing with stress. First is the appraisal where one judges whether a situation is irrelevant, positive or stressful. Next, a stressful situation is determined to be a threat, a challenge or a harm or loss. This second part of the appraisal depends on how well the persons believes she or he can cope with the situation. This coping can either address the emotions arising from the situation or try to solve the problems that created the situation. Emotion-focused forms of coping include distancing oneself from the situation emotionally, exerting self control, seeking social support, employing ways to escape or avoid the situation, which may be constructive (e.g. changing one’s phone number so an abusive boyfriend cannot get in contact) or destructive behavior (e.g. drug or alcohol use), accepting responsibility, and positive reappraisal, which therapists call reframing
. Problem-focused forms of coping can include aggressive interpersonal efforts to alter the situation, as well as cool, rational, deliberate efforts to problem solve. Over time, researchers have identified many examples of both types of coping. In the discussion here, the focus is on forms of coping that have been found to be especially important for trauma victims because how one copes with a traumatic experience can have a long term impact on mental and physical health (Hager & Runtz, 2012). In general, problem-focused coping tends to have a more positive impact on the reduction of stress than emotion-focused coping, but not always.
Although the basic Folkman and Lazarus model

 is still used in many research studies, a major expansion and elaboration of the model has been increasingly cited (Carver & Connor-Smith, 2010). As Carver and Connor-Smith explain, if the initial assessment of a situation suggests a negative outcome, stress is created. If that assessment, instead, is that the situation provides a challenge or opportunity for gain if one applies effort, there is little stress, assuming one has a high expectation for success. If stress is created, emotion-focused coping attempts to minimize distress. However, such attempts can include disengagement-related behaviors such as avoidance, denial, wishful thinking, or substance which do little, if anything, to change the situation creating the stress and may make it worse. Emotion-focused coping can also include behaviors such as seeking emotional support from others, or redefining or restructuring how the stressor is perceived, which can be highly effective in reducing stress. They might also involve relaxing that would allow one to more clearly consider the problem, and perhaps move to problem-focused coping attempts.
Carver and Connor-Smith discuss ways in which problem-focused strategies can be successful in removing the stress if they involve directing engaging with the potentially stressful situation. However, problem-focused coping might involve distracting the self through doing something else, or through accepting the situation, and, thus, not lead to removing the stress. They also note that one might be able to anticipate a difficult event in the future and take proactive steps in advance to prevent the event a topic discussed earlier. In the following more detailed discussion, we report on studies using both of these models, as well as other elaborations of the original Folkman and Lazarus model.
3.3 Problem-Focused Coping Strategies
As this chapter has shown, the experience of a traumatic event creates a variety of effects in the victim of that event. Not only are there physical or other direct effects, but there are also psychological effects that may create stress or anxiety. In additional to coping with the immediate effects of the trauma, the victim may have fears that the same thing, or something even worse could happen in the future. People think about what happened and try to understand what happened and why it happened. They want to make sure it won’t happen again.
3.3.1 Blaming Oneself After Being Victimized
A common response

 in thinking about what happened is to think about what one might have done differently, a process associated with self blame (see Box 3.2). In a classic paper, Janoff-Bulman (1979) outlined two different ways in which this self blame might function. It can be characterological or behavioral self-blame



 Characterological blame involves seeing the cause as something basic to one’s personality, and not easily changeable. Behavioral blame looks to specific behaviors that might have made the negative event more likely. These can be changed in the future.
Although one might assume that self blame

 would have negative consequences for the victim, researchers have speculated that it can be beneficial, especially for events that are unlikely to reoccur or where there is a clear way in which one might have acted differently. If the victim can identify things she might have done differently, she can then decide that doing these things in the future will lead to her being safe and, thus, restore her sense of personal invulnerability. Of course, such self-blaming is probably not beneficial when the victimizer is an intimate partner or a parent or caregiver. In such cases, it would be unlikely that the victim could completely avoid future victimization by acting differently if she (or he) remains with the violent intimate partner or family member.
One form of self blame

 that appears to be helpful is sometimes seen in battered women who have successfully left their abusers. These women might blame their “former self” for staying, and feel that they have now changed (Meerholz et al., 2019). Such blame of a former self and seeing oneself as now being a better person may also be related to finding meaning in the victimizing event (McFarland & Alvaro, 2000). Self blame can also take a very destructive form including inducing guilt, shame and elevated risk for PTSD. For example, these thoughts about what might have been done differently can lead to feeling guilty for not doing these things (Kahn & Mathie, 2000). Even more distressing, if one blames one’s basic personality for the victimization, this can’t be readily changed, and there is no reassurance that the future can be better which can induce feelings of hopelessness and helplessness (Janoff-Bulman & Frieze, 1983).
A study of sixty-three women

 who had experienced IPV reported that shame, guilt-related distress, and guilt-related cognitions showed significant associations with symptoms of PTSD (Beck et al., 2011). In an earlier study, Silver, Boon and Stones (1983) found that victims of incest who continued to ask “why me” and to blame themselves for being victimized were more distressed than those who did not continue to ponder these issues. These data would suggest that beneficial self blame is likely to be an early response to being victimized. A continuing pattern of self blaming, however, may be indicative of non-recovery. Self blaming and guilt may become a general pattern of reacting to other negative events. Individuals who suffered abuse perpetrated by a close other such as a parent, are at particular risk of self-blame

 for incidents of abuse suffered as an adults (Babcock & DePrince, 2012).
3.3.2 Taking Action to Make Sure It Won’t Happen Again
Another category of coping responses involves some form of problem solving or taking action to solve the problem. The actions involved might have been determined by earlier thinking about what happened and why. For example, a person can take a class to learn self-defense skills in order to learn how to fight back as a way to avoid being victimized again (Hollander, 2014). Or, one can become more cautious and careful in daily life, as noted in the earlier discussion of personal safety rules.
There has been extensive research about how people respond to having experienced a home break in or who fear this happening. People who have experienced a burglary or break in of their home may take a number of precautions to prevent another break in including purchasing locks, installing window bars or getting a guard dog (Wollinger, 2017). Others may buy a gun and obtain training for using it (Schreck, Berg, Fisher, & Wilcox, 2018). Such strategies, however, would not be effective in protecting against assault from someone in a close relationship, particularly if the abuser lives with the victim.
Safety planning in case of a future potential assault is a major concern for battered women (Logan, 2018 or see Chap. 8). This is often a focus of assistance provided at battered women’s centers or other domestic violence agencies. One form of safety seeking is leaving the abusive partner. Renner and Hartley (2018) sampled a group of abused women seeking legal services such as divorce proceedings or protection from abuse orders. Receiving this type of help was generally beneficial for the women in lowering PTSD symptoms.
Some survivors of IPV attempt to develop strategies for being more cautious or careful as a reaction to battering by an intimate partner (see Box 3.5). For example, women who are physically assaulted by their husbands often attempt to determine what the circumstances were that led to the beating and try to avoid replicating the same situation in the future in hopes that will forestall violence, e.g. “if I just make sure his supper is hot and hasn’t gotten cold, I’ll be safe”. They are typically optimistic that this will work and that the violence will stop (Frieze, 1979). Unfortunately, in reality, such efforts are rarely successful and the violence is likely to occur again.
Box 3.5: Coping Strategies of Battered Women
Women experiencing physical or psychological aggression from their intimate partners have found many ways to cope with this situation. As Anderson, Renner, and Bloom (2017) discussed, abused women are concerned about safety and make decisions about how they can best be safe based on their assessments of how dangerous their batterer is to them or their children. They also consider their own social, economic, and geographic situations and what resources are available to them. [For example, rural women may find that their situations are much more isolated, and fewer resources are available to them than would be the case for urban or suburban women.] Anderson and her colleagues found that simply asking abused women how they protected themselves yielded responses such as “I didn’t do anything” or “I did whatever he [the abuser] told me to do” (p. 611–612). A small sample of 22 physically and psychologically abused women were asked more detailed questions about specific actions taken. In responding to the researchers, it was clear to them that rather than being helpless, all of the women in the study were active in responding to the on-going violence in their lives and taking protective actions.
In a systematic review of 48 studies, Rizo, Givens, and Lombardi (2017) concluded that abused women employed both problem-focused and emotion-focused types of coping. The strategies found to be the most helpful were safety planning and other problem-focused strategies, reappraisal of their situation, doing things to make them feel better, and seeking various types of help from others. Least helpful were self-criticism, considering suicide or homicide of the abuser, minimizing what was happening and substance abuse. A variety of emotion-focused and problem-focused can be seen within these groupings of most and least effective coping strategies. The authors concluded that active or engaged coping was more typical for those who had not also experienced childhood physical or sexual abuse while more avoidant or disengaged coping was associated with earlier childhood abuse. These less effective strategies were also seen for those abused women who were experiencing higher levels of violence, had fewer sources of social support or lacked other resources.
None of the reviewed studies were longitudinal, so it was impossible to determine causal directions. As Rizo and her colleagues noted, simply advising women experiencing IPV to take positive steps to resolve their situation might not be effective if the women lack resources to leave their partners or effectively cope on their own.

3.3.3 Reaching Out to Others for Help
When one is victimized, one may turn to others for help in dealing with the situation rather than attempting to cope by oneself. Sources of help in the face of trauma can be informal resources or formal sources of assistance. Informal help includes counseling from a minister or rabbi, or assistance from family, friends or neighbors. Formal sources of help include turning to a doctor or hospital for medical assistance, requesting assistance from law enforcement officials, or seeking help from professionals in dealing with paperwork or other forms of practical assistance. (see Box 3.6 for information on PTSD treatment). A large majority of people of all ages turn to others to share highly emotional experiences—both positive and negative. Such sharing and the social support that accompanies it may be very important but, unfortunately, may not always work out as hoped for by the victim (see Box 3.7).
Box 3.6: Treatment for PTSD
Several types of treatment have been developed by the social workers, psychologists and others who help people with symptoms of PTSD. [For more discussion of treatment of family violence survivors, see Chap. 8].
In a major review of the literature, Gutermann et al. (2016) reviewed 135 published studies writing about PTSD treatment for children and young adults up to the age of 25. Many different types of trauma were included in these studies, although the most common was child sex abuse or child physical abuse. Cognitive Behavioral Therapy or CBT was found to be the most effective type of treatment, especially when individual sessions rather than group sessions were held. As they noted, similar findings have been seen for adults experiencing PTSD (see Chap. 8). Trauma-focused CBT was identified as the best type of treatment for PTSD.
Another therapy specifically developed for PTSD treatment is exposure therapy (Foa & Rauch, 2004). This treatment is based on data indicating that after experiencing trauma, survivors are often concerned that the world is too dangerous and that they need to find better ways to cope. Traumatic memories make these feelings worse. Exposure therapy provides the survivor with images of what happened, and helps them to think in more positive ways about how they might effectively cope in the future. This type of treatment has been widely used. A systematic review and meta-analysis published in 2016 (Cusak et al., 2016) supported the effectiveness of this method. More recently, virtual-reality has been used to make the therapeutic exposure more realistic. This has been found to be effective in treating PTSD in returning veterans experiencing PTSD (Beidel et al., 2019). Both CBT and exposure therapy are recommended as valid treatments by the American Psychological Association (2019) along with several other types of treatments.
In other research on adults, it was noted that alcohol or other substance abuse behavior was so common for those asking for PTSD treatment that clinicians should treat for both problems (Roberts, Roberts, Jones, & Bisson, 2015; Zang et al., 2017). Roberts and his colleagues reviewed 14 studies in detail that included PTSD and substance abuse treatment, noting that this combination was quite difficult to treat and it was not uncommon to find substance abuse reoccurring several months after treatment had ended.

Box 3.7: When Help from Others is Denied or Not Available
When natural disasters occur around the world, large communities are traumatized with people needing many types of assistance over a long period of time. Often there is assistance provided by formal and informal helpgivers, but not always and not for everyone who may need it. People may not receive the help they had been expecting, or may not receive help as long as it is needed (Kaniasty, de Terte, Gullaran, & Bennett, 2019).
Seeking, but not receiving help can be quite traumatic and add to victim distress (Dworkin, Brill, & Ullman, 2019). An example of this can be seen in Case #2 discussed earlier in the chapter, and Joyce’s futile efforts to get help for her abuse. When help is provided, the victim has reassurance that help will also be available in the future, as well as having direct positive benefits from that help. But, this is not always realistic. Ferrell, Russin, and Hardy (2019) analyzed responses of helpgivers in an on-line forum for trauma survivors. Some of these helpgivers explained that helping others with PTSD symptoms was emotionally draining and sometimes interfered with their own daily needs.
Even when we know the person asking for help, we may not respond positively to requests for assistance. As Amar, Tuccinardi, Heislein, and Simpson (2015) noted, those called on for help by someone experiencing partner violence may not feel they know how to help. They may also feel emotionally drained over time and unable to continue providing assistance in a situation of continuing abuse. In some cases, those offering help were assaulted themselves by the abuser (Gregory, Williamson, & Feder, 2017).
Others may feel that the person is at least somewhat responsible for what has happened and may not feel sympathetic (Meyer, 2016). Thus, a friend or family member of a victim of IPV might blame her staying with him after he was violent, and may not be willing to provide assistance or emotional support after the latest beating.
We are particularly reluctant to help those we do not know, even in situations when we might be able to do something to stop someone from being victimized. One of the most notorious examples of bystander indifference to a situation of violent trauma was the case of Catherine (“Kitty”) Genovese, who was murdered on her Queens, New York, doorstep in full view of acquaintances, neighbors, and strangers on the street. All of these direct witnesses did nothing to help Kitty or call the police for help even though she was stabbed repeatedly, called for help and was stalked by her killer for more than an hour (Rosenthal, 2015). There may be reasons that bystanders fail to help. Research has indicated that those who attempt to intervene when someone appears to be in a situation where partner violence is occurring or in a situation that could lead to a sexual assault may report that the (potential) victim got angry or did not appreciate their assistance (Banyard, Moschella, Grych, & Jouriles, 2019).

Research shows that positive social support is tied to positive effects on the immune system and on the cardiovascular system (Uchino et al., 2018). There are a number of ways in which social support can be given (Feeney & Collins, 2015). Just by being there and letting the person talk, others may enable the stressed individual to work through feelings of depression or loss or fear. Their presence may be comforting. They can convey understanding and acceptance. Social support can also allow one to develop strengths and cope with a traumatizing event and respond in positive ways.
Now, let’s look at a real-life case example in which positive forms of help were provided by a range of other people. This case illustrates how multiple systems of care can become involved positively with a family in which there is intimate partner violence and demonstrates the important role of bystanders taking action in mobilizing a critical component of help—in this case, calling the police. It also shows how both the batterer and victim move through certain pathways in the process of getting help and how follow-up care is important following a crisis situation.
Case Example 6
John is a 36 year-old married white male with five children who was brought to the crisis clinic for evaluation by Sheriff’s deputies and a Department of Public Assistance (DPA) worker. John’s wife, Karen, was seen 4 days prior by one of the clinic social workers for evaluation of depression. John has abused Karen off and on throughout the 8 years of their marriage, but last Saturday he almost killed her. Because of the violence in the home, the five children were removed last year and placed in the Dependent Children’s Home by Child Protective Services and are currently in foster care…Karen is now staying with a friend. This morning the DPA worker tried to reach Karen in order to discuss the situation with the children, but found out she was gone because of the recent incident of abuse. The DPA worker then attempted to make a home visit to talk to John, but neighbors said he was being held at the sheriff’s department. According to the neighbors, they called the sheriff after they observed the abuse going on in the yard, and when John admitted to the deputies that he had beaten his wife, they threw him in the squad car and brought him to the crisis clinic. The DPA worker then met them there. Upon evaluation, John initially threatened suicide (said he wanted to blow his brains out), but as the interview progressed, he said that if he could get some help, he would promise to get rid of his gun at home and could postpone any harm to himself.

3.4 Emotion-Focused Coping Strategies That Are Often Ineffective
3.4.1 Coping via Withdrawal or Escape
As discussed, there are a number of negative emotions associated with PTSD. Withdrawing or escaping from these negative feelings is a common reaction of victims of trauma. This is typically categorized as a form of emotion-focused copingIt may be necessary to engage in some form of emotion-focused coping before one can engage in more effective problem-focused coping. As Logan noted in her 2018 report on safety planning, those who are not able to manage the negative emotions associated with being a domestic assault survivor find it very difficult to do safety planning.
There are many forms of emotional withdrawal. Withdrawal can involve denial that the event happened or minimizing what happened. Sleeping long hours is a form of withdrawal while suicide attempts may represent an extreme form of withdrawal. In a study of men and women exposed to the Deepwater Horizon Oil Spill, Bell et al. (2018) found that those with clinical levels of PTSS (posttraumatic stress symptoms) displayed a variety of avoidant emotional-focused coping. These included denial, self-distraction, and substance abuse. Another study (Allen, Mercer, & Lilly, 2016) of people responding to 911 emergency calls (a highly stressful job) found that reported PTSS symptoms were especially high in those who had reported being a survivor of earlier child maltreatment. There was also an association of avoidant coping for this group in attempting to address their PTSS symptoms. Allen and her colleagues suggested that those exposed to early childhood trauma may have learned maladaptive coping strategies as a result of those experiences.
3.4.2 Coping through Alcohol or Other Drugs
Another way to avoid thinking about a highly stressful event is to use drugs or alcohol

 to numb painful feelings. As discussed in Chaps. 4 and 6, use of alcohol and other drugs has been reported found to be high for battered women as well as for victims of child maltreatment. This coping strategy has been found for others experiencing traumatic such as those in the military (Smith & Cottler, 2018). In one of the author’s own research studies, we found that for men who had graduated from an Ivy League university in 1966, surveyed 25 years after graduation, there was more current alcohol use in those who were military veterans as compared to their classmates who had not served in the military (Bookwala, Frieze, & Grote, 1994). We were somewhat surprised about this finding since this alumni group had very high income levels and may have been somewhat protected from the adversities of the Vietnam military experience. The veteran group also reported higher levels of depression and were more likely to have questioned their values in the years after the war. All of these reactions are consistent with those seen in other studies of trauma victims. More recent research has continued to show a strong relationship between alcohol use and PTSD in veterans (Erwin et al., 2017). Erwin and her colleagues further noted that it was not clear that the alcohol was effective in reducing PTSD symptoms, but rather appeared to be a method of coping with PTSD symptoms.
Alcohol use

 has been shown to be a coping strategy for other types of trauma, as well. The Obama White House released a report on sexual assaults on college campuses (Not alone, 2014), revealing that alcohol use by both perpetrators and victims played a significant role in heightening risk for sexual and other forms of assault amongst college students, with most victims being young female students (Krebs, Lindquist, Warner, Fisher, & Martin, 2007, 2009). Thus, alcohol played a role in elevating the risk of experiencing trauma as well as serving as a coping tool for dealing with trauma. Use of alcohol as a form of self-medication to feel better when experiencing PTSD symptoms was directly examined in a representative U.S. community sample (Leeies, Pagura, Sareen, & Bolton, 2010). In this study, 14% of those with PTSD reported self-medication with alcohol and an additional 7% reported using other drugs, often combined with alcohol, for this purpose. Men were more likely to cope in this way than women. Thege et al. (2017) concluded after a systematic review of over 3000 studies that addiction to alcohol or drugs was more associated with those exposed to childhood trauma than to adult trauma.
Although the exact mechanism

 involved is not clear, it does appear that alcohol use may initially make it easier to handle stress and forget the trauma, but over time, continuing to drink may heighten anxiety and make the trauma symptoms worse. Cross, Crow, Powers, and Bradley (2015) replicated the association of early childhood trauma and problematic alcohol and substance abuse in a low income African American sample. They strongly argued that clinicians dealing with clients who abuse alcohol should explore the possibility that the alcohol abuse was triggered by an earlier trauma, because of this common association of alcohol abuse as a reaction to trauma. The following is an example from one of the author’s clinical practice

:Christine, age 19, was admitted to a private alcohol rehabilitation clinic following her second DWI (Driving While Intoxicated) conviction. Initially Christine denied any other problems other than “liking to get drunk and party”. However, it soon became clear that Christine was depressed and used alcohol to buffer painful feelings. Christine’s therapist, however, was unable to identify what was underlying the depression, although she suspected some kind of early trauma had occurred. During therapy, Christine revealed that she had been sexually and physically abused by an uncle when she was a young child. Christine’s therapist, then, addressed this with Christine in treatment. Christine was eventually able to talk about these early traumatic experiences and how her use of alcohol was a way of dealing with and pushing

 away the painful feelings (Newhill, 1995).


3.4.3 Learned Helplessness
When people feel

 that they have no way of dealing with a negative situation, they may display what is called learned helplessness (Maier & Seligman, 2016). Once this happens, they may give up, and may fail to see a solution to their difficulties when one does become available. Those who adopt or fall into a pattern of learned helplessness become unable to take any steps to make their lives better. Here is a short case example illustrating learned helplessness

:Rose, a 45 year old married white woman, was brought to the county hospital emergency room by her husband. The husband told the ER doctor that Rose had taken pills in a suicide attempt. Rose denied this and stated her husband “lies all the time”. Alone with the doctor, Rose stated that her husband has abused her continually over the course of the past 15 years. He has broken her ribs and both arms, blackened her eyes repeatedly and caused a miscarriage once by kicking her in the stomach. When the ER doctor asked Rose why she hasn’t left her husband or gone to a battered women’s shelter, Rose tells the doctor that there is nothing she can do: “He’ll find me and just drag me back home again. Besides I know that if I just learned to be a better wife and not make him angry, he’d stop. Everything I do is the wrong thing.” The ER doctor eventually felt so frustrated with his inability to mobilize Rose to do something about her situation that he discharged her with a referral for counseling, telling the charge nurse “I hope she doesn’t come back. All we can do is patch her up

”(Newhill, 1995).


A study of women in Turkey who had been interviewed

 at a shelter for women were asked about experiences of trauma, and reactions to this trauma (Salcioglu et al., 2017). Nearly 90% of the women reported experiencing abuse in their homes from partners or other family members. Their responses indicated that many were fearful about being once again abused if they returned to their family and felt they had little if any control of stopping this. PTSD was diagnosed in 48% of the women and nearly a third were depressed. Levels of fear and helplessness were more predictive of PTSD and depression than the actual degree of abuse received.
Logan (2018) referred to these helpless and fearful feelings as having low safety efficacy. In an analysis of the responses of 821 U.S. women about personal safety concerns, Logan found that low safety efficacy was not associated with a past victimization experience. However, it was related to feeling scared, or feeling frozen or humiliated in a past conflict situation. Logan interpreted these data as supporting a mind-set that either lead to taking action to make sure one was safe, or a mind-set that was associated with feelings of helplessness that were then associated with depression about the future

.
3.5 Emotion-Focused Coping Strategies That Can be Effective
3.5.1 Coping Through Distraction
As researchers have expanded their ideas about coping

, it is clear that some coping strategies that focus on changing the stress and upset associated with the traumatic event can be effective. Finding activities that distract one from thinking about the trauma often appears to be helpful, especially for trauma that cannot be avoided. For example, Beecham (2014) recruited a sample of employed women in the UK who had experienced abuse from an intimate partner, using snowball sampling. The women were asked how they had or were coping with the abuse through their work. One respondent described her job as a refuge (p. 600) and allowed her to be in control, unlike her situation at home. Work also allowed the women to disengage from their upset about home, and give them other issues to think about. Their identities at work also served as a buffer against the psychological abuse and belittling they received from their partner, showing them they were capable and in control. The women felt more confident at work, as well as it being a place of safety.
In another example of using distraction

 as a method of coping, Lee et al. (2017) surveyed adolescents in the Republic of Korea who had involved with a ferry that sank and killed 250 high school students. The adolescents in the sample reported on their internet use before and after the disaster. Those with low levels of PTSD increased internet use a small amount, but those with high levels of PTSD increased substantially, to a level the researchers described as problematic internet use. Thus, in this case, distraction did not appear to be an effective coping strategy. The internet use may have been a method of withdrawal.
It may be beneficial in managing emotions

 to focus on something positive, no matter how difficult the situation (Folkman & Moskowitz, 2000). This may take the form of stopping and taking time out from an otherwise stressful situation to enjoy a beautiful sunset, or by finding small goals that can be easily achieved, or using mindfulness as a coping strategy while dealing with ongoing trauma (Bowen, De Boer, & Bergman, 2017). Finding humor in a difficult situation can also reduce tension and assist in dealing with otherwise traumatic events. Such efforts may be especially important for coping with chronic stress, in contrast to dealing with a specific and time-limited traumatic event. Folkman (2001) has found that those who react to trauma with more positive affect are more able to use a variety of other coping strategies.
Another form of effective distraction may be physical exercise (Pebole & Hall, 2019). As Pebole and Hall outline, exercise does have positive health benefits. It has also been associated with decreased depression. Research on male veterans in the U.S. has demonstrated a positive effect on PTSD, but little work has been done with women or with those experiencing PTSD for other types of trauma. The researchers urge that this type of distraction be systematically examined as a form of PTSD treatment

.
3.5.2 Redefining the Meaning of the Traumatic Event
It has long been known that when a traumatic event happens, many victims try to understand and find some meaning in the event by putting it into a larger context (e.g., Janoff-Bulman & Frieze, 1983). In a widely cited review and theory paper, Park (2010) discussed the issue of “meaning-making efforts” (p. 258) after one is traumatized. As she explained, people have general beliefs about how the world functions. If an expected traumatic event happens, these world views are threatened, creating stress. People then might engage in one of several possible actions to reduce the discrepancy between what one expected to happen and what actually happened. Park argued that this process is often nonconscious, but not necessarily. [Although not specifically discussed, it is likely that when one is victimized in spite of following the personal safety rules believed to keep one safe, this would create this type of discrepancy. See Box 3.4 for more discussion of personal-safety rules].
3.5.2.1 Downward Comparison
One way of reframing or finding meaning is to compare one’s own experiences to others who were victimized in much the same way. By comparing oneself to another person who may have had even worse things happen, one might feel that his or her own situation is not as bad (Taylor, Buunk & Aspinwall, 1990). An early example of this was described by Scheppele and Bart (1983) who interviewed rape victims. Although all of the women in the study were legally classified as rape victims, many of the women who were forced to perform sexual acts other than sexual intercourse defined themselves as having “escaped” being raped. Perhaps this is one way they attempted to cope with their trauma from forced sexual activity, i.e. by defining what happened to them as not as bad as “true rape”?
3.5.2.2 Framing the Event in a Wider Spiritual Context
Ideas about spirituality or religious meaning are other forms of redefining what has happened and giving it a larger meaning. As de la Rosa, Barnett-Queen, Messick, and Gurrola (2016) pointed out, religious beliefs serve as a global belief system that provide an explanation for suffering and loss. Religious beliefs can give people a sense of optimism about the future, and a sense of control over the events in their lives. A belief in God is often associated with the idea that things happen for a reason. Thus, someone might feel that they were victimized purposely, as a message from God, that they needed to lead a more spiritual or moral life. Religious or spiritual beliefs were found to be strongly predictive of coping with IPV in a sample of Mexican American women interviewed in a shelter for domestic violence (de la Rosa et al., 2016). However, no data were collected on how spirituality or religion had this effect. Using a sample of largely Black women recruited from the community who had experienced IPV within the last 6 months, Howell, Thurston, Schwartz, Jamison, and Hasselle (2018) found a similar pattern of spirituality being one of the most important predictors of resilience. These researchers argued that their spirituality provided comfort for these women and helped them find a deeper meaning in their lives.
Other studies offer more information about the mechanisms. African American women in the United States have been found to be especially likely to use their spiritual or religious faith as a primary form of coping with stress or trauma (Mattis, 2002). In a qualitative study of 23 African American women from Michigan and New York, Mattis (2002) found that about half of the women specifically mentioned that their religion helped them see a larger meaning in both the positive and negative events in their lives. Many of the women also felt that their religion aided them in accepting the realities of their sometimes difficult and chronically stressful everyday lives. As potential helpers, clergy in organized religions have frequently been asked for religious help from abused women (Johnson, 2015).
3.5.2.3 Changing Personal Goals
As one considers the traumatic event and redefines this within a broader context, one may develop new behaviors and goals consistent with this redefinition. For example, one might decide to lead a more religious life. Perhaps related to finding meaning by redefining why one was victimized is the reaction of responding to a situation of being battered by a partner by changing one’s life to work in a shelter for battered women and help other women who have experienced the same type of trauma. Chapter 8 outlines how it is quite common to find staff in battered women’s shelters who describe themselves as previously battered and wanting to help other women in this situation. Other research has indicated a general association between help others and satisfaction, as indicated by positive responses such as feeling good about oneself, and energized in other relationships (Grayman-Simpson & Mattis, 2012).
A more general association between having experienced personal trauma and being willing to help others has also been reported (Frazier et al., 2013). In a longitudinal study of undergraduates, Frazier and her colleagues were able to study the predictors of daily helping in the last 2 weeks. The number of lifetime traumas the person had experienced were the strongest predictor, even after controlling for religious commitment and other personality variables. Volunteer activities generally were also higher for those with personal trauma experiences. As Frazier and her colleagues pointed out, these data were consistent with many other studies showing similar relationships, especially the pattern of helping other survivors after experiencing the same type of trauma. But, as they noted, their data indicated a more general willingness to help others beyond the specific victimization experience they had had.
3.5.2.4 Finding Meaning Through Writing About What Happened
It has been argued that one way people may find meaning in experiencing a traumatic event is in writing about it (Park, 2010). Pennebaker and Beall (1986) proposed what has now become a popular technique of treating symptoms of PTSD through expressive writing. Noting that many experiencing PTSD have not disclosed their feelings about this to others, Pennebaker and Beall argued that writing about these feelings could be quite beneficial. Pavlacic, Buchanan, Maxwell, Hopke, and Schulenberg (2019) published a meta-analysis of 264 published studies using this technique. Formal analyses indicated that writing had generally been found to have some effectiveness in lowering stress associated with PTSD across this body of published research. However, not all studies found effects. Pennebaker (2018) himself has no real theory about why these effects occur and what the necessary conditions are. Park’s suggestion that it relates to reframing or finding meaning in the traumatic event may provide one explanation. Sloan and Marx (2017) offer other suggestions for enhancing the effectiveness of this intervention.
3.5.2.5 Obsessing About Meaning and Rumination
As Park (2010) noted, if one is not able to redefine or reframe unexpected trauma




, this can lead to rumination. Rumination after a traumatic event occurs can also create PTSD and increase negative reactions some time after the event has occurred (Spinhoven, Penninx, Krempeniou, van Hemert, & Elzinga, 2015). Rumination involves repeatedly thinking about the meaning and causes of negative feelings such as depression (Lyubomirsky, Layous, Chancellor, & Nelson, 2015). It may be triggered by a traumatic event and additional traumatic exposure and make it worse. Rumination is associated with hopelessness and self-criticism. It can lead to self-injury and engaging in dangerous activities. It tends to be focused on the past, unlike worry which is future oriented and may be associated with problem-focused coping. Instead, ruminators have an impaired ability to generate solutions to problems and little motivation even if they think of something that might potentially resolve an issue causing stress. There is also evidence that those who often ruminate may be rejected by other people, and even when they do seek social support, they may not receive it (Lyubomirsky et al., 2015).
Evidence of rumination




 was found in a study of 65 women who had experienced physical or sexual assault, child sexual abuse, or intimate partner violence and had been diagnosed with PTSD (Brown, Hetzel-Riggin, Mitchell, & Bruce, 2018). Data relating to negative affect, rumination and PTSD symptoms were collected. A path analysis of the data indicated that rumination appeared to be a major mechanism that related negative affect to other PTSD symptoms. The authors suggested that these data were consistent with high levels of guilt and shame associated with female survivors of abuse. Treatment for these survivors might have enhanced effectiveness if the pattern of high levels of rumination was directly addressed in these survivors




.
3.6 PTSD, Coping, and Posttraumatic Growth
As this chapter has discussed, there are many ways in which people attempt to cope




 with traumatic experiences in their lives. Those who are able to overcome PTSD or other stress reactions tend to be more mentally and physically healthy (Goldstein & Brooks, 2013). Specific coping responses depend on the particular situation and on the personality of the victim. As discussed earlier, there are a number of different forms of coping. It is difficult to determine which of these strategies is more effective, and this may well vary across individuals. One of the difficulties of doing controlled studies of coping effectiveness is that it is very difficult to know if those who appear to have fewer symptoms after experiencing a traumatic event were initially experiencing a relatively low level of trauma, or if it was the coping style employed that led to better outcomes. Timing may also matter, since symptoms change over time and can sometimes get worse for some period before getting better (Galatzer-Levy, Huang, & Bonanno, 2018).
One positive effect of trauma




 is a reaction labeled as posttraumatic growth (PTG). Tedeschi and Calhoun (Calhoun & Tedeschi, 2014; Tedeschi & Calhoun, 2004) introduced this concept to the literature as a way of describing some of the positive reports seen in clinical practice as people recovered from trauma. As Infurna and Jayawickreme (2019) discussed in their review of research on PTG, there is a standard scale measuring this. It is a self-report scale where people are asked if they have experienced any of a number of positive outcomes after experiencing trauma. Items assess changes such as developing new interests, having better relations with others, feeling increased spirituality, wanting to help others, and having a greater appreciation of life (Xiaoli et al., 2019). In a systematic review of the literature based on 26 studies meeting their criteria, Xialoi and colleagues noted that about half of those who participated in the various published studies reported moderate to high levels of PTG. Younger adults were more likely than those over 60 to report PTG, and women reported this more than men.
Brooks, Graham-Kevan, Robinson, and Lowe (2019) sampled 268 community volunteers

 in the New England area of the U.S. who had experienced a trauma of some type. The largest categories of traumatic events were the death of someone close, accidents, and an assault by a partner or someone else. Their scale of PTG included items such as discovering one was stronger than believed earlier and now knowing one can handle difficulties in life. They were also asked about use of various coping strategies such as using active coping, emotional coping, becoming more spiritual or using avoidant coping. All of the coping strategies were correlated with PTG except avoidant coping. An unexpected finding was that having had intrusive thoughts was positively correlated with PTG. In trying to explain this, Brooks et al. speculated that such thoughts might have led to a reassessment of the event, leading eventually to successful coping and PTG.
In a review of studies addressing the issue of PTG

 in battered women, Ulloa, Hammett, Guzman, and Hokoda (2015) found 17 studies that reported on this. They noted that the general pattern was that PTG was reported in formerly battered women after they had decided to leave their abusive partner. Three commonly reported forms of PTG were feeling better about oneself, having greater spiritual awareness and becoming more active in helping others.
Although there is clearly much research examining PTG, Infurna and Jayawickreme (2019) raised questions about whether these findings reflected actual reality or were instead an illusion of growth. As they pointed out, people might report feeling better either to look better to others or to themselves. They may believe they have made positive changes, but this might not reflect objective reality. They further pointed out that the PTG scales ask only about positive changes and don’t assess negative changes or other continuing PTSD symptoms. Infurna and Luthar (2018) noted in an earlier paper that PTSD has several important dimensions. These include low levels of life satisfaction, strong negative affect, low positive affect, problems with general health, and concerns with physical functioning. It is very possible that someone could show increased positive affect, but still suffer in these other dimensions. Full recovery from PTSD would imply changes in all of these dimensions




.
3.7 Differences in How Individuals React to Traumatic Events
People who have experienced a traumatic event can react to the experience in a variety of ways. Some individuals appear to sustain no negative effects, while others may have quite extreme reactions. Certain demographic groups within our society appear to be more likely to experience PTSD than others. Racial and ethnic differences have been found in the incidence and prevalence of serious trauma reactions including PTSD (Roberts, Gilman, Breslau, Breslau, & Koenen, 2011). In a large U.S. sample, overall, about 9% of Blacks, 7% of Whites and 4% of Asians reported experiencing PTSD. Blacks were more likely to develop PTSD after exposure to a traumatic event, though. Types of trauma experiences also varied by race. Blacks and Hispanics had higher risk of child maltreatment, especially witnessing parental IPV. Similar findings can be seen in a study by Alegría et al. (2013) who assessed whether PTSD varied in prevalence, diagnostic criteria, endorsement, and type and frequency of potentially traumatic events by analyzing data from a large representative U.S. sample of white, Latino, Asian, African-American and Afro-Caribbean adults. The researchers found marked differences across groups with Asians having the lowest prevalence rates of PTSD, while African-Americans reported higher rates as compared to non-Latino whites, even after controlling for type and frequency of traumatic events and various sociodemographic, clinical and social support factors. These differences may be explained by differences in risk factors in the environment. For example, poor housing quality associated with low-income communities is related to lower levels of well-being generally (Coley, Leventhal, Lynch, & Kull, 2013). There is more environmental pollution and other hazardous risk in low-income and black areas (e.g., Banzhaf, Ma, & Timmins, 2019) and less spending generally on parks, transportation and schools in these areas (Zuk et al., 2015).
There are also gender differences in reporting reactions to trauma. Women are more likely than men to report traumatic reactions and to be diagnosed with PTSD. In a widely cited review of the literature, Tolin and Foa (2006) compared levels of PTSD in women and men. In order to control for the type of trauma experienced, this was held constant in the analysis. Results showed a consistent effect for women to be higher in PTSD after all types of trauma except child sex abuse. Similar results were reported by Lehavot, Katon, Chen, Fortney, and Simpson (2018) in an analysis based on over 36,000 U.S. adults. Within the Levavot et al. study, women veterans had the highest rates of PTSD, followed by women civilians. Rates for veterans were higher than for civilians for men, but both groups were lower than either of the female groups. It is not clear if this means women actually react more to negative events, if they are merely more willing to admit that they are experiencing negative reactions, or this consistent gender difference is related to the types of trauma that women are more likely to experience (interpersonal assaults such as IPV and sexual abuse) (APA, 2013). One explanation for women being more likely to report having PTSD symptoms is that women are socialized to be more open than men about their emotions, especially admitting fears and anxieties (Yoder, 2013). Men, on the other hand, may be socialized to be tough and not to react emotionally to trauma or to seek help after experiencing a traumatic event. Since we can never truly know how strongly someone is reacting, independently of what they say, it is impossible to know if women are really experiencing higher rates of PTSD or other psychological symptoms, or if they are simply more willing and able to reveal their symptoms and feelings to others.
Personality factors that have been found to relate to experiencing PTSD. Having negative appraisals of life events, a pessimistic outlook, and inappropriate coping strategies can elevate risk for developing an acute stress disorder in the face of experiencing trauma (APA, 2013; Araujo et al., 2014). In a classic paper published in 1987 on resilience, Rutter described a general tendency of some individuals to be resilient to all types of stresses in their lives. Since that time, thousands of papers have refined this concept. In more recent papers, resilience is defined as “the capacity to overcome significant life adversity” (Infurna & Luthar, 2018, p. 43). Resilience was found to be associated with emotional-regulation, interpersonal strengths, optimism, and meaning making in a study of adolescents and adults in a low-income community in Appalachia (Hamby, Grych, & Banyard, 2018).
One debate in the literature relates to posttraumatic growth and to the prevalence of resilience. In a review of 54 studies, Galatzer-Levy et al. (2018) found evidence that most people display resilience in response to major life stressors. As they explained, there is evidence that the majority of people have been exposed to at least one potentially traumatic event, and often to many such events, and only a minority develop PTSD. Of those who do develop PTSD, the largest group of people have recovered from this. Other patterns are experiencing chronic stress in response to trauma, and have delayed PTSD symptoms some time after the event occurred. They also noted that there was no evidence that these patterns were related in any meaningful way to the severity of the event. These data would imply that most people are resilient.
These conclusions, based on an analysis of other studies indicating high levels of resilience, were critiqued by Infurna and Luthar (2018). As they outlined, PTSD responses to trauma involve a variety of different reactions including lack of positive affect, higher levels of negative affect, worsened physical health and other symptoms. Most studies focus on only a small subset of all the possible reactions. Of those studies looking at more than one of these types of reactions, a much smaller percentage of people would be classified as resilient. They argue that a better summary of reactions to traumatic events is that most people do recover, although they do have some PTSD symptoms after the event.
Consistent with the view that only a minority of people are truly resilient is work by well-known researchers such as Caspi and Morritt (2018) that there is a general human tendency that predicts a person’s likelihood of developing any type of mental disorder. They name this the p dimension and argue it is somewhat analogous to the g factor of general intelligence. People vary in terms of how much of this tendency exists in their personality, and it shows up quite early in childhood. They suggest this is probably genetically based and may be evident in the structure of the brain. The paper presenting this theory has already been widely cited, but the ideas are acknowledged to need further research.
3.8 Summary
This chapter has reviewed the research on general reactions of individuals who are victimized by a range of types of assaults, accidents, natural disasters and other stressful and traumatic events. We discussed in detail one reaction syndrome that has been identified by the American Psychiatric Association as posttraumatic stress disorder or PTSD. PTSD involves a number of symptoms including anxiety, sleep and eating disorders, anger, and other reactions that may last for months, or even years. Repeated trauma and victimization caused by another person, the situation of many people victimized by family violence, are especially stressful. A new classification system, the ICD-11 is also briefly discussed.
Once one has been exposed to a traumatic event, the person may no longer feel safe in his or her daily life, which adds to stress levels, and elevates risk for trauma reactions from future stressful events. There are many forms of coping with victimization. One basic type of coping involves trying to lower stress levels through trying to ignore what happened or diverting attention to other things. Other coping occurs when the victim does something concrete to try to change the situation that led to the victimization or to ensure it will not happen again. Determining what might create safety for the future may include self blame, a relatively controversial form of coping. Redefining the traumatic event as some type of personal challenge or as not as bad as initially believed or finding some other form of meaning in the trauma may be an effective form of coping.
The majority of people do not develop PTSD symptoms after exposure to a potentially traumatic event. This suggests that many people are resilient. Others may show posttraumatic growth and feel stronger after recovering from trauma. Possible biological factors in resilience are briefly discussed.
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Published Case Example
The night of August 30, 2016, Pennsylvania state police closed in on the barn where Kevin Ewing had been holding his wife Tierne hostage, just a few miles from where the couple had lived and raised their two children. Mr. Ewing saw the troopers moving across the field and ordered them to get back. A few moments later, the police heard three shots. Entering the barn, state trooper Sarah Teagarden saw Mrs. Ewing dead on the floor from two gunshot wounds and Mr. Ewing lying on the floor next to her with a self-inflicted gunshot wound to the head. He was taken to the hospital where he died the next morning. This murder-suicide was the culmination of decades of escalating physical and psychological abuse of Mrs. Ewing at the hands of her husband. Only a month earlier, Mr. Ewing kidnapped and held his estranged wife hostage, torturing her for 12 days. Following her escape, Mr. Ewing was charged with kidnapping and assault “for branding her with a metal rod, binding her with wire and locking her in a closet, covering her mouth with duct tape, pistol-whipping her, and threatening repeatedly that he would shoot her in the head then shoot himself, too” (Kane, 2016, p. A-6).
Kevin and Tierne Ewing were a couple from the time they were in the 8th grade, but their relationship was characterized from the beginning by verbal and physical abuse according to police, family members and neighbors. Fifteen years prior to her murder, Mrs. Ewing had finally obtained a protection-from-abuse (PFA) order, which was soon violated by her estranged husband resulting in Mr. Ewing spending 7 months in jail. The couple reunited after Mr. Ewing was released from jail but it wasn’t long before the abuse started again. A cycle comprised of abuse, obtaining a PFA order, violating the PFA order, criminal charges, subsequent brief jail terms related to the abuse, and then reuniting as a couple repeated itself over the years. Washington County Assistant District Attorney Kristen Clingerman, a special victims prosecutor, tried her best to protect Mrs. Ewing by legal means but to no avail. Trooper Teagarden said she had seen similar behavior from abused women, stating: “Anybody you would talk to would ask ‘Why did she go back?’ But, mental health professionals will tell you, and I’ve seen it again and again, battered women, this is what they do. They go back. Mrs. Ewing is the classic, quintessential example of battered women’s syndrome. The question is, how do you teach these girls, these women not to go back?” Mrs. Ewing’s death was senseless, but it was not unexpected. (Kane, 2016).

The focus of this chapter is on couples where men perpetrate severe violence, often labeled as battering, against their female partners in committed relationships. Like the case of Kevin and Tierne Ewing, such couples generally live together and are often married, although, as explained in this chapter, the pattern of the battering relationship often starts earlier before the couple is in a committed relationship. For the Ewings, it began soon after eighth grade.
Intimate partner violence (IPV) does not necessarily take the form of severe violence or battering where one partner dominates the other. Chapter 5 looks more closely at relationships with what may be relatively low violence levels, often perpetrated by both the male and female partner. Other patterns described in Chap. 5 are joint couple violence or relationships where the woman is the more violent partner. Violence in an earlier stage of a heterosexual relationship, often labeled as dating violence
, is another form of intimate couple violence or aggression, but in a less committed stage of the relationship that is also examined in Chap. 5. Violence within gay male and lesbian couples has similar patterns to the patterns of heterosexual IPV, is also discussed in Chap. 5. Leaving aside these other forms of IPV, this chapter looks at what are traditionally known as battered women and their male batterers.
4.1 History of Research on Battered Women
In the 1970s, feminist activists and researchers began to write about and publicize the situation of the battered woman who was physically and emotionally abused by the man she lived with (see Martin, 1976; Pagelow, 1981; Walker, 1979). Until this time, there was very little attention given to partner violence within psychological and social science research. After these early books, this began to change. Along with increased attention among researchers and the public, battered women’s shelters were set up to provide emergency housing for women attempting to escape from an attack by their partner in the United States as well as in other countries such as England (Walker, 2001; see Chap. 8). Although these shelters were initially established by small groups of women relying on donations, they eventually became institutionalized. Once shelters were established, many quickly found that the need for emergency shelter was far greater than they were able to provide, and women had to be turned away (Koss, White, & Lopez, 2017).
Along with rape, the problem of battered women was seen as one of the major issues confronting women by feminist activists in the 1970s and 1980s (Frieze, 2005). In addition to helping individual women through providing emergency housing, there was also lobbying to change our legal codes beginning in those years. Feminists were quite active in the 1970s and 1980s in identifying wife battering as a crime and arguing that more legal action was needed to make men stop battering their partners (Murray, 1988; United States Commission on Civil Rights, 1978; Van Hasselt, Morrison, Bellack, & Hersen, 1988). Laws had previously addressed male violence toward his wife or partner to some level, but there was a general tolerance of violence within marriage. Only very serious violence or murder was taken seriously (Pleck, 1989). Walker (2001) and Barner and Carney (2011) outline some of the changes in laws through the twentieth century.
One of the early theories explaining the reactions of battered women was developed by Walker (1979), who outlined a pattern of reactions which she labeled as the Battered Woman Syndrome in her book, The Battered Woman. A similar theory was proposed by Graham, Rawlings and Rimini (1988) as they related the experiences of battered women to those of a group of hostages held during a bank robbery. The robbery victims experienced what came to be known as the Stockholm Syndrome



. A number of other theorists have also discussed the dynamics of battering relationships. Some of the newer theories focus on the motivations of the violent man. Partner battering


 has been labeled as patriarchal terrorism
 (Johnson, 1995), and later was renamed intimate terrorism
 (Johnson & Ferraro, 2000). Stark (2007) presented another analysis of both the abusive man and his female partner in his book Coercive Control: How Men Entrap Women in Personal Life.
4.2 Dynamics of Violent Relationships
Many authors have provided vivid examples to explain the life of the battered woman and how this type of relationship develops over time. It appears that battering relationships often follow a general pattern. The description below of this type of violence is based on the first author’s own interviews with battered women and on clinical work and research by Johnson (1995), by Pagelow (1981), by Stark (2007), by Tjaden and Thoennes (1998), and by Walker (1979). After describing the general pattern of wife battering, specific research findings are reviewed as they relate to different aspects of this type of relationship.
4.2.1 How Does the Battering Relationship Develop?
The beginnings of what will become wife battering can often be seen very early in a relationship, often when the couple begins to be in a serious dating relationship. These relationships often appear to be very romantic, with the male partner very involved in the life of the woman. He frequently communicates and is generous with gifts. He likes to know what his partner is doing and may call or check with her frequently in other ways. He wants to be with her any time he can, and may become jealous when she is not with him or shows interest in any other man. At this early stage of the relationship, this desire for a high level of intimacy and involvement in her life is seen by her and others as indicating his strong love for her.
Although the intensity and superficially romantic behavior continues, at some point, perhaps when he is feeling upset about something, the man slaps or hits his female partner. He does no real physical harm to her. He apologies and begs her to forgive him. He says he does not know what came over him, and proclaims and he will never do anything like this again. Since she cares about him, she is quick to forgive him. They may reaffirm their caring for one another through passionate sex. Note that although neither is likely to be consciously aware of this, the passionate sex and expression of caring from her is reinforcing his earlier violence. As discussed in Chap. 2, behaviors that are reinforced are likely to occur again.
After this first incident of violence, the relationship goes back to its earlier patterns. He continues to care about what she is doing, and she welcomes this display of his caring. But, eventually something happens, and he is violent again. The violence may be somewhat more severe this second time. He again apologizes, saying he can’t understand how this happened. He assures her that he won’t use violence against her again. She sees his distress and is again willing to accept his apology. He notes how much he loves her and seems to want reassurance from her that she still loves him. They reaffirm their caring, perhaps again with passionate sex. As in the original incident, the violence has again been reinforced.
Over time, his use of violence


 occurs again and again, perhaps getting a bit more severe every time. His apologies become shorter and shorter, and eventually stop completely. Along with his physical violence, he also becomes psychologically abusive. He blames her for his violence, saying that if she would only do the things he asks, he would not have to use force against her. She may accept this accusation, and blame herself for the violence. He begins to tell her that she has so many faults, no one else would ever want to be with her. He may force her to have sex, a situation now labeled as marital rape (see Box 4.1).
Box 4.1: Types of Intimate Partner Violence
According to the U.S. Centers for Disease Control and Prevention [there are four main types of intimate partner violence as proposed by Saltzman, Fanslow, McMahon, & Shelley, 2002]:	Physical violence
 is the intentional use of physical force with the potential for causing death, disability, injury, or harm. Physical violence includes, but is not limited to, scratching; pushing; shoving; throwing; grabbing; biting; choking; shaking; slapping; punching; burning; use of a weapon; and use of restraints or one’s body, size, or strength against another person.

	Sexual violence
 is divided into three categories: (1) use of physical force to compel a person to engage in a sexual act against his or her will, whether or not the act is completed; (2) attempted or completed sex act involving a person who is unable to understand the nature or condition of the act, to decline participation, or to communicate unwillingness to engage in the sexual act, e.g., because of illness, disability, or the influence of alcohol or other drugs, or because of intimidation or pressure; and (3) abusive sexual contact.

	Threats of physical or sexual violence use words, gestures, or weapons to communicate the intent to cause death, disability, injury, or physical harm.

	Psychological/emotional violence
 involves trauma to the victim caused by acts, threats of acts, or coercive tactics. Psychological/emotional abuse can include, but is not limited to, humiliating the victim, controlling what the victim can and cannot do, withholding information from the victim, deliberately doing something to make the victim feel diminished or embarrassed, isolating the victim from friends and family, and denying the victim access to money or other basic resources. It is considered psychological/emotional violence when there has been prior physical or sexual violence or prior threat of physical or sexual violence. In addition, stalking is often included among the types of IPV. Stalking generally refers to “harassing or threatening behavior that an individual engages in repeatedly, such as following a person, appearing at a person’s home or place of business, making harassing phone calls, leaving written messages or objects, or vandalizing a person’s property” (Tjaden & Thoennes, 1998).




This information comes from the CDC. See the website for further information at http://​www.​cdc.​gov/​violencepreventi​on/​intimatepartnerv​iolence/​definitions.​html

As this pattern develops, it has happened gradually, and neither party may be truly aware that his violence now defines their relationship. Both partners may continue to believe that the most recent violence was caused by particular events occurring at that time and don’t expect the violence to reoccur. She hides the violence from others, because of feeling guilty, either for causing him to beat her or because of deciding to stay with or even marry a violent man. Her need to hide the violence she is experiencing from her partner may lead to a sense of social isolation, since she feels she cannot talk to others about her situation. She may find that her partner gets angry when she spends time with friends or family, and may also limit her social contacts because of fears of his violence. As discussed in more detail below, she begins to suffer from a variety of emotional and physical health problems.
The following case illustrates this common pattern of an episode of abuse occurring, the perpetrator apologizing and being contrite. It also demonstrates his promising to change but, without intervention, the abuse often occurs again and, in this case, heavy alcohol abuse was (as it often is, Testa & Derrick, 2013) associated with intimate partner violence. The case also shows how the female victim of abuse may try to leave multiple times before she makes a commitment to really leave and/or get assistance.
Case Example #7
Julie is a 25-year old married white female with one child who was brought to the crisis clinic by her sister-in-law. Julie states that her husband kicked her out of the house 2 days ago and she has no place to go and is, essentially, homeless. Her sister-in-law took her in to stay with her family but her husband (Julie’s brother-in-law) says he wants Julie to leave because his brother will get too upset. Julie’s husband drinks heavily on a daily basis, beats her up regularly and she doesn’t know what to do. Julie presents as an attractive young woman who is upset and desperate. Her speech is pressured, affect is somewhat labile in presentation, there is no evidence thought disorder, and she denies suicidal or homicidal ideation. Julie has stayed at the battered women’s shelter before but has never been willing to stay longer than overnight. When I inquired as to why she doesn’t stay longer at the shelter, she says that she has always contacted her husband, he apologizes and promises never to hit her again and so she returns home. Things are good for a couple weeks or so but then his drinking escalates and inevitably he abuses her again. Julie realizes she needs to do more than what she has done so far to change her situation, including staying at the shelter and getting counseling, so I called the shelter and she talked with them on the phone and agreed to go there and commit to staying for a few days. Her sister-in-law agreed to drive her over.

As this point, the relationship can now be labeled as the type of battering relationship described in the many writings on battered women. Violence may be quite common in these relationships, but there may also be long periods of no violence. The male partner is violent to the children as well as to her. He destroys her possessions and may kill or injure any pets (see Chap. 7). She may experience severe injuries. The battered woman lives in constant fear that something she might do will initiate another incident of violence. Her self esteem lowers as she hears repeated comments from him about things she does wrong and about negative aspects of her personality. He may make nasty comments about her in front of other people. He also discourages her from seeing friends or family, saying that she gets upset when she does this.
She may react to this continuing pattern of abuse in various ways, as discussed later in this chapter in more detail. She is likely to try to fight back, but often this results in him being even more violent. She may try to get help from any family or friends she still has contact with. Calling the police is another way she might try to get the violence to stop, but if he is arrested, he is often even more violent when he comes home. If she does fight back, she might even be arrested, too (see Chap. 5). She may seek refuge in a battered women’s shelter, where she can be safe for a little while. But, she will typically return to her abuser after she feels he has calmed down. He may have sent her a message that he loves her and wants her to return, or he may threaten her and tell her he will harm someone she cares about or do damage to some possession or a loved pet if she does not return. She may realize she cannot escape him if she tries to return to work. And, she has nowhere else she can go to live where he cannot find her.
The following case illustrates how even when an abused victim takes action and evicts the abuser from the home, the abuser may stalk and continue to assault the victim. (More information is available about this case in the case appendix). Case #2 shows how victims may seek help through all the appropriate channels, e.g. calling the police or seeking refuge at a shelter, but not receive the help needed. It also shows how a woman who has been repeatedly abused and hasn’t been able to get help, resorts to a violent action to protect herself and her children.
Case Example #2
“Joyce” is a 22-year-old single African-American woman who, under extreme stress, came to the crisis clinic with her 4 year old daughter for help. Joyce tells the crisis worker that a little over 2 years ago, she started going out with a man named “George”. Their relationship went well at first, and so she allowed him to move with her (her other child, a 2-year-old boy, is his biological child). Soon, however, George started beating Joyce frequently and severely. Once he beat her breasts so badly they got infected and she had to have surgery. Joyce finally kicked George out of the house, but he continued to come around and abuse her—he would follow her in parks and on the street, and then would attack her. Sometimes she was successful in pressing charges and having him put in jail, but recently the police had been unwilling to act on her complaints.
Joyce tried to get help from every resource she could think of including the police (repeatedly), the local district attorney, and Haven House∗ (the local domestic violence shelter), but got nowhere. The situation had progressed to the point that George was calling her constantly and threatening that he was going to kill her. Joyce developed ulcers, couldn’t sleep and lost weight. George had also beaten Joyce’s two children, and the children began having nightmares, angry outbursts and showing fear toward adult men in general. Finally, in desperation, Joyce borrowed a gun from her sister, and after a particularly brutal beating in which George poked Joyce’s eye in with a stick (she required many stitches), she finally went out, found George sitting on a park bench, and after much deliberation, walked up and shot him. She then went to a pay phone and turned herself in to the police. Joyce states that for the first time – sitting in jail - she felt safe.

4.3 Types of Abuse
As the overview above suggests, a battering relationship often includes many different types of abuse (Carney & Barner, 2012). Although the types of abuse can be defined in many ways, we present the official U.S. government definitions in Box 4.1. As can be seen, IPV can be physical violence, sexual violence, threats of violence, or psychology or emotional aggression. Other types of violence or aggression have also been associated with IPV as outlined in Box 4.2.
Box 4.2: Other Types of Partner Abuse
In addition to the types of abuse outlined in the text, partner abuse can take a number of other forms:	Kidnapping
. A recent study was published exploring cases of intimate partner kidnapping reported in FBI statistics (Blumenstein, 2015). This tends to be something that young men do, kidnapping a young woman. People under the age of 18 were not included in this study. Blumenstein argued that this type of intimate partner kidnapping was more common than non-intimate kidnapping among adults.

	Stalking
. A desire to know what the partner is doing is often seen early in the relationship which develop into battering relationships (Williams & Frieze, 2005) as well as during the relationship. It may be especially common during the breakup period (Norris, Huss, & Palarea, 2011).

	Economic Abuse
. Controlling the partner’s ability to acquire or use money and other economic resources. It may include interfering with the woman’s job, stealing money from her, or generating debt in her name. Adams, Beeble, and Gregory (2015) argue that this is a form of coercive control and can prevent a woman from becoming self-sufficient.

	Homicide
. Both male and female partners do kill their partners. In a review of the literature, Australian researchers Erikkson and Mazerolle (2013) argue that the motives for intimate partner homicide tend to differ for men and women. Men are more likely kill their female partner when jealous, when they feel a loss of control, or when she threatens to leave him. Women are more likely to kill their male partners out of desperation, resulting from previous violence from the partner, or out of feelings of social isolation.





Psychological or emotional abuse




 is generally found to be common and occurs in most battering as well as other types of violent intimate partnerships (Carney & Barner 2012). All these types of abuse tend to be highly correlated (Nathanson, Shorey, Tirone, & Rhatigan, 2012; Stark, 2007). However, some types of violence may be evident early in the relationship, and others are added later. Whether physical violence or psychological abuse comes first varies across individual couples. Salis, Salwen, and O’Leary (2014) noted in a sample of couples drawn from the community, who were not preselected as physically aggressive, that high levels of psychological aggression were predictive of physical violence a year later.
Emotional or psychological abuse

 is an important aspect of coercive control (Stark, 2007). As Hamberger, Larsen, and Lehner (2017) discussed in their review of the literature on this aspect of IPV, the idea of wanting to control the partner has been mentioned for many years in the literature on motivations of batterers. Coercive control


 involves three major elements: (1) the desire to control what the partner does; (2) the partner’s view of this control as negative; and (3) the ability of the abuser to control the partner through credible threats of violence.
Every relationship is different, but it is not uncommon for several types of violence or abuse to occur in the same relationship. However, a relationship may have only one of these elements. In a qualitative study of divorcing mothers, Crossman, Hardesty, and Raffaelli (2016) found that even without any type of physical violence, women experiencing the emotional abuse associated with coercive control reported feeling high levels of threat and fear. Their concerns were similar to those women reporting coercive control and physical violence from their partners.
Although many studies tend to focus on the physical abuse

, Nathanson et al. (2012) found that it was psychological abuse even more than physical abuse that predicted PTSD symptoms in women and intentions to leave their abuser. More specifically, Lacey and his colleagues noted that psychological abuse such as being called names in front of family members was especially predictive of trying to leave the abusive partner (Lacey, Saunders, & Zhang, 2011). Early research has noted that sexual abuse

 may be especially traumatic (Frieze, 1983). In a study of women recruited from family practice clinics, about 41% reported having been victims of interpersonal violence from an intimate partner, and of those women, 58% said they had also experienced sexual abuse (Coker, Smith, Bethea, King, & McKeown, 2000). Thus, some type of forced sex often accompanies other forms of physical violence.
In a more recent empirical study of coercive control

, Dichter, Thomas, Crits-Christoph, Odgen, and Rhodes (2018) used a sample drawn from women patients in two hospital emergency departments who reported recent IPV victimization. In their sample of 553 women, they found that those experiencing coercive control from their partner also were subjected to higher levels of physical and sexual violence as well as higher levels of other forms of psychological aggression. Many of the women did fight back. There were higher reports of the women in the coercive control victimization group using physical violence than in the non-coercive control group. Coercive control

 was assessed with a scale that included items such as “He makes me feel unsafe, even in my own home” or “He can scare me without laying a hand on me” (p. 598).
Homicide

 is another very unfortunate form of IPV. The CDC reported that between 2003 and 2014, 4442 women died as a result of IPV (Petrosky et al., 2017). These data come from the CDC National Death Reporting System, and do not include all states, so the national totals would be much higher. These reported cases typically occurred during an argument, typically with the current intimate partner, but sometimes with a former partner. Young women, especially racial minority women, were more likely than older women or white women to be killed by an intimate partner.
Another type of abuse involves the batterer interfering with a job held by the abused woman. Showalter (2016) reviewed 20 studies addressing this issue. She found that many battered women reported receiving harassment from the abuser at work. This included numerous unwanted calls from the abuser as well as him showing up unexpectedly at their place of employment. The women complained that this led to an inability to concentrate and poorer work performance because of this. Harassment at home also resulted in not being able to get to work for these women. Not surprisingly, the women were sometimes fired because of these difficulties. Showalter concluded that such workplace concerns made the women less able to feel financially secure enough to leave their abusers.
4.3.1 Measurement of IPV
When formal research is done on IPV or violence against an intimate partner, researchers have to rely on formal scales to provide quantitative data. Most research on violence in relationships relies on these self-reports of different violent acts reported either by the person committing the violence, or the recipient or both. Such behavior often occurs in private settings and would be unlikely to occur in the presence of a scientific observer. Thus, there are few alternatives to the reliance on these self-reports for the researcher.
Measurement of IPV is quite complicated (e.g., Follingstad & Ryan, 2013). The most commonly used scale for measuring partner violence is the Conflict Tactics Scale or CTS (Straus, 1979). This scale focuses on physical violence, although a few items refer to other types of violence. The CTS has been criticized by many researchers (Follingstad & Ryan, 2013; Woodin, Sotskova, & O’Leary, 2013). A revised version of the original scale (the CTS2) was published in 1996 (Straus, Hamby, Boney-McCoy, & Sugarman, 1996), but the newer version of the CTS scale has not been well accepted. Most of the studies cited in this book use the Conflict Tactics Scale (CTS) to assess levels of violence, even though this does not measure the many types of partner violence mentioned earlier, and instead measures primarily acts of physical violence. Chapter 5 describes the IPV measurement process in more detail.
4.4 Why Do Some Men Become Batterers?
There has been far more research on battered women than on their abusers, but this is beginning to change. One reason for this lack of research has been that these men may not feel that they have a problem and do not present themselves for psychological treatment. They are also difficult to locate because they don’t respond to recruitments for participants in a study of violence in marriage or even in a study described as addressing something like marriage dynamics



. However, in the past decade, more and more states have adopted mandatory arrest policies or other procedures to make sure that reports of severe partner violence are not ignored. This led to violent men being arrested and often being forced to participate in a treatment program (see Maxwell, 2012 for a review of these programs or Chap. 9). So, now batterers are more available for research. Before this, much of our knowledge about the men came from the women they abused rather than directly from interviews of the batterers themselves. Now, the men arrested for partner violence can be questioned directly. However, there may still be concerns about reports of these men in non-voluntary treatment programs


 who are motivated to say they have stopped their violence or other abuse. Keeping such limitations in mind, we briefly review some theories about motivations for battering, as well as empirical studies of battering men.
When men arrested for partner violence were asked why they were violent, the most typical answers are that it was done because they were provoked by their partner (33% of violent incidents on average), in self defense (29%) and feelings of stress (29%) (Elmquist et al., 2014). Thus, two of the most common explanations were essentially blaming the partner. These responses were based on checking how often each of a list of possible reasons was a cause for a violent episode, with the men being allowed to check more than one reason. In addition, the men reported that in about 25% of the episodes, wanting to prove their love for their partner was also a factor motivating their violence.
Researchers generally assume that people may not be aware of the factors that may be actually guiding their behavior, so the reports of batterers may not be the only explanation for their violence. As discussed in Chap. 2, acts of violence or aggression can have many underlying causes. Some of these relate to general patterns of learned behavior. Starting in childhood, people may learn that they can get things they want from others through physical aggression. Stark (2007) argued that the desire for control over their partner was one of the major motivating factors in batterers. Batterers


 may have also learned through observation of their own violent parents that partner violence is effective in getting what one wants (see Chap. 6). Once a pattern of behavior is learned, when the behavior is reinforced, it becomes even more likely to be repeated. Thus, if the initial violence is followed by exciting sex or by caring behavior, the initiator may perhaps (nonconsciously) repeat the behavior to have these same positive outcomes again. Some perpetrators of partner violence do say that the violence itself is sexually arousing (Langhinrichsen-Rohling, McCullars, & Misra, 2012). If the violence of the male partner also results in the woman being a little nicer to him, it is also further reinforced.
Another learning variable discussed in Chap. 2 is attitudes supportive of violence. When others are also engaged in aggressive behavior toward a partner, there is implied social acceptance of this behavior. In a recent demonstration that appears to support this type of indirect social reinforcement, DePrince and Belknap (2014) reported that patterns of psychological abuse appeared to be similar within neighborhoods. Another study of men arrested for partner violence found that those reporting higher levels of violence were more likely to overestimate how common such behavior was in other men (Neighbors et al., 2010). As discussed in Chaps. 1 and 5, the U.S. population has become less accepting of partner battering over the latter part of the twentieth century.
4.4.1 Personality and Battering
Batterers


 may show a more general behavior of being violent in many situations outside the home. This type of generalized behavior might be attributed to learning, but high levels of aggression generally are associated with a violent personality and often attributed to biological factors (see Chap. 2). In a meta-analysis of 61 published studies, Birkley and Eckhardt (2015) found that general levels of anger and hostility were significantly related to the likelihood of engaging in violence against one’s partner. They further suggested that teaching anger regulation should be a part of any treatment for batterers.
Other studies have also found evidence for personality being a factor in battering. Using data from the U.S. National Longitudinal Study of Adolescent Health, collected in 2001 and 2002, Ulloa and Hammett (2016) found evidence that low levels of empathy were associated with perpetration of intimate partner violence for male batterers. Low empathy was also found to be associated with a higher likelihood of engaging in partner violence again after treatment in a sample of men in treatment for partner violence in Spain (Romero-Martinez, Lila, & Moya-Albiol, 2016). This study also noted very high levels of antisocial traits in the men in the sample. In another paper from this same group of researchers in Spain, Romero-Martinez, Lila, Sarinana-Gonzalez, Gonzalez-Bono, and Moya-Albiol (2013) analyzed testosterone levels and cognitive functioning in a small sample of Spanish men from a battering treatment program and a control group. Although they did find some effects of testosterone, it appeared that deficits in cognitive functioning were more predictive of battering than testosterone. Men who had trouble understanding their wives because of these deficits may have been violent because of the frustration this generated.
In a newer analysis of personality factors Wagers, Wareham, and Sellers (2019) proposed another way of looking at a desire for control as a motive for battering. A sample of college students was used to examine the relationship between a general feeling of low self-esteem and a feeling one cannot control events in one’s life with engaging in IPV. Those with what was labeled a strong sense of internal power were found to be less likely to engage in partner abuse.
4.4.2 Battering in Response to Stress
As described earlier, the initial violence in the battering relationship often occurs when the man is under stress


 or frustrated for some reason. One form of stress may be economic problems. A study of those going to an emergency room for treatment of trauma indicated that partner violence was more common among those with low income levels than those with higher incomes (Caetano, Cunradi, Alter, Mair, & Yau, 2019). Supporting the role of frustration is research showing that partner violence is more common in groups known to have higher levels of stress, such as being a member of a disadvantaged minority group or being lower in SES. A meta-analysis of over 200 studies examining risk factors in partner violence (Capaldi, Knoble, Shortt, & Kim, 2011) found these were both significant predictors of partner violence. Other analyses in this same review found that when stress levels were measured directly, they were associated with a greater likelihood of partner violence. However, the review was not restricted to battering relationships and included research on partnerships with lower levels of violence. Since these relationships with less severe or one-sided violence are far more common than battering relationships (see Chap. 5), these data may not apply directly to predicting batterer’s violence.
Another group that may experience higher levels of stress


 is legal and illegal immigrants who also appear to have relatively high rates of family violence (Prakash, Prevot, Kola, & Wood, 2019). Stress was specifically cited as an explanation for why immigrant Mexican men who had recently come to the United States were more violent (Grzywacz, Rao, Gentry, Marin, & Arcury, 2009) Based on interviews with men and women (all in violent partnerships, but not interviewed if partnered to each other), the researchers concluded that conflict within the couple over changes in the family resulting from employment of wives contributed to stress and violence in the men. Because women were employed, they were no longer able to do as many things in the home, and men had to help with cooking and cleaning, which they resented. They may have felt that they were having to do what they labeled as women’s work. Women also became more independent and were not willing to leave financial decisions up to their husbands.
The Case #12 involves an immigrant family from Guatemala and shows how lack of English fluency can leave the abused woman particularly stressed, isolated and vulnerable to ongoing abuse. Emotional coercion


 and threats by the abusive husband, with or without physical violence, may be used to force the abused wife into sex. It also shows how an initial disclosure may occur shortly after the most recent episode of violence, when the victim is afraid and angry, however, the victim may retract because of coercion by the abuser and/or their extended family, fear of losing the abuser’s financial and emotional support, or fear of child welfare involvement.
Case Example #12
Itzel and Felipe migrated to the U.S. for work 3 years ago. Itzel did office cleaning before she was pregnant with Francisco. Felipe used to do itinerant agricultural work, but took full-time employment in a restaurant kitchen when Itzel became pregnant. Felipe speaks English well enough to communicate and take care of day to day needs, whereas Itzel cannot speak, write, or understand English at all. Because of this, Felipe has full control of the family’s shared checking account and makes all of the family’s business decisions. The family became known to social services when a downstairs neighbor called to say that there is often shouting and banging around upstairs, often accompanied by Francisco crying. When the family were interviewed, Itzel had a visible bruise on her neck and cheek. Felipe denied that he has ever been physically violent, and stated Itzel’s injury was from a fall in which she hit her face on the coffee table. Felipe also states that Itzel doesn’t want to take care of the finances and isn’t interested in taking English classes. Itzel claimed in her interview that Felipe has become increasingly angry due to a combination of financial stress and changes in their relationship since Francisco was born. Itzel states Felipe has always had a temper, but he didn’t start hitting her until after Francisco was born. He has also told Itzel that, despite their small income, she cannot work. This is even despite the fact that Itzel has a Spanish-speaking friend who would keep Francisco for her in exchange for errands around the house. Itzel states also that she knows Felipe has been seeing other women, he often stays out late and either comes home drunk, or not at all. Felipe has become upset about their decreasing sex life, and says that he takes care of Itzel and Francisco so she owes him. Itzel denies she has ever been physically forced to have sex, but states that Felipe will get very angry and threaten to withhold money. Itzel also states that Felipe will not allow her to take free English classes, because he says she will start meeting men behind his back. Felipe is a doting father to Francisco and has not done anything to hurt him, though he will yell at Itzel and hit her even if she is holding Francisco. Felipe was soon asked to leave the home for the duration of the investigation. When Itzel found out, she immediately recanted everything she had said, stated she did get a bruise from a fall, and that she was just so angry at Felipe for infidelity that she wanted to scare him. Itzel was advised that if she allows Felipe to move back in before services can be secured, that Francisco will be removed. The family were referred to intensive in-home services provided by a Spanish language family support agency.

Another stress factor possibly relating to partner violence is pregnancy. As James, Brody, and Hamilton (2013) found in a meta-analysis of 92 studies, higher rates of violence and emotional abuse were sometimes reported when the female partner was pregnant, although this is not always the case. Abuse during pregnancy was higher when the partners were not married and the pregnancy was not intended. It is likely that both of these situations might be associated with higher levels of stress. Perhaps the conflicting results relating to the effects of pregnancy are related to this sometimes being a stressful situation, but not always?
The following example was reported in the New York Times from testimony delivered in 1977 during a hearing before the New York Senate Democratic Task Force on Women and the Assembly Majority Panel on Women’s Issues in 1977 (Klemesruda, 1977):During testimony at the hearing, Hortense Barber told the panel that her husband beat her for the first time after she told him she was pregnant with their first child: “He knocked out my two front teeth and split open my upper lip” and later, as her pregnancy continued, he blackened her eyes multiple times, threw a knife at her which cut her knee, and punched her in the throat after she came home from palate surgery, which ruptured the stitches. She finally left home and filed for divorce after he broke a plate over her head and a shard from the plate lodged in her arm. Her husband looked at the wound, told her it shouldn’t keep her from doing the housework and ordered her to clean the house or he would kill her. After her husband left for work, Mrs. Barber packed a suitcase, took the $300 she had saved for furniture, grabbed her 9 month old baby and left.


The batterer’s behavior might relate to the basic level of attachment to his partner. Although not directly applied to the situation of partner battering, Spitzberg and Cupach (2014) outline a very interesting theory about men who stalk their partners when they attempt to leave, arguing that they may have an insecure or anxious attachment style. Those with this pattern of attachment to a romantic partner are often quite distressed over a possible breakup of the relationship, and may exhibit anger and jealousy toward their partner. As noted above, these types of reactions are often seen in battering men. Spitzberg and Cupach report some empirical support for their association of stalking with attachment style. In a related study of stalking and surveillance behaviors, men who were highly attentive early in the relationship, always wanting to know where their partner was, were more likely to engage in these same types of behaviors after the breakup of the relationship (Williams & Frieze, 2005). Others have also noted the association of violent stalking and battering (Logan, Leukefeld, & Walker, 2000; Mechanic, Weaver, & Resick, 2000).
4.4.3 Violence as an Expression of Masculinity
Finally, although a good deal of research has looked at a possible relationship between ideals about masculinity and violence (see Chap. 2), and this has been looked at as a possible predictor of partner violence, results have been mixed. Reidy, Berke, Gentile, and Zeichner (2014) investigated this in an on-line study using volunteers on the MTurk website. The initial sample consisted of 600 men from the U.S. ranging in age from 18 to 50 who identified as heterosexual. As expected, those with higher scores on a measure of hyper-masculinity were more likely to engage in both physical and sexual violence as well as psychological aggression. Another predictor of all three types of aggression was what they labeled as the Masculine Role Discrepancy Stress scale
. This was based on items such as “I worry that people judge me because I’m not like the typical man” and “I worry that women find me less attractive because I ‘m not as macho as other guys” (p. 161). Thus, both men rating themselves as more masculine and those who wished they were more masculine tended to be more likely to abuse their female partners.
As this brief survey suggests, there is no simple answer to the question about why some men are abusive. It is likely that there are different patterns of partner violence, and some predictors may be more associated with some types of abuse than others. This issue of different patterns of partner violence is explored in more detail in Chap. 5. As Karantzas, Simpson, and Miller (2019) have suggested, better understanding of battering may come with theory generated from relationship science.
4.5 Reactions to Being Battered
The following case vignette illustrates how victims of domestic violence are often seen in the emergency room when they sustain injuries so severe that they must access medical treatment. This opens an opportunity for emergency personnel to identify the presence of domestic violence and arrange for help. The vignette also shows how a woman who is severely battered by her male partner may make a suicide gesture or attempt either to force access to help or as an act of desperation. Emergency room contact is often a time when victims are most motivated to seek help as they are safe in that environment, the most recent violence may be severe, and transportation to a shelter is available.
Case Example #8
Rose is a 44 year old married white female who was brought to a rural community hospital emergency room by her husband, Tom. Tom told the ER doctor that his wife had taken pills in a suicide attempt. Rose denied this, stating that her husband lies all the time. Later, however, when talking with the crisis social worker, Rose admitted that she had taken the pills because she had felt hopeless about the situation with her husband. She didn’t want to die, but just wanted to “go to sleep and escape” the physical and emotional pain she was experiencing.
Upon evaluation by the crisis social worker, Rose presented as alert, completely oriented, although she thought today is February fourth when it was actually December 14th. Rose states that her husband has abused her for 15 years of her 18 year marriage and that she wants help. She has a large hematoma on her forehead and is complaining of severe stomach pain - her husband had kicked her in the stomach. Rose states that Tom has, over the years, broken both of her wrists, broken both her legs, cracked her ribs and given her multiple black eyes, cuts, and abrasions. Up until now she hoped he would change and stop the violence if she were a “better wife” but realizes now that hope is futile and she is motivated to get help. Rose agreed to go to the Battered Women’s Shelter and I contacted them and they agreed to accept her once she is completely medically stable and ready for discharge. Rose told the social worker that she felt better after talking.

4.5.1 Emotional Reactions and Health Effects of IPV
Post-traumatic stress disorder (PTSD)











, a complex disorder with many associated symptoms (see Chap. 3; Rizo, Givens, & Lombardi, 2017), has been identified by researchers for many years as a general response to battering (Walker, 2016). Probably the most commonly studied mental health problem associated with partner violence is depression, one aspect of PTSD (Devries et al., 2013; Scott-Tilley, Tilton, & Sandel, 2010). Other symptoms include emotional distress and suicidal thoughts (Pill, Day, & Mildred, 2017). As Pill and her colleagues concluded in their review of the research on women’s responses to IPV victimization, the repeated nature of IPV can result in even more serious reactions now being referred to as complex PTSD. Data from a large national database of emergency department records indicated that those identified as experiencing physical violence from an intimate partner were more likely to report anxiety, mood disorders and self-harming behaviors than a comparison group of other emergency department cases (Beydoun, Williams, Beydoun, Eid, & Zonderman, 2017). About .06% of the women seeking assistance in the Emergency Department were classified as experiencing physical intimate partner violence.
The experience of partner violence has a negative impact not only on mental health, but also on physical health. This can be seen in a variety of different types of samples. For example, George et al. (2019) examined radiology reports of 185 patients identified in emergency department records. Compared to a comparison group, those identified in the IPV group were more likely to have experienced fractures, especially on the face, and gynecological difficulties. Facial injuries and higher levels of cardiovascular disease were seen in women who identified as having experienced intimate partner violence in an oral surgery clinic (Halpern et al., 2017). One study estimated that 75% of the injuries from partner violence are to the face (Halpern et al., 2016). Because of this, dental providers








 may be an important group for identifying women experiencing partner violence. Because of the many injuries to the head, battered women may also experience injury to the brain and associated cognition problems (Wong, Fong, Lai, & Tiwari, 2014).
Other health consequences can be seen in an analysis of electronic health records of over 14 million female patients between the ages of 18 and 65. Within this group, 5870 were identified as having experienced “domestic violence” (Karakurt, Patel, Whiting, & Koyuturk, 2017). Statistical comparisons indicated that the women who had reported domestic violence were more likely to have had injuries of all types, especially to the face. In addition, they had higher rates of a large number of health problems including cardiovascular and gastrointestinal problems, allergies, skin problems and respiratory disease.
A growing body of literature suggests that psychosocial stress, depression, and social isolation often associated with IPV contribute to risk of cardiovascular disease (Centers for Disease Control and Prevention, 2015). Stress related to intimate partner violence usually persists after a woman leaves an abusive relationship. This continued stress may leave her vulnerable to heart disease and other health problems, highlighting the importance of prevention and early intervention efforts








 (Scott-Storey, Wuest, & Ford-Gilboe, 2009).
4.5.2 Coping: Cognitive and Behavioral Reactions
Battered women react to the physical and psychological violence they are receiving in a variety of ways (see Hamby’s 2014 book, Battered women’s protective strategies: Stronger than you know, for a detailed discussion of coping strategies of battered women). Coping strategies may relate to trying to manage one’s emotions or to attempting to change the situation (see Chap. 3). For example, the battered woman may cope by abusing alcohol or drugs (Weiss, Dixon-Gordon, Duke, & Sullivan, 2015). These are considered emotion-focused coping strategies. In their review of 48 published studies of battered women in the United States, Rizo et al. (2017) conclude that many of these types of emotion-focused strategies did not appear to have beneficial effects for battered women.
Other types of coping strategies


, labeled as problem focused, relate to attempting to change the situation creating the stress. Such strategies can take many forms, some more effective than others. As mentioned earlier, when the violence first starts, many women respond by forgiveness (McNulty, 2011). Such a reaction may not have positive consequences for the woman who was the target of the violence. Although research on all types of couples generally indicates that forgiving the partner often has beneficial effects in maintaining the relationship, this generalization does not appear to apply to violent partnerships. McNulty’s longitudinal study of 72 married couples indicated that forgiveness had beneficial effect for many couples, as expected. But, this was not the case for 37 couples with physical or psychological aggression. For these couples, forgiving the aggression meant it was less likely to decrease over time. Instead, women who did not forgive their partner for his violence were more likely have decreases in violence. This same pattern was noted in the interview studies of the first author of this book. Women who reacted very strongly and negatively to the first instance of violence were less likely to find themselves later in a battering relationship (Frieze, 2005). However, this negative reaction did sometimes result in an early breakup of the relationship.
Relating to this early forgiveness


, another strategy that may tend to occur more often in more violent relationships is for the battered woman to try to placate her abuser (Parker, Gielen, Castillo, Webster, & Glass, 2016). For example, she might try hard to do the things he asks her to do. Or, she might try to keep things quiet in the home. This type of behavior was reported by them to have been quite common earlier in a group of battered women who had finally asked for legal protection from a violent partner.
Another common reaction of battered women is to take actions to protect themselves from future violence. Such safety planning has been found to be one of the more helpful coping strategies for a battered woman (Rizo et al., 2017). Safety strategies vary widely, depending on the needs and resources of the battered women (Logan & Walker, 2018). For example, packing a bag that would allow for a quick escape or hiding weapons might be strategies appropriate for some battered women (Messing et al., 2017). Messing and her colleagues surveyed over 1000 women who had sought some type of help for IPV victimization. Two of the most popular strategies reported were leaving a key with a friend and telling other people they might need help in the future. However, neither of these strategies were associated with decreases in violence from the partner in this study. One of the most effective strategies in terms of reducing future violence was going to a battered woman’s shelter (see Chap. 8) (Messing et al., 2017).
As mentioned earlier, as the battering situation gets worse and worse, the battered woman may become desperate. Threats made by the batterer that he would kill her if she tried to leave may be taken quite seriously. When the woman feels totally trapped, and depressed, she may finally decide to attempt to kill herself (Devries et al., 2013). Suicidal thoughts or actual suicide attempts are found in higher levels in battered women and other female victims of violence at much higher levels than in non-abused women (Rizo et al., 2017). Feelings of desperation


 can also lead to attempts by the battered women to kill her partner (Stein & Miller, 2012). But these extreme behaviors are a last resort and are rare. It does appear that when a battered woman does kill her spouse, potential jurors are now more receptive to the idea of her being not guilty because of self defense than was likely the case many years ago (Mossière, Maeder, & Pica, 2018).
4.5.3 Trying to Leave the Abusive Partner
As this overview has suggested, the battering relationship develops over time and there are many reasons why battered women might remain with their abusive partners (DeKeseredy, Dragiewicz, & Schwartz, 2017; Torres et al., 2016). Torres and her colleagues developed a scale of reasons for feeling they could not leave, based on a review of previous work, and administered it to a sample of battered women in Spain. Reasons fell into six major groups, based on factor analysis of the individual items. Most commonly cited was fear of harm for herself or her children if she tried to leave, but items about feeling sorry for her partner and feeling embarrassed correlated with the fear items and were included in this factor. Feelings of attachment to the batterer and fear of loneliness was the second most cited factor for feeling trapped in the battering relationship. Feeling confused or having other emotional problems was next highest, followed by lack of income and other economic concerns, blaming oneself for the violence, and concerns about the impact of her leaving on the children. They did note that studies done in other countries have sometimes cited different factors. It is not clear if these data would be directly applicable to the situation of battered women in the U.S. although it seems likely.
Data on reasons of battered women for staying or leaving in the U.S. come from a creative content analysis of twitter accounts in response to the severe violence displayed by football player Ray Rice toward his partner in an elevator Cravans, Whiting, & Aamar, 2015). In a series of responses to the tag “whyIstayed,” one set of responses included blaming themselves, making excuses for the violence and believing that emotional abuse was not real abuse. Another category related to feelings of worthlessness, often based on long-term criticism and other psychological abuse she had been receiving. A third category was fear of the batterer and what he might do to them if they tried to leave. Other themes included believing they could change their abuser or help him in some way; believing that children would be harmed if they tried to leave; religious beliefs that required them to stay; concerns over loss of income; and concerns over having to leave friends and family to actually get away or not having others who could help. A very different set of themes emerged in response to the tag “whyIleft.” One set of themes related to finally being able to understand that they needed to leave. A second theme was having support from other people or from God. Other themes included feeling a need to protect children from abuse or from witnessing it; and fear of even more violence or even being killed if they did not leave.
Issues involved in trying to leave her batterer were further investigated in an interview study of 14 women either in a battered women’s shelter or a non-residential program serving domestic violence survivors (Messing, Mohr, & Durfee, 2015). Initial denial that the abuse had gotten as bad as it did was a common response. Others mentioned vacillating between anger and wanting to leave and hopes that they would be able to reconcile with the batterer. Sadness over termination of the relationship to someone they loved was also mentioned by several of the women.
The following case illustrates how financial concerns can be paramount for a battered woman when faced with the loss of a primary earner, especially when the woman does not work or is unable to hold employment providing a living wage. In situations where the battered woman chooses to leave with children, it is vital for someone—a friend, neighbor or social worker - to support her in accessing any benefits that she may be entitled to. Food stamps, cash benefits, housing subsidies, Medicaid, and child care subsidies all require documentation and take time to process and sometimes a great deal of effort to maintain. If the woman can safely obtain passports, birth certificates, and other vital documents upon choosing to leave, they should be encouraged to do so in order to begin this process. As Cho, Shamrova, Han, and Levchenko (2017), discussed, immigrant women may have special issues that make it especially hard for them to leave. They may also have difficulties in seeking help for the abuse (Messing, Vega, & Durfee, 2017).
Case Example #3
The Rashid family migrated from Iran to U.S. for economic reasons shortly after Basim was born. Ali is an I.T. (Information Technology) specialist and felt that the U.S. would allow him greater opportunity to advance in his field. Nur left university to marry Ali and is a full time stay at home mom. The family speak Persian at home, though the parents and Basim speak English well enough to understand professionals. Adila has some language delays. Basim’s school called with concern that his behavior is increasingly violent, and seems to be particularly directed toward his mother. Most recently Basim had asked his mother to take him to McDonalds after school for dinner because he prefers American food and didn’t want to eat his mom’s more traditional cooking. When Nur refused, Basim began hitting and kicking her. The principal and guidance counselor both spoke with Nur and found that she has been experiencing this quite a lot, and is concerned that Basim is copying his father’s behavior. Nur states that he often shoves and slaps her, though she has never been bruised by him. Basim has told female teachers and staff that he doesn’t have to listen to them because he is going to be a man, and they are only women. Social services began an investigation into the family. Ali reluctantly agreed to leave the home and stay with friends. Nur and her children hold American citizenship, so the social worker assisted Nur in applying for benefits. Nur was concerned because, even if Ali maintains support for the family and they are able to obtain benefits, their standard of living would drop. In particular, Nur was concerned that they would lose their apartment and that she and the children may have to stay in a shelter until they could obtain Section 8 housing benefit. Ali fully denied any violence, and stated that in fact Nur often yells at him and has slapped him in front of the children. Ali also denied that Basim is showing any behavior problems. Because of language delay, Adila could not be interviewed in English or with a Persian translator. When Basim was interviewed by the SW, he said his dad yells at his mom and tells her and everyone else what to do. When asked if anything else happens, Basim said his mom gets a smack, and mimicked a slapping motion. The family were found to be in need of services and transferred to long-term in-home services.

Many battered women do leave, but it is not uncommon for them to go back to the batterer after trying to leave, as the case of the Ewings at the beginning of this chapter illustrated. In a national U.S. sample, women were asked if they had ever left their current partner because he was violent toward you (Lacey et al., 2011). Because of the wording of the question, any women who had already left and were no longer with the batterer were not included in study. Thus, the sample of leavers was a group who had left and returned to the abuser at least once. This sample who had left at least once was then divided into a group of Non-Hispanic White women (n = 269) and women of color (n = 108). Data indicated that 41% of the White women and 14% of the women of color had tried to leave once. The rest had tried to leave 2 or more times (and returned). Many of the women returned after only a few days of being away. About 20% of the total sample had stayed away 76 or more days, so the majority of the women returned after a shorter time.
Case Example #3, described earlier, illustrates how battered women may exhibit a genuine wish to leave their situation, but then change their mind. This may be out of fear, loyalty to the abuser, loneliness, or the experience of manipulation or intimidation. When children are involved in abusive situations, social services may mandate that a parent leave with the child or children and may remove the child or children if the parent cannot or will not do so. As a result, mothers may hide the status of the relationship with the abuser from a CPS caseworker out of fear of losing their children.
4.6 Seeking Help From Others
4.6.1 Societal Attitudes About Battering in Intimate Relationships
Societal attitudes




 about partner violence and battered women have been changing for some time, gradually becoming less tolerant of the violence and more supportive of the battered women (Frieze, 2005). These changes in attitudes over time suggest that although a battered woman might have been very reluctant to seek help from others in the mid-twentieth century because of the negative reaction she might have expected to receive from others, she should be more willing to get assistance from others today. However, the reality of these changing attitudes is not always reflected in the perceptions of battered women today.
Overstreet and Quinn (2013) surveyed the now quite extensive literature to look for evidence of different types of stigma against battered women. They found evidence for three types of stigma. Many studies referred to what they labeled as anticipated stigma



. This was coded when studies cited fears of disclosing their status as a battered woman because of expected disapproval or anticipations that others would not help if asked. Anticipated stigma was related to a reluctance to approach friends or family for help as well as preventing battered women from seeking assistance from health care providers. Another form of stigma was labeled as stigma internalization



. This occurred when battered women did seek help and received negative reactions, leading to them accepting these judgments and blaming themselves or feeling embarrassed about the violence they received. Finally, cultural stigma



 related to negative societal views about battered women. One unanticipated effect of cultural stigma was that women whose personal situation differed from what the society defined as a typical battered woman

 may have had difficulty being believed or being offered services generally provided to battered women. For example, battered women living with a violent lesbian partner did not fit the stereotype that they had been victimized by a violent male partner.
As Murray, Crowe, and Overstreet (2018) summarize in a later paper, these beliefs result in several types of reactions in the battered women. These include blaming the victim for her abuse, treating her differently than other women, attributing her less social standing, isolating her from other people, and making her feel shame. Further analyses in this study provide more detailed information about the specific types of stigma that battered women report experiencing.
Evidence for the continuing existence of these types of stigma can be found in several relatively recent studies. For example, in a North Carolina convenience sample of mostly women who reported being abused in a former relationship with an intimate partner in North Carolina, Murray, Crowe, and Brinkley (2015) found that many of those in the sample felt that they had been blamed by others for the abuse. In another study (Crowe & Murray, 2015), these researchers reported that battered women also experience stigma from formal help givers such as mental health professionals and from people working in law enforcement or the courts. The most commonly mentioned responses from others were feelings of being blamed for the violence or being told that their experiences were not important. Murray and Crowe (2016) have written a book to try to help battered women overcome feelings of these types of stigma.
It appears that some religious groups may not always be helpful to battered women because of underlying religious views relating to gender and marriage. In a book edited by Johnson (2015), he states in the preface that the book “is concerned with empowering mental health professions to deliver culturally sensitive interventions when working with religious clients…” (p. vii). There is also evidence that some communities are more supportive and helpful than others. For example, DePrince and Belknap (2014) reported that Latino communities were more supportive of battered women’s situation than other types of communities.
Schackner, Weiss, Edwards, and Sullivan (2017) surveyed a sample of women responding to flyers, and who reported being physically victimized by a current male partner in the last 6 months and having a monthly income under $4200. Over 80% of the final sample of 212 women reported disclosing the violence to at least one person. Both positive and negative reactions were reported, at about equal levels, with slightly more positive reactions. Those receiving higher levels of negative reactions also reported more severe PTSD symptoms. Woerner, Wyatt, and Sullivan (2018) replicated these findings, noting that when reactions of others to disclosure of IPV were highly negative, with few positive reactions, the women reported the highest levels of depression and PTSD.
4.6.2 Help from Friends and Family
Most battered women do seek some type of help from others (Cho et al., 2017; Parker et al., 2016). Studies have shown that women assaulted by their partners are most likely to first turn to family or friends in seeking outside help (Sylaska & Edwards, 2014). They may also seek or want help from neighbors (McDonnell, Burke, Gielen, O’Campo, & Weidl, 2011). Some women survivors may hesitate to talk to others for a variety of reasons beyond concern about negative stigma. A group of women who have special concerns with secrecy are affluent women who are concerned about their friends or neighbors learning about the violence they are experiencing (Haselschwerdt & Hardesty, 2017).
It does appear that friends are often more helpful than family when a battered woman seeks help, although advice from either friends or family can be positive or negative (Sylaska & Edwards, 2014). For example, unsolicited suggestions to leave the abusive partner were often perceived negatively. In a qualitative study of those turned to for advice, Latta and Goodman (2011) found that these potential helpers did try to be helpful in various ways, although they often found that they felt frustrated by their efforts. In another study of attitudes about helping others in a rural area, Banyard, Edwards, Moschella, and Seavey (2019) interviewed 74 young adults from 16 different rural communities. Although most of the sample argued that their communities were close-knit and people helped each other, it was also noted that people were reluctant to speak with others about personal issues, especially serious issues such as domestic violence. There was also a sense that victims of IPV brought the violence on themselves, and they needed to respect themselves more and not tolerate the violence. These data would suggest that even when these data were collected, IPV survivors might anticipate receiving negative reactions from others.
4.6.3 Other Sources of Help
At some point in the relationship, some victims of do seek formal help beyond family and friends. This can be from the police, from social agencies such as shelters or safe houses, from counselors, or from clergy. Help may also be available through filing of legal action to bar an abusive person from the home (see Chap. 9 for more information on services for the violent partner and Chap. 8 for services for the abused partner). This type of legal help is often labeled as a Protection from Abuse Order or simply a Protection Order



. It does appear that often the women seeking these orders have previously attempted to deal with the violence themselves by placating their abusive partner or trying to leave the partner with the help of friends or family rather than turning to formal caregivers (Parker et al., 2016). Only 4% of Parker et al.’s sample of 197 women seeing these protection orders previously had stayed at a shelter for battered women. Other research indicated that protection orders can be effective. Logan and Walker (2010) surveyed 213 women who had obtained a protective order against a male intimate partner. The large majority of their sample were white women, with an average age of 33. Data indicated that 6 months after receiving a protective order, there was a lower level of reported violence against the women, even when the orders were violated. The women also reported being less fearful of future harm and felt that the protective order


 had been fairly or extremely effective. In a review of 43 scholarly articles on the effects of protective orders, Russell (2012) concluded that overall, 40–50% of these orders are violated at least once, but the women who obtain the orders tend to find them effective.
Other data suggest that many women seek more than one type of formal assistance. Messing and her colleagues (Messing, O’Sullivan, Cavanaugh, Webster, & Campbell, 2017; Messing, Vega, & Durfee, 2017) surveyed a group of women seeing domestic violence services of some type. Within this group, 71% had sought a protective order, 74% had called the police and 19% had gone to a shelter for battered women. Longitudinal data was also available in this study, allowing the researchers to see if there was a relationship between the type of assistance sought and the level of violence experienced afterwards. Those who went to a shelter and those calling the police reported the greatest reduction in severe violence afterwards. Some reduction in moderate violence, but not in severe violence was seen in those receiving protective orders. No effects were found for those receiving counseling. Trying to hide was associated with higher rates of stalking and severe violence. Those couples who did separate and had no contact were omitted from the sample. However, the outcomes associated with various forms of formal help do not always appear to be positive. Rancher, Jouriles, and McDonald’s (2018) sample of women in a shelter indicated that police involvement sometimes added to the stress of the women who called for assistance. Chapter 9 provides more information about police assistance.
The last case in this chapter depicts the role of a shelter in helping a battered woman get help from other sources, such as mental health services and addiction treatment services. It also illustrates how although an abusive partner is violent in the couple relationship, he may be a good parent for the couple’s child and even handle challenges, such as a child’s disability, well. It also highlights the type of event that finally triggers a person to leave an abusive relationship and the challenges involved in learning how to be independent after one has left an abusive relationship and the strengths that emerge in someone who has been abused once they leave and are on their own.
Case Example #28
Barbara and her former husband have a long history of marital discord with her citing his insane jealousy as being the primary difficulty in that he monitored her every move and was very controlling, including deciding who she could and could not associate with in terms of friends and family. She had a baby 16 months ago that has cerebral palsy due to birth trauma caused by use of forceps in the delivery, and the child’s problems put added stress on the marriage. Although her husband abused Barbara, he was very loving towards the baby and actually was able to cope better with the child’s problems than Barbara was, according to her, and so he now has custody. The last straw for her, in terms of the marriage, occurred 3 months ago when the husband slammed her against the wall and almost choked her to death. He now lives in another town in the county with the baby, and Barbara has her own apartment, surviving on small alimony payments. She is having a very difficult time learning to be independent and living on her own. She went straight from living with her parents to getting married and living with her husband and, until now, has never lived alone. She has no job skills but on her own has applied for Project Step and a job training program through the JTPA (Job Training Partnership Act) program. Barbara has three different job ideas she is interested in: secretarial work, graphic design and drafting. She took a drafting course a couple years ago, but couldn’t complete it because heavy use of LSD impaired her thinking and she was hospitalized for injuries caused by her husband’s abuse and missed too many classes as a result. Barbara states that her husband opposed her efforts to learn a trade. Barbara says that her future goals include obtaining an apartment without cockroaches and a car that doesn’t break down. Along with what she is already doing to help herself, Barbara would also benefit from ongoing counseling at our mental health outpatient clinic as well as alcohol/drug counseling.

4.7 Summary
In this chapter, we focus on women abused by a male partner. This is the situation of the battered woman, sometimes labeled as the IPV survivor. This abuse can take many forms including physical and sexual violence, as well as threats of violence and psychological or emotional abuse. .A brief history of the research in this area is followed by a summary of research findings about how these relationships develop and the typical patterns seen once the violence is well established. Battering men might have any of a number of motivations or factors that might predict their behavior such as stress or a general aggressiveness. The battered woman responds to the increasing levels of violence and abuse in many ways. She has physical injuries and illnesses as well as emotional trauma. She is likely to take action to protect herself or to try to prevent future violence. She may try to leave but often returns at least once before finally leaving for good. She seeks help from family and friends as well as more formal help givers. She may turn to the police or other legal assistance as well. A number of case histories from our files are included to demonstrate some of the findings from the research.
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As discussed in Chap. 4, social science researchers and U.S. society, more generally, became aware of issues relating to intimate partner violence (IPV) through a number of books and research reports relating to battered women published beginning in the early 1970s. Much of this work was based on interviews of women seeking help at battered women’s shelters or other means of legal or other professional help for the extreme violence they were experiencing. These relationships were the focus of Chap. 4.
In this chapter, we examine other sources of research on partner violence, drawing from a number of types of samples in the community. As in Chap. 4, IPV in this chapter is defined in terms of physically aggressive behaviors (including rape and sexual assault) as well as emotional or psychological aggression, although much of the literature focuses on physical forms of aggression, ranging from mild to severely violent behaviors. This research discussed in this chapter is based on several types of samples. These include general population surveys of couples and convenience samples of adults as well as various samples of college students and younger dating couples. Other studies utilize samples designed to look at violence within LGBTQ or sexual minority couples. Many of these studies present a very different picture of partner violence than that traditionally associated with battered women, the focus of Chap. 4.
5.1 Descriptive Data: IPV in Couples Sampled in the General Population
We begin the chapter with an overview of the prevalence of IPV in samples that are not drawn from shelters. As will be seen in these studies, there is a good deal of evidence that both women and men engage in various forms of IPV with their partners. Some studies show women being more likely to engage in physical IPV than men. Men and women also have similar motives for their abusive behavior, and both men and women appear to be physically and emotionally affected by IPV. These findings have led to much debate about gender symmetry and whether IPV differs for women and men. This chapter concludes with a discussion of whether men or women are more likely to be the perpetrators of IPV.
5.1.1 Studies of Married and Cohabitating Couples
In a broad examination of violence within the family published in 1980, sociologist Murray Straus and his colleagues published data on marital violence as well as parental violence against children in a book called Behind Closed Doors: Violence in the American Family (Straus, Gelles, & Steinmetz, 1980). Based on a newly developed measure of family violence, called the Conflict Tactics Scale (CTS, see Box 5.1 for more information about this scale), their data suggested relatively high levels of violence within couples as well as for parents toward children. In examining the data, many were especially surprised to see reports of so many women using violence against their male partners. Clearly, this was a very different picture of IPV than the idea of a victimized woman battered by her husband or male partner, the type of IPV discussed in Chap. 4.
Box 5.1: The Conflict Tactics Scale for Measuring Intimate Partner Violence
When some of the very early research on intimate partner violence

 was conducted, researchers simply asked battered women about the violence they had experienced (Woodin, Sotskova, & O’Leary, 2013; Chap. 4). Such information might then simply be reported by providing examples or summarizing some of the most common responses in an open-ended way. Suggesting that greater clarity was needed about intrafamily violence, sociologist Murray Straus and his colleagues (Straus, 1979; Straus et al., 1980 published scales developed for a national interview study of violence in U.S. families that were called the Conflict Tactics Scale (CTS). As Straus (1979) wrote “The CTS consists of a list of actions which a family member might take in a conflict with another member” (p. 78). By presenting the questions in the context of disagreements and conflicts, Straus argued that people would be more willing to answer these questions “since almost everyone recognizes that families have conflicts and disagreements…” (p .79). He also ordered the questions to first ask about more socially acceptable behavior such as discussing the issue calmly, and then moved on to non-violent behaviors such as sulking or saying something to spite the other person, before moving on to actual violence such as throwing something or hitting the partner. People were asked how often they and their partner had done each of the listed behaviors in the past year or if the events had ever happened.
Traditionally, the CTS

 is scored by researchers so that if someone has slapped or pushed someone, this person is labeled as violent, and placed in the same group as someone using a weapon or chocking or doing other potentially fatal acts. Because of relatively small numbers of people in most samples who report ever having done a violent act against an intimate partner, it is often not possible to assess actual levels of violence by adding up the various items because of statistical problems with the distribution of the scores. Instead, the sample is divided into a nonviolent and a violent group. However, when looking at larger samples, researchers have begun to separate those using differentiate different levels of violence or to separate very serious violence with the potential for serious injury from less violent acts.
Soon, nearly all researchers looking at intimate partner violence began to use the actual CTS or some modification of this scale to assess IPV (Langhinrichsen-Rohling, 2005; Ryan, 2013). Many modifications in the CTS

 were made across different studies (e.g., see Rathus & Feindler, 2004, or Woodin et al.’s 2013, discussion of this process). The original CTS included 8 examples of overt acts of physical aggression. This list was necessarily limited, not including acts such as chocking, scratching, trying to suffocate, hitting with a car, or any of the many others ways in which violence could occur. Threats of violence are considered as part of violent behavior. There was no separate measure of psychological or emotional aggression (see Box 5.2).
Although widespread use of the CTS, and modifications of the basic scale, allowed researchers to more easily compare their findings across studies of married partners, as well as other types of relationships such as dating couples and same-sex partners, many criticized the scale in its original as well as revised forms (e.g., Jones, Browne, & Chou, 2017; Woodin et al., 2013). For example, the CTS was specifically written to invoke ideas about disagreements in couples. However, other types of aggression outside of conflicts are quite possible. As Ryan and Mohr (2005) reported, college students can easily generate a quite detailed list of actions associated with “playful force during sex” and “playful aggression at other times” (p. 591). None of these would be included in the CTS score. Thus, it is likely that the CTS scale misses a good deal of violence in couples. Although there are many potential issues with the CTS, it appears now that the biggest problem is the inability to separate severe violence from the more common types of less serious IPV

.

Box 5.2: Psychological Aggression and Coercive Control
One form of intimate partner violence is psychological or emotional aggression



. This appears to be one of the most common forms of IPV. One of the most comprehensive descriptions of this can be found in Stark’s, 2007 book, Coercive Control: How Men Entrap Women in Personal Life. This book describes how battering men also use a variety of psychological forms of aggression against female partners. Although the focus in this book was on women as victims, there is evidence that it is possible for women to use coercive control against men (Hines & Douglas, 2018).
Behaviors classified as this type of IPV include being told by a partner that one is a loser or a failure, and being humiliated or made fun of, and being called names like ugly, fat, crazy or stupid. Verbal or nonverbal threats were also classified as a form of emotional aggression. The CDC has now developed a scale that includes many aspects of psychological aggression or coercive control (Black et al., 2011). These behaviors included keeping one from seeing or talking to family or friends, keeping track of where one is or demanding to know what one was doing, threatening to harm him or herself or commit suicide because of one’s behavior, threatening to harm a pet, threatening to take one’s children away, not letting one have access to money or destroying something important. Overall, 48% of the women and 49% of the men in the 2010 CDC sample indicated that they had experienced some form of psychological aggression from a partner (Black et al., 2011). Someone keeping track of what the person is doing or where they are was the most commonly reported form of psychological aggression, 62% of women and 63% of men who said they had experienced some form of psychological aggression reported that this was something their partner did to them.
Arriaga and Schkeryantz (2015) argued that victims may not be aware of the negative effects resulting from psychological aggression



. In two laboratory studies of university students involved in a current romantic relationship who reported at least one instance of some form of IPV, these researchers found that psychological distress and upset about the relationship was higher for both perpetrators and victims of psychological aggression. Much of the psychological aggression was mutual. The association for psychological aggression was higher than an association of distress with physical IPV. A second longitudinal study replicated these findings and further asked about why study participants were experiencing distress. There appeared to be little evidence that the students associated their distress with the psychological IPV occurring in the relationship. The researchers concluded that these data suggested “a pattern of “invisible harm” in which individuals victimized by psychological aggression



 may not recognize the harm they are experiencing” (p. 1332).

In generating the data for their book, Straus and his team conducted interviews with a national U.S. random sample in 1976. After a household was selected, if there was a married couple or a man and woman living together in the household, either the man or the woman was asked to participate, yielding a final sample of over 2000 adults. The response rate was 65%, which is relatively high for this type of survey. Although the reports of the women were slightly different from those of the men, as is typically the case in these types of studies, data were averaged across both. In the last 12 months, 12% of men were found to be violent toward their female partner, 11.5% of women were violent toward their male partner, and in 15.6% of couples both partners used violence with each other. Much of this “violent” behavior involved actions that were not likely to cause serious injury such as slapping or pushing. Numbers were much lower for severe violence, with 3.8% of men, 4.6% of women, and 6.1% of couples where both used severe violence, such as using a knife or gun. Note that the reported use of severe violence was higher for women than men.
Since this initial survey of a general population sample, many subsequent studies have been done using survey and interview techniques to assess intimate partner violence. We review some of this research in this chapter. As will be seen, percentages of women and men using IPV in these studies depend on the particular sample, how questions are phrased, and the degree of rapport between study participants and researchers (Winstok, 2013; Woodin et al., 2013). Many researchers have continued to use the CTS


 developed by Straus and his colleagues to measure IPV, although various modification in the scale have been made by different researchers. This makes it difficult to directly compare levels of reported IPV across studies. There has also been an elaboration of the definition of intimate partner violence to include emotional or psychological abuse in some of the IPV research (see Box 5.2).
IPV became a popular research topic in the 1980s, with many wanting to further understand the earlier data published by Straus et al. and to better understand how these findings related to those generated by the research on battered women discussed in Chap. 4. In these later studies, general community samples using the CTS


 or similar measures have yielded similar or lower rates of violent actions of adults toward marital or intimate partners than those reported by the Straus group. The pattern of relatively equal rates of IPV perpetration for women and men has continued to replicate in much of the research, although the most recent work separating serious and less serious violence indicates differing patterns by gender.
Some of the early follow-up studies drew upon a nationally representative sample called the National Survey of Families and Households (NSFH)


 which was done in 1987 and 1988 (see Bumpass & Sweet, 1989, for methodological information). In this survey, modified questions based on the CTS asked about physical aggression within the couple in the last 12 months. In a reanalysis of one of these studies, Anderson (2002) reported there was mutual violence in 7% of the couples, in 2% of the sample, only the woman was violent, and in 1%, only the man was violent. (These statistics are averaged across the accounts of women and men since these differed slightly). The large majority of the couples had no reported partner violence. Although the specific form of violence was not measured in this survey, it did appear that much of the violence was not severe enough to cause serious injury. Earlier findings of high levels of mutual violence, and women being slightly more like to be the violent partner than men were replicated. Note, though, that the overall rates of IPV were lower than those reported in the earlier study by Straus et al. (1980). Anderson did find that, overall, women were more affected by any form of partner violence than men, showing higher rates than men of depression and substance abuse. This was the case regardless of whether the woman was the perpetrator of violence or the recipient or both.
Using these same NSFH


 data, Bookwala, Sobin, and Zdaniuk (2005) investigated the question of whether there were age differences in rates of IPV. They found that the highest rates of IPV existed in younger couples. In the 20–39-year-old age group, 9% of men and 10% of women reported having physical arguments in the previous year. Comparable rates were 4 and 6% for those aged 40–59 and 3 and 4% for those 60 and older. Thus, within this sample, age effects were greater than those for women as compared to men. Younger adults


 used more physical aggression than older couples. Overall rates of physical aggression were low, consistent with Anderson’s (2002) analyses of the same dataset. Men were more likely than women overall to report using calm discussion or keeping opinions to oneself during arguments while women of all ages reported higher rates of using heated arguments or shouting. Although these differences were statistically significant, the overall means were relatively similar. Other data did suggest a different story, though. Looking only at the small number of those reporting injuries from physical aggression from the partner, 71% of the younger group were women, and 87% of the 40–59-year olds were women. No injuries from IPV were reported for the oldest adults. Thus, women were more likely than men to report injury from partner violence.
Other large national samples have also been surveyed about IPV. Using a different nationally representative sample of over 3000 men and women between the ages of 15–54 sampled in 1990–1992, we (Williams & Frieze, 2005) found rates of partner violence comparable to those reported by Straus et al. Only married or cohabitating individuals were used in this analysis. A modified CTS


 scale was used, although partner violence questions were not limited to the last 12 months, as is done in the standard CTS. Overall, 18% of the sample reported ever experiencing or perpetrating some type of violence within their relationship with women (22%) more likely to report this than men (15%). These data allowed for comparisons of high and low severity violence as well as a comparison of those with no violence at all. In 5% of the couples, both used low levels of violence, while 4% reported using severe violence against each other. The large majority of the sample reported no IPV at all, as has been true in most of studies using non-shelter samples. Looking at asymmetrical patterns of violence, there were more situations of female violence being higher than male violence than the reverse. Three percent of men reported their partner used severe violence against them, and they were not violent while 2% of women reported they were victims of severe violence, while they were not violent themselves. Women employed outside the home were more often found to be perpetrators and more often involved in mutual IPV. Alcohol use was lowest in nonviolent couples. It was highest for men victimized by their female partner.
Caetano, Vaeth, and Ramisetty-Mikler (2008), drew on yet another national random sample of married [with a few cohabitating] couples. The sample was originally developed in 1995 and oversampled Black and Hispanic couples. Caetano and his colleagues contacted those in the original survey who were still together 5 years later. They developed a sample of about 1100 couples, with both partners being interviewed. Men were aged 52 on average, and women averaged 50. Most (87%) of the couples reported no IPV in the last year and 8% reported mutual violence. Close to 4% reported violence from the male partner only and 2% reported that the female partner was violent. On average, the couples who reported one or more violent acts in the last year committed two such acts, so the overall levels of violence were low. Age was one of the clearest correlates of IPV with less perpetration or victimization among the older individuals in the sample. Hispanic men were more likely than Blacks or Whites to use IPV, and Hispanic women were higher in reports of IPV victimization. Mutual violence was high in all groups, but especially among Blacks and Hispanics and was lowest in Whites.
The relatively high levels of IPV among Hispanic couples is consistent with other data reported about immigrant populations. For example, Vaughn, Salas-Wright, Cooper-Sadlo, Maynard, and Larson (2015) used a national U.S. sample to more closely examine IPV levels among different immigrant groups. Data were collected in 2004 to 2005. Analyses indicated that about 7% of native-born U. S. adults reported engaging in physical IPV in the last year. This behavior was more frequent in Latin American immigrants at 9%. All other immigrant groups were lower than the native-born population (3% of European immigrants, 4% of African immigrants and 6% of Asian immigrants). Across all samples, 53% of men and 47% of women reported engaging in IPV. Further information about the Latin American immigrants can be seen in a review by Gonzalez et al. (2018) who found that it was only those from Mexico who have consistently been found to have high rates of IPV.
The following case illustrates how relationship violence can occur over long periods of time and can have a mutual quality to it in which both adults are quick to anger and violence, and each blames the partner for the ongoing violence.
Case Example #4
Leah and Andre do not live together, and are in an on and off relationship. Their relationship is characterized by jealousy, fueled by the close-knit urban community in which they live. They see each other around often, and hear from friends about the other’s romantic and sexual escapades. Social services has been involved with the family repeatedly since Faith was born. The children were taken into care when Faith was six and Carson was four because of repeated and severe violence between the parents. Both Faith and Carson are intelligent, articulate children who speak casually about seeing their parents fight and hit each other. Faith stated that her mom says dad is a “nasty man-slut,” and that her dad says mom is a “whore.” When asked what happens when they get angry, Faith stated that mom will punch dad, and dad will pull mom’s hair and they yell. Carson calmly spoke about the night that his mom had to go to the hospital because Andre got mad at her because she had a new boyfriend and he stabbed her in the arm with kitchen knife. The wound was superficial, but the incident was severe enough to remove the children…Both parents have a history of substance misuse; both drink regularly, Leah has misused prescription medication that she buys off the street while Andre has a history of crack use. Both claim that they never use around the children and neither feels that drugs have an effect on the violence. Leah and Andre both admit that there is violence between them, though each claims that the other starts it. Each also claims that the other is emotionally manipulative, giving affection and sex and then withholding it for no reason. However, both also state a desire to rekindle a stable relationship together and eventually marry.

Some studies have combined those experiencing IPV in a dating relationship with those in a more committed relationship into one sample. In a large survey sponsored by the U.S. Department of Justice, Tjaden and Thoennes (2000) reported that nearly 25% of the women and 8% of the men in their nationally representative sample were physically assaulted or raped by a current or former spouse, cohabiting partner or dating partner at some time in their life. In an attempt to maximize disclosure, this survey used telephone interviews with female interviewers for the women in the sample, and both male and female interviewers for the men in the sample. Random telephone dialing was done to attain a random sample of about 8000 women and 8000 men aged 18 or older drawn from all 50 states and Washington, DC. Since the reported intimate partner violence in this survey is lower than in other national surveys, the authors discussed possible methodological differences, arguing their methodology was more valid.
When analyzed by race, Tjaden and Thoennes (2000) found the highest rates of victimization for women among American Indian or Alaska Natives (31%), and rates for those of Asian or Pacific Islander descent lowest (13%). Twenty-six percent of African American and 21% of White women reported having experienced IPV. For men, the highest rates of victimization were for the American Indian or Alaska Native group and for African American men (11% for both). Lowest rates were for Asian or Pacific Islander descent (3%). Seven percent of White men and 11% of African American men reported being victims of IPV. Reported physical assault by a partner was slightly higher for Non-Hispanic women (22% versus 21%) and men (8% versus 7%). When asked about injury from IPV, 42% of women and 20% of men reported some level of injury, and within this group, 28% of women and 22% of men said they had received medical care as a result of the IPV.
Combined data for married or cohabitating partners and dating couples was also used in Muftić, Finn, and March’s, 2015 study of police data from North Carolina relating to IPV. Data were initially collected in 2002, with an 18 to 30-month follow-up. In this study, a sample of 1256 men and women were classified as being involved in an IPV incident. They were each classified as a victim, an offender, or a victim-offender. Only 4% of the men were classified as victims, while 70% of the women were defined as victims. Almost 30% of the men were labeled as victim-offenders, while about 25% of the women were in this group. In their conclusions, they pointed to this relatively large group involved in mutual violence who do not fit into the type of batterer-victim dichotomy described in Chap. 4. They further noted that both women and men in this group may need some of the services generally offered to victims, even though they are, themselves, violent. As reported in Chap. 8, many women seeking shelter as battered women do report also being violent toward their male partner. As Holmes et al. (2016) reported, in their sample of 227 women in battered women’s shelters, 93% of the women said they had been violent toward their abusing partner.
One other type of general sample where IPV has been extensively studied is military families. Sparrow et al. (2018) reviewed and performed a meta-analysis of self-reported perpetration and victimization in 28 different studies. Most used some form of the CTS to measure IPV in primarily U.S. military personnel and their spouses or partners. Rates varied widely across studies, but overall, indicated similar rates of perpetration and victimization for women and men. Psychological forms of IPV were much higher than physical IPV.
In one of the largest studies of the U.S. population, Black et al. (2011) reported on an ongoing survey sponsored by the CDC about women’s and men’s experiences with violence. This survey is called the National Intimate Partner and Sexual Violence Survey or NISVS

. For the data used in this report, telephone surveys were done to interview over 18,000 adults aged 18 or older in a nationally representative sample established through random telephone dialing. Data were collected in 2010. For questions about intimate partner violence, people were asked if a romantic or sexual partner had done any of a number of things to them. Severe violence included being hit with a fist or something hard, being kicked, being slammed against something, being hurt from chocking or having hair pulled, being beaten or burned, and being victimized with a knife or gun. Less severe violence included being slapped, pushed or shoved. More than 30% of women and 26% of men reported ever experiencing the less severe violence from an intimate partner. Overall percentages for those ever experiencing a form of severe violence were 24% for women and 14% for men. These rates were higher than in many of the earlier studies, especially for women.
As Black et al. acknowledged, their data did differ in several ways from that reported in other studies. This was especially notable in term of their lower reported rates for male than female victimization. They attributed this to the methodology used to try to maximize disclosure about sensitive issues. They also argued that their more detailed questions and clear association of experienced violence with a romantic or sexual partner may have affected their data. Depending on the specific data used, the response rate for the survey was about 30% which is considered an acceptable response rate, and is higher than reported in many studies, but is low enough to indicate that many who were initially asked to respond to the survey declined to participate. As in any research, there is always the question of how those who did not participate might differ from those who did.
Analysis of a 2015 administration of the NISVS by CDC using the new IPV items and a similar methodology was reported by Smith et al. (2018). Drawing on data from a sample of about 10,000, the pattern of men perpetrating more serious violence than women replicated with 21% of women and 15% of men being victimized. Data for being victimized by being slapped, pushed or shoved was higher and equal for men and women at 29%. Combining across both serious and less serious violence, victimization by one or both types was reported by 31% of both women and men. Other data indicated that 36% of women and 34% of men were victimized by psychological aggression at some point in their lives.
5.1.1.1 Summary of Findings for Married and Cohabitating Couples
As this brief review of the large national surveys on IPV indicates, it is clear that rates of violent behavior with a partner vary across studies. They are also dependent on the specific questions asked and the methodology used to ask these questions. There is no question that some women do use violence against their partners, as some men do. Whether men or women are more likely to perpetrate violence is unclear. It should also be kept in mind that the large majority of the violence reported in these studies is often mild and may not produce injury. Much of it is mutual (Straus, 2015). As this research suggests, although IPV does occur in adult couples, all of the studies report that the large majority of the population does not report using any of the violent acts associated with IPV.
5.1.2 IPV in College Students
There is now a large body of IPV


 research using college student samples. This population is often used since it is readily available to university or college-based researchers and inexpensive to survey. Data from this group tends to indicate higher levels of physical aggression of women than men toward dating partners. For example, in one of the early college student sample studies using a modified version of the CTS, we (Bookwala, Frieze, Smith, & Ryan, 1992) found the 58% of the female psychology students sampled admitted to using some act of physical aggression against a current date or last dating partner at least once, while 55% of the men made similar admissions. Many of these reported acts were pushes or slaps or other forms of relatively mild aggression. Suspecting that the men might be minimizing their aggression, we also asked what types of physical aggression the students had received from their current partner. Forty-two percent of the women said their date had used some form of physical aggression against them and 48% of the men said this had happened to them. Much of this reported physical aggression appeared to be less serious forms of “violence” such as slapping or pushing.
If one compares the rates of perpetration and victimization in the Bookwala et al. data, one finds that these percentages do not match. This discrepancy suggests that women and men differed in their perceptions of what they classified as partner violence. For example, while 58% of the women reported they had used violence against their male partner, only 48% of the men said their female partner had been violent towards them. Women reported more aggression overall both as perpetrators and as victims in dating relationships. The sample did not include actual couples, though, so we have no way of knowing how well actual partners would have matched in their ratings.
In a later study by Luthra and Gidycz (2006), again using a sample of college students taking psychology classes


, 25% of women and 10% of men reported using some type of physical aggression against a dating partner. Again, the large majority of these acts were mild forms of violence such as throwing something, pushing or shoving. Some of the factors most strongly associated with using these behaviors were having a partner who had used physical aggression (indicating mutual violence) and using alcohol. This was true for both women and men. It should be noted, though, that the overall levels of IPV were lower in this study than in earlier studies.
Similar patterns are seen in more recent student samples, with women reporting more use of physically aggressive behaviors than men. Edwards et al. (2015) surveyed over 6000 college students between the ages of 18 and 24 from 10 New England universities. This study included students from many different types of classes, so it was not limited to psychology classes, as many studies are. Nearly 30% of the men and 13% of the women said they had received some form of physical aggression from a heterosexual dating partner in the last 6 months. Using the more common sample of college students in a variety of psychology courses, Elmquist et al. (2016) reported 15% of men and 19% of women reported using some form of physical aggression against a dating partner. Reasons for the lower percentages of IPV in later years are not clear. Frieze notes, though, that in later unpublished studies of the same type of sample used in the Bookwala et al. (1992) studies of Pittsburgh psychology students, much lower reported levels of IPV were found.
Other forms of IPV


 have been examined in college students. Marganski and Melander (2015) asked about use of social media such as Facebook or Twitter to harass a current or former partner. In this study 73% of the total sample of men and women reported experiencing this type of harassment from a partner while 23% reported being the victim of physical aggression and 53% reported psychological aggression. Social media victimization was most strongly associated with psychological aggression. Gender differences were not directly reported, but overall, gender was a significant predictor of physical aggression victimization, with men more often reporting this than women, consistent with the pattern seen in most other college samples of women perpetrating more IPV than men.
Expanding on the issue of social-media-related dating abuse, Reed, Tolman, and Ward (2016) asked a group of 307 college students with dating experience who were enrolled in an introductory psychology course about negative experiences with social networking as they related to a dating partner. Reports of monitoring behavior such as using a cell phone or computer to see where the partner was, who the partner was friends with and who the partner spoke with were quite common, with women reporting doing this more than men. (Such behaviors are often labeled as a form of stalking in other research, Sinclair & Frieze 2000). Many other types of harassing behavior using social networking were also reported. Men were more likely than women, though, to report pressuring their partner to take a sexually suggestive photo on their cell phone, and threating to send embarrassing information about her to others. Reported social media dating abuse was highly correlated with reports of psychological aggression, using a modified CTS measure. Similar types of behavior were found in a later study of adolescents aged 12 to 17 by this same research group (Reed, Ward, Tolman, Lippman, & Seabrook, 2018). Girls were again higher than boys in surveillance behavior, while boys engaged in more hostile or threatening digital abuse


.
5.1.2.1 Summary of College Student Samples
As this brief survey indicates, college student samples surveyed with measures such as the CTS continue to report more physically and psychologically aggressive behavior of women than men with dating partners. The large majority of the physical IPV found in these studies would not be considered severe and involved behavior such as slapping or pushing


. It does appear that the reported violent behavior has decreased over the last 30 years, which might indicate a real decrease or might be a reporting bias as increased publicity has made such behavior less acceptable (see Chap. 1). Other data indicate that both male and female college students are less accepting of male partner violence than the same behaviors done by women (Sylaska & Walters, 2014). Finally, in response to the implication that college women may be more involved in perpetration of IPV than non-college women of the same age, Coker, Follingstad, Bush, and Fisher (2016) used an on-line volunteer sample of women aged 18–24 living in the U.S. to directly compare those enrolled in college with those who had never attended college. No significant differences were found between these two groups of young women, with the non-college women reporting somewhat higher rates of all forms of IPV perpetration than the college women. Thus, the high rates found in the college samples may reflect behavior in this age group rather than their status as college students. As discussed below, Johnson, Giordano, Manning, and Longmore (2015) also reported a drop in IPV for adults older than 24, supporting the conclusion that physical IPV


 is higher in younger than somewhat older samples.
5.1.3 IPV in Younger Adolescents
Many studies done with younger, non-college samples make it clear that IPV exists in younger dating couples. In one demonstration of this, Cui, Gordon, Ueno, and Fincham (2013) used a nationally representative sample of high school students


 in grades 7 through 12 drawn from 132 middle schools and high schools in the U.S. The original data were collected in 1994–1995. Three other waves of data from the same students allowed the researchers to study changes over time in patterns of IPV. In the sample used by Cui et al., the partners were now aged between 24 and 32 in Wave IV of data collection in 2007–2008. Although only victimization data were collected in the first wave, perpetration was added in later waves. Violence was measured somewhat differently in different waves. Overall, boys and men reported more victimization from a partner than girls and women did. Consistent with this finding, girls and women reported higher rates than men of perpetration against a partner. The longitudinal data allowed the researchers to determine if IPV persisted over time. As expected, early IPV victimization was related to higher levels of IPV victimization and perpetration in later years. As noted in many of the studies discussed in this chapter, much IPV is mutual, so those victimized in adolescence may have often been involved in mutually violent relationships. Not being able to test this directly was noted as a limitation of the study by the researchers.
As with other samples, the way the violence questions are asked can greatly affect the resulting data and conclusions drawn (see Box 5.1). Since 1999, the U.S. Centers for Disease Control have been surveying high school students throughout the U.S. to assess health risk behaviors in a survey called the national Youth Risk Behavior Survey. As Vagi, Olsen, Basile, and Vivolo-Kantor (2015) discussed, the questions relating to dating violence were changed in 2013. The original item summarized the CTS questions by asking “During the past 12 months, did your boyfriend or girlfriend ever hit, slap, or physically hurt you on purpose? (p. 475). This item was reworded to more clearly focus on more serious types of IPV and to separate the effects of sexual and other forms of physical violence. The new items were “During the past 12 months, how many times did someone you were dating or going out with physically hurt you on purpose? (Count such things as being hit, slammed into something, or injured with an object or weapon).” The new sexual question was: “During the past 12 months, how many times did someone you were dating or going out with force you to do sexual things that you did not want to do? (Count such things as kissing, touching, or being physically forced to have sexual intercourse).” (p. 476). Until these items were changed, about 9% of girls and 9% of boys said they had been victims of IPV from a dating partner, based on the older wording of the question. In 2013, percentages changed, with 7% of girls and 4% of boys reporting physical victimization, 8% of girls and 3% of boys reporting sexual victimization, and 6% of girls and 3% of boys reporting both physical and sexual victimization. Thus, overall percentages of IPV were higher than in the earlier surveys, and girls were more often victims than boys for both types of violence. Victimization rates increased from Grade 9–12 and were higher in Black and Hispanic students than in Whites (Vagi et al., 2015). Of course, it is impossible to know how much these changes in reported violence patterns were related to the change in wording of the IPV items and how much reflected true changes in levels of violence over time in this adolescent population.
Using another sample of adolescents, Johnson et al. (2015) were interested in the question of how age was related to IPV perpetration. They drew on a sample of adolescents and young adults from a larger study called the Toledo Adolescent Relationships Study

, drawn originally from enrollment records for students in the 7th, 9th and 11th grades in one county in Ohio. Data were included from the original sample in 2001 as well as from follow-ups through 2012. Those who answered that they had thrown something, pushed, shoved or grabbed, slapped, or hit a present or former partner were assigned to the IPV perpetration group. Overall, for boys or men, 13% were in this group for ages 13–16, 19% from 17 to 20, 15% for 21 to 24, and 10% for 25 to 28 years of age. The data for girls and women was described as “similar..but consistently higher with a peak of 29% for ages 21–24 years” (p. 716). Thus, it appears that the typical undergraduate ages had the highest levels of partner violence, although it was not clear if the length of time respondents were in a dating or other relationship was considered. Study participants were asked to describe violence in their current or most recent relationship. Overall, two of the best predictors of perpetration were lack of trust in the partner and jealousy.
In yet another national survey of teens aged 12–18, Taylor and Mumford (2016) drew a sample from an adult panel used for other research to locate parents of adolescents. The adult sample was primarily white and highly educated, so it was not a representative sample. Adults in the sample with a child of the appropriate age were asked to have the child complete an on-line survey. Only those with dating experience were used in the final sample of over 1800 teens. Questions asked about their victimization as well as about their own perpetration of IPV. Overall, reported rates of physical and sexual IPV were similar to those found in the CDC studies, and reported rates of perpetration and victimization were similar. No significant gender differences emerged. Taylor and Mumford further noted that most of the IPV was mutual. In addition to the physical and sexual questions, they also included questions about psychological violence. Again, most was mutual, with over half the girls and boys in the sample reporting this type of IPV.
More recently, in a major study of all types of partner aggression in high school students, Choi, Weston, and Temple (2017) surveyed a sample of over 900 ninth and tenth grade students at seven public high schools in Texas. To be included in the sample, the student had to agree that they had “begun dating, going out with someone, or had a boyfriend/girlfriend” (Choi et al., 2017, p. 856). The sample was divided into five different groups: Nonviolence, not reporting receiving any type of abuse (41%); Emotional and verbal abuse, with high scores for both receiving and perpetrating these types of abuse (31%); Sexual abuse victimization (12%); Psychological and physical violence perpetration and victimization (9%); and those being physically abused, and using and receiving emotional abuse (8%). Overall, emotional and verbal abuse were most commonly received from and given to a dating partner. More students reported being sexually abused than being sexual abusers. Reports of giving and receiving physical abuse were very similar. Female students were more likely than male students to be in all of the other groups than in the nonviolence group or the sexual abuse group. Thus, the girls were more likely than boys to be both perpetrators and victims, based on their self reports. Relative to the nonviolent group, those in all the other groups except the sexual abuse group had higher rates of anxiety, depression and hostility. Study authors suggested this may represent underreporting of this behavior, since students were warned that reports of forced sex could potentially be reported to authorities.
5.1.3.1 Summary
Although we did not attempt to provide a detailed review of the many studies on adolescent violence, it does not appear that levels of reported IPV perpetration or victimization are higher in this group than in older groups of adults. As in other age groups, rates of IPV vary greatly across studies, as do the specific measures used. As with older couples, most forms of IPV are mutual in adolescent samples. Studies yield differing conclusions about whether boys or girls are more likely to be perpetrators.
5.1.4 Studies of IPV among Sexual Minorities
Although the initial research on IPV and battered women focused on heterosexual couples, published research made it very clear by the 1990s that sexual minority couples also engaged in aggressive behavior toward each other. In a review of this literature, Burkea and Follingstad (1999) discussed 19 different studies published in preceding years that documented IPV within gay and lesbian couples. None of these studies used a national or even a local random sample, and instead relied on methods of identification of these groups through contacting relevant groups or advertising. Thus, all the samples would be described as convenience samples (see Chap. 1 for more information on samples). Difficulties in reaching these samples were discussed in Messinger’s (2017) book. Reported rates of IPV across the studies varied greatly, but it was clear that IPV existed in both lesbian and in gay male couples. Since then, research has become more sophisticated, and continues to document IPV within sexual minority couples, including transgender and other sexual minority groups as well as gays and lesbians.
Although the national Tjaden and Thoennes’ (2000) study, using a national representative sample that was discussed earlier, did not ask directly about sexual orientation, they did ask about living as part of a couple with a same-sex partner. Looking at gender within that group (about 1% of the women and men in the entire sample), sexual assault and rape rates were higher in the same-sex cohabitating women, and physical assault was higher in the same-sex cohabitating men. Rates of partner rape in the same-sex men were too low for statistical analysis. However, Tjaden and Thoennes further noted that both women and men were more likely to be victimized by a male partner than a female partner. [This study also reported higher victimization for women than men in heterosexual (cisgender) couples].
The NISVS CDC data from 2010 allowed for study of sexual minorities (Walters, Chen, & Breiding, 2013). Overall, for women, rates of reported severe physical violence ever received from an intimate partner were 24% for heterosexual women, 29% for lesbian women, and 49% for bisexual women. For men, these values were 14% for heterosexual men and 16% for gay men. Data for bisexual men were not computed because of a small sample size for this group. For both heterosexual and bisexual women, the large majority of perpetrators for partner violence were men. The majority of bisexual men and heterosexual men reported that women were the perpetrators of the IPV they received. Rates of psychological aggression were much higher than rates for physical forms of IPV for all groups and followed similar incidence patterns as other forms of IPV. As noted earlier, psychological forms of IPV appear to be higher than for physical aggression for heterosexual couples, as well.
5.1.4.1 Lesbian Couples
Higher rates of psychological or emotional violence in lesbians


 than in heterosexual women have since been reported in many different studies. Badenes-Ribera, Frias-Navarro, Bonilla-Campos, Pons-Salvador, and Honterde-i-Bort (2015) did a meta-analysis of 14 U.S. studies published between 1990 and 2013. Overall, much higher rates of psychological/emotional aggression were reported among lesbian couples with 43% of women reporting they had ever received this from their partner, and 27% saying they had ever done this to a partner. These data did indicate experiences with any current or previous partner. Reported rates were lower for all types of IPV in the current partnership.
The following two cases involved lesbian


 women in a relationship characterized by IPV, with similar dynamics to those seen in heterosexual couples. These cases also illustrate how each partner in an abusive relationship might describe the violence differently. In these reports, each described the partner as the controlling partner. This relationship also indicated how fear of escalation of the violence might prevent the abused partner from seeking help from the police. Note that “Bebe” is the nickname for Lettie [Case 10] who came in for help a week after Elaine.
Case Example #9
Elaine is a 28 year old single African-American woman with four children. Only two of the children are with her; the other two are with their father. Elaine was referred to county mental health services for ongoing counseling by the Battered Women’s Shelter. Elaine has lived in Sacramento for 3 years; before that, she was living in Oakland. While in Oakland—5 years ago—her husband was killed, she was very depressed after his untimely death and made one suicide attempt by overdosing. Following the suicide attempt, Elaine sought counseling and this helped her tremendously—she got back on her feet, worked for a while as a domestic for a wealthy family and managed to save money, get her kids back (they had been removed for a while by child protective services) and, overall, was doing well. Then a friend introduced her to a woman named Bebe. Bebe had a young child and had her own problems and attached herself to Elaine in a very dependent demanding fashion—began calling her at work and the family she worked for became angry about Bebe’s constant calls but instead of Elaine telling Bebe not to call, she quit her job and moved in with Bebe and they both then moved to Sacramento. Bebe became more controlling, Elaine ended up taking care of Bebe’s child along with her own children when Bebe got high on drugs and Bebe began almost terrorizing Elaine and her children and this eventually accelerated into Bebe beating Elaine physically and abusing Elaine’s children almost daily. The beatings got worse but Elaine was afraid to call the police because she felt even if Bebe was jailed, when she got out of jail, Elaine would suffer worse beatings. Finally, last Friday, Bebe beat Elaine with a wooden chair, and Elaine tried to defend herself with a knife. Elaine didn’t stab Bebe but did manage to get her children and leave. A community service worker referred Elaine to the shelter and to mental health services. Elaine states the apartment where she lives with Bebe is in Elaine’s name and her furniture is still there but she is too afraid to go back. Currently, her plans are to stay at the shelter until she can get a new place, enroll her children in the school nearby and friends will provide her with furniture once she gets a new place. She is clear that she is not going back to Bebe and wants to start her life over. Since counseling helped her in the past, she is very anxious to start again. One issue she wants to have resolved is whether she is gay or straight and she feels very confused about this. She supports herself currently with welfare and all of her family and friends are in Oakland.

Case Example #10
Lettie is a 26 year old single black female referred to county mental health services by the Women’s Center. For the past 3 years, Lettie has been involved in a live-in gay relationship with a woman named Elaine (see Case 9). Approximately a week ago, Elaine left Lettie and, with her two children, Elaine went to the Battered Women’s Shelter asking for placement there, claiming that Lettie had beaten her and was threatening her, adding that she—Elaine—was planning to permanently sever the relationship and wanted to “start a new life”. Lettie states that she has been devastated by Elaine’s leaving and relates a description of their relationship quite different from what Elaine related to me when I saw her earlier in the week. Essentially, Elaine describes Lettie as the villain and she as the victim and Lettie describes Elaine as the villain and she as the victim—the actual events and problems described are approximately the same but the roles of the actors are reversed. Lettie has one child—a 6 year old boy—and Elaine has two children. Lettie states she has been gay for 13 years but her relationship with Elaine is the longest and most committed relationship she has had with a woman. They moved all over the Bay area and Oakland before finally settling in Sacramento. Lettie feels she has sacrificed for Elaine—giving up jobs (Lettie is a certified welder) and so forth—to follow her but feels Elaine has not appreciated this. She states that throughout their relationship Elaine has abused her—both physically and emotionally. Lettie states that Elaine has a bad temper, gets easily insulted and seems to try to provoke Lettie into physical fights. When questioned about who starts the fights, Lettie admitted that both of them seem to mutually provoke each other. Elaine also lies about her to others—for example, Lettie states that Elaine has told others that Lettie uses drugs but Lettie denies any drug use except for an occasional beer—Lettie claims she has been the one who has primarily cared for the children—both hers and Elaine’s—but Elaine claims the opposite. Lettie states that Elaine has punched holes in the walls of the apartment and currently is arguing with the landlady about paying for the damages. Why has Lettie stayed all this time? She says she has stayed because she loves Elaine and her children. But now she doesn’t know what to do—she states she feels worse now than she has ever felt in her life. Last night she felt like killing herself (Elaine had left a loaded gun in the house) but she controlled herself because of her little boy. Currently, she says she is in control but has planned to stay in a motel tonight to avoid any temptation to harm herself. She was managing fairly well, but Elaine called her last night and began complaining about all their problems and this set Lettie off into a deep depression. She states she has no history of any suicide attempts, or even ideation. At this point she is planning to stay in Sacramento but wants very much to get involved in some counseling to get her life sorted out and figure out what she is going to do at this point.
Lettie’s family is all in the San Francisco Bay Area. She describes herself as basically a loner and says she really has no friends locally in Sacramento—also that Elaine has turned their neighbors against Lettie and “her talk” has eliminated the possibility for friends she might have had.

5.1.4.2 
Gay Male Couples





There have been very few studies specifically looking at male couples. One recent study of men in New York City having sex with men who were contacted through an anonymous internet app asked about different types of IPV victimization from an “intimate sexual partner” (Duncan et al., 2018, p. 3). The sample was a convenience sample recruited through ads on the app website. Overall, 38% of the men reported some type of IPV, with emotional IPV most often reported (24%). Other forms of IPV included physical (10%) and sexual (11%). The emotional category included financial abuse where the partner took over a bank account, isolation caused by the partner isolating him from others, and intimidation by the sexual partner. Thus, it appears that these relationships were not necessarily a single sexual encounter and involved more long-term partnerships.
The following case example from our files illustrates emotional abuse in a same-sex gay relationship:Donald, age 32, has been in a committed relationship with Darren for over 10 years. Donald says that he and Darren will often get into arguments over money which leads to each accusing the other of overspending. These arguments sometimes escalate to where one partner will threaten to leave the other and then the other partner threatens suicide. Recently, Donald had had enough and told Darren that they should consider a trial separation. Darren threatened to kill himself if Donald left and then began to berate Donald for all the things he has done wrong during their relationship. The argument ended when Darren grabbed a knife to cut himself and Donald called the police.


Raghavan, Beck, Menke, and Loveland (2019) used a sample from a clinic offering services to gays and lesbians to examine emotional abuse in male-male couples more directly. The total sample included 135 men, but there was a good deal of missing data for some questions. When asked about their worst fight, more than half of the group mentioned some type of controlling behavior. Examples of this included being given no autonomy by the partner, intimidation, punishment, and other forms of dominance behavior


. Many of the men also mentioned that physical violence was present along with the controlling behavior, but not all of them showed this association.
5.1.4.3 Trans Couples
Another sexual minority group are those assigned as female at birth who are in the process or have completed a transition to male, and birth-assigned males transitioning to female. Cook-Daniels (2015) described some of the issues these transgendered individuals face, and the ways in which a partner might exploit these as a form of abuse. King, Restar, and Operario (2019) provided a more formal analysis of IPV in trans populations, drawing on a study of almost 24,000 adults who were surveyed in 2015. The sample was generated from referrals from clinics servicing this population around the U.S. The sample included trans women (34%), trans men (31%) and nonbinary individuals who reported having a romantic or sexual partner. Psychological abuse was most frequently mentioned (42%), followed by physical abuse (40%), stalking (18%) and forced sex (22%). Thirty percent of the sample reported some form of trans-related abuse. Trans men reported being a victim of all forms of IPV more often than trans women.
5.1.4.4 Comparisons within Sexual Minority Couples and with Heterosexual Couples
In one study that was able to compare lesbians, gay men and those who were bisexual with transgendered women and men, Langenderfer-Magruder, Whitfield, Walls, Kattari, and Ramos (2016) reported on a large survey done in Colorado in 2011. The sample of 1139 individuals was drawn from a statewide anonymous survey of LGBT Health. [Respondents were volunteers]. Overall, 10% of the sample were transgender, while the rest were LBG. In responding to a single question asking if they had ever experienced IPV or dating violence, 20% of the LGB group said they had, and 31% of the transgroup agreed that they, too, had experienced IPV as either a perpetrator or a victim. Another single question asked if the IPV or dating violence was reported to the police. Twenty-six percent of the LGB group and 18% of the transgender group said they had reported to the police.
All of the studies described so far have involved sexual minority adults. There have also been some studies of sexual minority adolescents. Using a large sample of high school students in the state of Massachusetts, Martin-Storey (2015) was able to identify a sample of different types of sexual minorities and compare them with the heterosexual sample. Data were collected in 2003, 2005, 2007 and 2009. Looking only at those above the age of 13 who reported going on a date, there were 5368 girls and 5078 boys in the total sample. Among the girls, 57 identified as lesbian, 306 as bisexual and 97 as unsure. For the boys, 83 were gay, 82 were bisexual, and 69 were unsure. These individuals were classified as representing sexual minorities. Two questions asked about having been hurt physically or sexually by a date. Combining these items, sexual minority girls and boys reported higher rates of IPV victimization than those classified as heterosexual. Lesbian and bisexual girls had higher rates of victimization than gay and bisexual boys. Martin-Storey noted that these data were consistent with other reported data for similar samples. Those who rated themselves as unsure about their sexual orientation were intermediate between the two groups already described.
In one of the few national samples of sexual minority adolescents, Olsen, Vivolo-Kantro, and Kann (2017) analyzed data from the CDC’s national Youth Risk Behavior Survey from 2015. This on-going survey assesses high school students throughout the U.S. in grades 9–12. Questions address many health issues, including IPV. Students identifying themselves as gay or lesbian or bisexual were compared as a group to those identifying as heterosexual or “straight.” The girls in the LGB group made up about 13% of the total female sample responding to partner violence questions. The comparable percentage was 4% for boys. Analyses indicated higher rates of physical and sexual IPV among the LGB group than among the heterosexual boys and girls. No differences were found in a comparison of the male and female LGB samples.
Studies of IPV in sexual minorities have been critiqued for not clearly separating different sexual minorities (Reuter, Sharp, & Temple, 2015). In an investigation that attempted to remedy this, Reuter et al. (2015) surveyed high school students from five Houston-area school districts for a study on teen dating violence with an original sample and a 2 year follow-up. Only those who identified themselves as dating at the time of the follow-up were included in the analysis. Those who identified as “completely heterosexual” were included in the heterosexual group, while those identifying as “mostly heterosexual,” “bisexual,” “mostly homosexual,” “completely homosexual,” or “not sure” (p. 13) were categorized as part of a sexual minority group. Eighty-one percent of the sample identified as “completely heterosexual,” with “mostly heterosexual” (7%) and “bisexual” (5%) being the next largest categories within the sample. Many more of the female (26%) than male (9%) students were classified as sexual minority. Overall, the (primarily female) sexual minority group reported more dating violence victimization and perpetration than the heterosexual group. However, perpetration rates did not differ for the females and males in the sexual minority groups. Perpetration rates were highest for the bisexual group.
Whitton, Dyar, Mustanski, and Newcomb (2019) provided other information about a sample of individuals assigned as female at birth, who were classified as sexual or gender minorities when sampled between the ages of 16 and 32. The sample of 352 young adults included 94 lesbians, 132 bisexuals, 36 queer, 62 pansexual, and 18 others. Extensive data were collected about a number of forms of IPV including minor and severe psychological abuse, cyber abuse, and severe physical and sexual IPV. Minor psychological abuse was quite common, reported in 64 to 70% within the various sexual minority groups. Much of the IPV of all types of mutual.
Although samples of sexual minority groups are often too small to allow for comparisons across groups, this is not always the case. [As the Whitton et al. data indicated, a large number of different sexual minority groups can be identified within the larger group, which is rarely more than 15% of a general sample]. Using a large convenience sample to investigate IPV in a lesbian and bisexual sample from Chicago, Steele, Everett, and Hughes (2017) replicated other studies of sexual minority groups in finding that rates of IPV victimization were higher for the Black and Latina women than White women. This race effect persisted even after controlling for SES and experiences of child sex abuse. Higher levels of education independently predicted lower levels of IPV.
5.1.4.5 Summary
As Reuter et al. (2015) pointed out, although the body of research on intimate partner violence among sexual minorities is growing, results may be difficult to generalize because of a lack of precision about the specific type of sexual minority groups within the sample. As with research on heterosexual couples, researchers also rely on very different measures of IPV across studies. Sampling can also be an issue, and some studies rely on highly selected samples such as those involved with a GLBT organization. One group about which almost nothing about IPV is known is the trans population (Walker, 2015).
5.2 Motives for Intimate Partner Violence
Chapter 2 discusses research and theory about causes of aggression and violence generally. Here, we focus specifically on correlational data showing potential causal factors for IPV and on self-reports from women and men about why they have been violent toward an intimate partner. In a major review of the literature, Birkley and Eckhardt (2015) reported on a meta-analysis of 61 studies of married, cohabitating and dating couples to see what consistent findings emerged about characteristics of those engaging in IPV. The most common correlations of IPV against a partner were anger, hostility, and other negative emotions. Those higher in these variables tended to engage in more severe IPV. (Note that this suggests that IPV is similar to other types of aggression, as discussed in Chap. 2). Overall, there were no significant differences in motives between women and men as perpetrators, or for the type of sample or type of relationship in terms of these correlates with IPV. Similar conclusions can be found in Larsen and Hamberger’s (2015) review of data on perpetrators.
In another review, again failing to find major gender differences in motives for violence, although noting some, Neal and Edwards (2017) published a review of studies published from 1986 through 2014 examining the question of why women and men engage in IPV. Looking at studies of men and women identified as being violent toward a partner and being asked to participate in a Batterer Intervention Program (see Chap. 9 for more information about these programs), they noted little difference in the motives expressed by the women and by the men in these programs. Self-defense

 was often mentioned by the women, as well as by the men. Other motives were acting out of anger or frustration, and having difficulty in communicating with the partner. However, in a number of studies with this type of sample, women, more than men, reported that they had been violent in retaliation for previous violence from the partner. Men more often said they were punishing their female partner for something she had done. Men were more likely than women to blame their IPV on being drunk or affected by some other drug. Some studies identified protection of children as a reason for women to be violent, but this was not a common finding.
Looking at the broader sample of studies, many of which examined dating couples (typically college students), other motives were also identified. Perpetrators mentioned motives such as wanting to punish the partner or responding to something the partner said that seemed threatening. Victims offered somewhat different motives. These included the violent partner being drunk, being jealous, or upset at their jealousy. Victims also mentioned that the violence appeared to be a response to their refusal of sexual advances (Neal & Edwards, 2017).
Going beyond the survey studies, one can find more detailed qualitative studies of IPV motivation. For example, Cornelius, Bell, Wyngarden, and Shorey (2015) noted that several earlier studies had proposed that both men and women might be engaging in physically aggressive behavior toward dating partners because it was not punished by their partners, or was even rewarded. In a direct test of these ideas, they asked college women who reported they had been violent with a partner about what exactly had happened after their most recent use of physical aggression toward a partner. Interview data were coded using standard qualitative techniques. Data indicated that almost all the women said that the most immediate effect of their violence was that it stopped the conflict that they had been having with their partner. The partner was reported as expressing shock, upset or anger at her and sometimes responded with his own aggression. Some of the women said they felt bad about their violence afterwards, but others mentioned feeling calmer, less distressed or more emotionally connected to their partner. Many women said that their aggression led to her male partner being more likely to do what she wanted. Overall, these data suggested that the women’s violence had been reinforced by their dating partner.
Anger and provocation from the partner were the most commonly reported motives for IPV perpetration in an internet volunteer sample of women aged between 18 and 35 (Llorens, Salis, O’Leary, & Hayward, 2015). Other common responses were poor communication and jealousy. The women were also asked why they did not engage in physical aggression during their most recent conflict with their partner. Common responses were feeling it was inappropriate, that violence was never OK, that females should not be aggressive, or that they were not personally aggressive. For more information relating to attitudes about the acceptability of IPV, see Box 5.3.
Box 5.3: Cyber Aggression: Anther Type of Partner Aggression
The importance of social media




 in the lives of young adults appears to have led to the use of this means of communication as a method perpetrating dating IPV (Reed et al., 2018). Examples of this include monitoring where someone is, expressing hostility, and pressuring for sexual behavior. Reed et al. (2018) asked a sample of 703 ninth and 12th grade students in Michigan with dating experience about using social mediate to humiliate or threaten a dating partner, monitoring the partner’s behavior and engaging in unwanted distribution of sexual images. Girls were more likely to report trying to monitor the behavior of a partner, while sexual coercion was more reported by boys. Much of the behavior was mutual, though. Other forms of cyber aggression against a dating partner were reported by Smith et al. (2018) using a sample of adolescents in Quebec, Canada. Sharing personal information about the partner to others, blackmailing the partner, or insulting the partner were some of the most common forms of this type of cyber violence. Again, much of the behavior was mutual within the couple




.

Although most of the more recent work has examined motives for IPV in women, Elmquist et al. (2016) directly compared the reasons that men gave for using violence against a partner as compared to the reasons women gave in their sample of psychology students. They asked how often each of a long list of possible motives was a reason for them using physical aggression against their partner. For both women and men, one of the most commonly rated motives was self-defense, along with proving love for the partner, not being able to communicate in words, and because it was seen as sexual arousing or was identified as playful violence. Differences across genders were not statistically significant for the rated motives.
In another study of young adults


 drawn from interviews with a general community sample, Giordano, Copp, Longmore, and Manning (2015) reported that jealousy appeared to be a major factor, especially for male violence, with the violent party being jealous himself, or reacting violently to an accusation of being interested in someone else. In addition, the researchers argued that for young adults, concerns about economic factors and about time spent with friends might also generate arguments that led to violence. They argued that these themes generated anger on the part of the violent partner, leading to IPV.
5.2.1 Summary
At these studies suggest, there are a variety of reported motives for engaging in IPV. Both women and men reported similar types of motives. Anger and jealousy were commonly mentioned motives across studies. High use of alcohol is also commonly reported in both male and female perpetrators (see Larsen & Hamberger, 2015 for a review of this literature). Based on reports of perpetrators, it also appeared that there were not always negative consequences of IPV for the relationship or for the person who was demonstrating physical violence toward his or her partner. However, these conclusions are based primarily on reports of perpetrators about why they are violent with their partners and may omit factors they are not aware of or that put them in a negative light.
5.3 Effects of IPV Victimization
As mentioned above, reports about motives of women and men engaging in IPV may imply that they believe such behavior is acceptable (Ybarra & Langhinrichsen-Rohling, 2019), and possibly even beneficial to the relationship. However, a large body of work about the effects of IPV victimization indicates that both those victimized by IPV, as well as the perpetrators demonstrate negative effects of this behavior. This is true for female, as well as male victims, although it appears the consequences of victimization may be greater for women than men.
5.3.1 Mental and Physical Health Effects of IPV
Many studies have indicated that victims of IPV experience a variety of negative mental and physical health outcomes. Such outcomes are consistent with the reports of battered women discussed in Chap. 4. Evidence for physical and emotional reactions to IPV victimization can be seen in a national sample of U.S. adults surveyed in 2005 to 2007 (Blosnich & Bossarte, 2009). Health measures included self-reports of poor mental health, poor physical health, and low satisfaction with life. All three measures were associated with IPV victimization for those with same-sex and with other-sex partners. Overall, female victims reported poorer mental health than male victims, and male victims reported poorer physical health than female victims.
In the large national CDC survey discussed earlier (Black et al., 2011), many negative physical health outcomes were found to be significantly more likely for those who had experienced any form of IPV including physical aggression, rape or stalking as compared to those who had never had these experiences. For women, this list included higher rates of asthma, irritable bowel syndrome, diabetes, frequent headaches, chronic pain, difficulty sleeping, activity limitations and overall poor physical and mental health. Similar findings were seen for male victims, although differences between IPV victims and non-victims were not as great. Significant differences were found for frequent headaches, chronic pain, difficulty sleeping, activity limitations, and poor physical and mental health. Thirty-five percent of female victims reported activity limitations and 30% reported chronic pain. Somewhat fewer male victims (30%) reported activity limitations, and 24% reported chronic pain. Difficulty sleeping was seen in 38% of women and men. These three health issues were the most commonly reported health concerns for the IPV victims.
Black et al. (2011) also reported on emotional reactions of IPV victims. For women the most common was feeling fearful (26%) or concerned for their own safety (22%) followed by experiencing at least one PTSD symptom (22%, see Chap. 3 for more information on PTSD). Injury was reported by 15% of the women, and missing at least 1 day of work or school by 10%. For men, on 5% said they felt fearful or concerned for their safety. About 5% reported experiencing some form of PTSD and 4% reported injury. Also, 4% said they had missed a least 1 day of work or school. Overall 81% of women and 35% of the men reported at least one type of emotional impact from their IPV victimization.
Mental health effects


 can also been seen for dating violence IPV. In a national survey of high school students conducted by the CDC, Vagi et al. (2015) found that higher percentages of male (21%) and female (38%) victims of physical IPV reported seriously considering attempting suicide. These rates were more than double those for students not victimized by IPV. Victim rates


 were also significantly higher for actually making a suicide plan or attempting suicide, as well as using alcohol, binge drinking, or using cocaine. Other analyzes found that being the victim of a combination of both severe physical violence and sexual assault from a dating partner had the most serious health consequences for both girls and boys in high school.
Using the same CDC dataset collected in 2010 (see Black et al., 2011), Walters et al. (2013) looked specifically at not only the incidence of IPV within sexual minority populations (data discussed earlier in this chapter), but also at the impact of IPV broadly defined to include physical violence, stalking, or rape victimization. Female sexual minorities were compared to adolescent women dating men. Data for men were not reported due to small sample sizes. Overall, while 28% of heterosexual women reported some effect of their victimization by a partner, 34% of lesbian women and 57% of bisexual women reported some impact. Looking at individual types of impact, 22% of heterosexual women, 20% of lesbians and 46% of bisexual women reported PTSD symptoms. Feeling fearful was quite high for bisexual women (53%) compared to other groups of women.
5.3.2 Alcohol and Substance Abuse and IPV
A number of studies discussed in this discussed in this book have noted an association of IPV with alcohol use. Testa and Derrick (2014) examined this relationship more directly in a daily diary study 120 married and cohabiting couples in Buffalo, New York. Couples were recruited to participate in a study of alcohol use, but were also asked questions about IPV. Ages ranged from yearly 20s to 40s. They completed surveys for 56 days. Analysis of the data indicated that both women and men were more likely to engage in physical and psychological IPV on the days they also drank alcohol. Acts of psychological aggression occurred on less than 10% of the days in the study, while physical IPV occurred less than 1% of the days.
Alcohol


 misuse and dating violence


 was the focus of a study conducted by Singh et al. (2015). The sample was drawn from adolescents aged 14–20 seeking assistance in an emergency department who were identified as misusing alcohol. About ¼ of this group reported dating violence in the last year, either as perpetrators, as victims, or both. Overall, a higher proportion of girls than boys reported any of these forms of dating violence. Those involved with dating violence were significantly more likely to abuse other drugs, to be depressed, to have thought about suicide, and to have used psychiatric services. There were no significant differences between IPV perpetrators and victims.
A number of investigators have examined substance abuse


 and IPV within sexual minority samples. Lewis et al. (2015) used an online convenience sample of over 400 self-identified lesbians to ask about alcohol and IPV. A group reporting mutual IPV with their female partner (n = 54) was compared with those reporting no IPV within their lesbian relationship (n = 360). Overall, the mutual violence group was higher in alcohol consumption and alcohol problems, as well as rumination about their lives and generally negative affect than the nonviolent comparison group. A tested formal model indicated that being higher in emotional distress was associated with drinking alcohol as a coping mechanism (which in turn related to having alcohol-related problems). These problems in turn were associated with the presence of mutual couple violence.
In a broad review of existing research, Buller, Devries, Howard, and Bacchus (2014) summarized major findings across 18 studies of men who have sex with men. Within this sample, IPV victimization was associated with depression as well as substance use


. They were also more likely to be HIV positive. Studies reviewed were primarily based on U.S. samples, but also included a Canadian, a Chinese, and a South African sample. Most of these studies used convenience samples.
As Goldenberg, Jadwin-Cakmak, and Harper (2018) pointed out, based on their review of the literature, levels of IPV within the LGBTQ population tend to be higher than for those involved with other-sex partnerships. One group about which relatively little is known are transgender and gender nonconforming adolescents and young adults. This group is often exposed to nonviolent and violent harassment from others. Their data from 131 individuals identified as transgender or gender nonconforming who were aged 16 to 24 [taken from a convenience sample from 14 U.S. cities] indicated that 45% of the sample had experienced physical or sexual IPV. Further analysis indicated that the IPV group compared to those who had not experienced IPV were much more depressed. They were also more likely to have been involved with sex work, had been homeless more often, were more likely to have been jailed, and had higher rates of substance abuse. Given all these negative life indicators, it was difficult to determine the specific causes of higher depression. They urged that more research be done on “transphobic stigma” (p. 22), and how this might contribute to poor mental and physical health.
Finally, in one of the most recent studies examining the relationship of dating IPV, substance abuse and sexual minority status, Rostad, Clayton, Estefan, and Jones (2019) were able to use data from CDC’s National Youth Risk Behavior surveys of U.S. high schools. Students could label themselves as “heterosexual (i.e., straight), gay or lesbian, bisexual, or not sure” (p. 3). Reports of dating violence


 (both physical and sexual IPV) among all who had dating partners were highest for sexual minority males and bisexual females. Higher rates of substance abuse were related to IPV levels in these groups. When this was statistically factored out, rates of dating IPV were more similar across all groups, although there were still somewhat higher rates of IPV in the sexual minority groups. The authors noted that their finding of relatively low rates of IPV in lesbian couples was not consistent with earlier reported findings. They did not have a clear explanation for this difference.
5.3.2.1 Summary
Many of those who have experienced IPV from a partner appear to experience a variety of negative responses. This can be seen in adolescents involved in dating violence


 as well as in adult heterosexual couples. Studies have identified health issues as well as psychological or emotional reactions. Alcohol use and substance abuse


 appear to be coping mechanisms associated with stress resulting from victimization (see Chap. 4 for more on coping). Alcohol and other substance abuse as well as IPV rates are generally reported as being higher among sexual minority couples. Effects of IPV are seen in both female and male victims, although women and girls report more consequences. It should also be noted that not all IPV victims do report these negative reactions. Research data generally shows that the majority of IPV victims do not report any of the reactions studied.
5.4 Critiques of Research on Female Violence: Are Women Really as Likely to Perpetrate IPV as Men?
As this review has demonstrated, many studies of IPV indicate that women and adolescent girls can be as violent toward their partner or even more violent than men and boys. This is especially the case for researchers using the Conflict Tactics Scale to measure IPV (see Box 5.1). However, many researchers rejected this conclusion, especially during the 1980s and 1990s. Many still do (e.g., DeKeseredy, 2011; Johnson, 2015). With the publication of a meta-analysis of published research on IPV based primarily on the CTS measure, Archer (2000) hoped to resolve the issue of women’s involvement in perpetration of IPV. His data further reinforced the idea that women were as likely as men or even more likely to engage in IPV, although he did note that women accounted for 62% of the injuries inflicted by IPV. (Many of the studies used in the analysis were based on college student samples, and U.S. data.)
The idea that men and women are equally violent in terms of perpetrating IPV is often labeled as the gender symmetry or asymmetry question, where “symmetry” is taken to mean that women and men are equally violent in partnerships (Hamby, 2017, p. 148). Debates and public and private discussion of this issue can be quite emotional, as Sheehy (2016) found was demonstrated in the many quite angry reactions she received to her book on women who kill their partners. Although her book drew on her legal experiences with women who had killed their partners, often out of desperation, Sheehy was attacked by many who saw her research as justifying women’s violence against men. She details how she received such attacks particularly from those identifying themselves as men associated with the men’s rights movement, and notes that these attacks included personal threats of violence against her for making these arguments.
The following case illustrates how men can be victims of physical, emotional, and sexual violence. However, shame, self-rationalization (e.g. it’s not that bad, just “man up” and ignore it), and the belief that no services exist for men may prevent a male victim from reporting his experience. This case also illustrates how undocumented immigrants experiencing IPV may be especially fearful of reporting out of a fear of deportation. [Given these issues, we recommend that practitioners should make contact with immigrant rights groups who can provide information on where to obtain support, including how to apply for the right to stay in the U.S.]
Case Example #5
Juanita and Pedro moved to the U.S. 15 years ago. Both have become fluent in English, and while their son is a natural-born U.S. citizen, neither have made efforts to obtain citizenship. When asked why, they state they are afraid to let the government know of their presence lest they face potential deportation. Both parents work very long hours at various informal jobs. Vicente is a model student and a well-liked, well-behaved boy by all accounts from the school and acquaintances. Social services became involved when it was alleged that Vicente often is alone overnight and even for full weekends when his parents are working. When Vicente was interviewed at school, he also disclosed that his mother often gets very angry when she is stressed, and that she takes it out on both Vicente and Pedro. She will slap and punch Pedro during arguments. Vicente stated that while Pedro will yell as much as Juanita, he never uses physical violence. Vicente stated that his mom still spanks him on his bare bottom with a belt or extension cord, but that it doesn’t happen as much as when he was younger. Vicente states he thinks his mom hits him less because he tries very, very hard to be good in school. Pedro’s account of fights with Juanita fits with Vicente’s. Pedro states that he does not hit back because he grew up in a very violent household in which he was afraid of his father. Additionally, Pedro fears that if he hits back, it will come to the attention of police and risk deportation. Pedro was embarrassed to talk about the hitting, and feels that there is no point in looking for help, not only because of the risk of deportation, but because he assumes there is no help for men. Juanita admitted in her interview that she sometimes hits Pedro, but claims she doesn’t do it very often. Juanita also says she has told Pedro he can hit her back, which Vicente says he has heard as well. Juanita denied ever using an instrument to hit Vicente, though she admits she still spanks his bare bottom when he is bad because it will embarrass him and shame him into behaving. Neither adult wanted to leave the home; each stated they still love each other, would have no place to go, and would lose their son. The family were transferred to in-home services for long-term support.

Although some researchers in the late twentieth century acknowledged that battered women could be violent, empirical evidence of female IPV was generally interpreted (by Frieze as well as by other feminist researchers at that time) as these battered women fighting back against an abusive batterer (e.g., Frieze & Browne, 1989; or Saunders, 2002). But, as more data emerged, it became clear that such an explanation would not explain many of the reported frequencies of female violence within couples. Much of these data came from studies of dating couples, often within college student samples, as well as evidence of violence within same-sex couples as discussed earlier in this chapter. Many other explanations were advanced to either explain why this was happening, or to question the basis of the reported data.
In one of the many discussions of this conflict within the literature, Anderson (2013) discussed several hypotheses that might explain why women would engage in IPV at rates as high or higher than those of men. First was what she called the “Lara Croft” hypothesis (p. 315) that women feel empowered now because of having higher status than in the past. This idea is generally supported by reference to cross-cultural data indicating higher rates of female perpetration of IPV in societies where women have more economic and political equality (Archer, 2006). Twenge (2001) presented data on women’s rises in assertiveness over the twentieth century, which would be consistent with this argument. Anderson argued, though, that this would imply that as women’s status has risen in the U.S., their rates of IPV should have also risen, and that there is no data supporting this conclusion.
A second argument related to the finding that there is now less social approval of men battering their wives than in the past, leading to men underreporting their violence (see Felson, 2002, and Box 5.4 for ideas of chivalry and social disapproval of male violence against women). This possibility of the data showing high levels of female violence not being accurate because of underreporting by violent men was not discounted as an explanation. There does appear to be the general pattern of women and girls reporting more often than men or boys that they have exhibited some type of physical or emotional aggression against a partner. It is also the case that women report more violence overall in couple relationships than men do, and report themselves as perpetrators more than men identify a women as the perpetrator. Frieze (2005) suggests several reasons this might be the case. First there is some evidence that when asked about experiences related to aggression, men tend to focus more on male-male violence, while women focus on couple violence. Thus, when asked about how often they engage in various violent acts toward a female partner, men may simply not remember. Second, given the social disapproval associated with male violence toward women (Felson, 2002), men may be embarrassed to describe their own violent actions more than women.
Box 5.4: Changing Attitudes About IPV?
As discussed in Chap. 1, violent abuse of one’s partner is no longer seen as socially acceptable behavior in the United States. In his book discussing gender and violence, Felson (2002) argued that U.S. society generally supported the idea that men should not display aggression toward women, and, instead, should be protective of women. He described this as a norm of chivalry. He further suggested that such norms might account for findings of higher levels of IPV in women toward men than in men toward women. Community studies have found supporting evidence that men’s perpetration of IPV is viewed more harshly than women’s (Sorenson & Taylor, 2005).
More recent studies report that these norms of chivalry still exist today in college students (Bradley, 2015; Hammock, Richardson, Lamm, Taylor, & Verlaque, 2017). In addition, Hammock and her colleagues found that there was greater disapproval of physical violence than psychological aggression within intimate partner relationships. Both studies found that male perpetrators were perceived more negatively than female perpetrators. Bradley examined a situation in which one used violence against someone who had hit them without justification. Further supporting the idea of chivalry, there was more disapproval of men using retaliatory violence against a woman than women retaliating against a man. Retaliation within different types of relationships was also examined in this study. Men were more accepting of women’s retaliation against a husband than women were. Researchers argued that one explanation for their findings was that women’s violence was seen as less serious than that of men.
Scenario studies have also been done to investigate view of IPV within sexual minorities. Crittenden, Policastro, and Eigenberg (2017) used a large sample of college students to examine this issue. Results indicated more disapproval of male than female violence regardless of the sexual orientation of the couple. In one of the few studies using scenarios with a sample other than college students, Russell (2017) reported on a study that drew on police officers as her sample. Data indicated that male violence was also rated as more serious than female violence within heterosexual couples by the police sample. Other data examined attitudes about gay and lesbian couples. Men’s IPV toward a female partner was seen as the most dangerous. Heterosexual women and gay men using IPV were seen as least likely to harm their partners.
Some studies have indicated that women, too, may have negative views of their violence toward a male partner and report feeling shame. Weiss, Duke, Overstreet, Swan, and Sullivan (2016) administered a survey about IPV and feelings of shame to a volunteer sample of community women recruited for a study about women’s relationships with men in their lives. The sample consisted of 369 women who reported engaging in physical IPV toward their male partner. Shame was assessed with items such as “I would be embarrassed if anyone found out about my abuse towards my partner” or “I do not tell people that I am sometimes abusive towards my partner” (p. 430). Shame scores were correlated with both IPV perpetration and victimization, and were especially high for the women with alcohol or drug use problems. Perhaps this shame relates to a general sense that intimate partner violence is not acceptable behavior?

A third argument was that violent men are not likely to participate in national studies, and thus, couples in which the male is the violent partner are not represented in their true proportions. Anderson discounts this argument, noting that attempts to examine this issue directly often fail to account for high rates of mutual couple IPV, a finding from many of the studies discussed earlier in this chapter. One might also argue that couples in which the woman is the violent partner may also be reluctant to participate in studies of marital dynamics.
A fourth hypothesis was that because of less physical ability to inflict injury, women need to engage in more acts of violence to achieve the same effect, or that women’s violence is not taken as seriously as men’s. Anderson (2013) suggested that this idea had merit but needed further empirical testing. [A later qualitative study discussed earlier by Lehrner and Allen (2018) does find support for the idea of women’s violence not being taken seriously among college students.] Anderson concluded her analysis by indicating that it was more important to consider why IPV happens at all than to try to determine whether men or women do it more.
Other critiques of Straus et al. (1980) as well as of other national survey data indicating higher rates of female perpetration of IPV have focused on measurement concerns, especially as related to the use of the CTS


 (e.g., Brush, 1990). In an important paper published in 2017, Hamby addressed the methodological issues in some detail. Hamby was involved in a major redrafting of the CTS, resulting in the CTS2 (see Straus, Hamby, Boney-McCoy, & Sugarman, 1996). She discussed the development of the CTS2 in some detail in this paper and noted many critiques of this scale as well as of the original CTS. It has become clear that gender differences in IPV perpetration depend greatly on the particular measures used to assess IPV. Issues such as intentions related to violent acts as well as resulting harm are key to understanding apparently violent behavior, and these were not generally examined in large survey studies and were not assessed in the revised CTS.
Straus himself (Winstok & Straus, 2016) has published relatively recent papers noting the controversy his early work has generated, and arguing that the reality is that although both women and men do engage in acts of violence against martial or intimate partners, the reality is that the most typical situation is that both parties are violent within a couple classified as involved with IPV. Looking only at situations in which one partner engages in physical forms of IPV, Winstok and Straus argued that it was more likely that it is only the man who was violent, although there are some couples where only the woman was violent. Consistent with Archer’s (2000) meta-analysis, it is also the case that more women are injured by IPV than men.
In response to these concerns about the CTS


, researchers at the CDC have now developed a revised measure of IPV that separates serious from less serious violence. Some of the initial reports of data using this scale were reported earlier in the chapter (Black et al., 2011; Smith, Zhang, et al., 2018). Our guess is that as more researchers become familiar with this revised scale, some of the disagreements in the field will diminish. These data do clearly indicate that men are more likely to engage in serious IPV, but men and women engage at relatively equal rates in lower levels of IPV,
5.5 Summary
This chapter extends the work reviewed in Chap. 4 on battered women by examining IPV research based on community samples of adults as well as studies of college students and adolescents. Samples have also been extended beyond heterosexual couples to include a variety of sexual minorities. Much of this research is based on surveys, often using the CTS or some modified version of this scale, to measure intimate partner violence (IPV). The CTS measures how often people use various forms of physical aggression toward their partners. These behaviors range from quite severe violence to very mild forms of physical aggression that may not cause an injury or even pain. Much reported IPV has been found to consist of these less violent behaviors. Although the expression of some form of physical violence toward the partner is the primary measure of IPV seen in these studies, other types of IPV such as forced sexual behavior and psychological abuse can also be found.
One of the common findings of this research is that IPV is not limited to battered women and their abusive husbands or male partners. Instead, this work consistently indicates the women, too, use all forms of IPV, as do sexual minorities. This occurs in dating couples as well as in older couples who are married or living together. Although studies based on CTS-like measures often report that women are more likely than men to perpetrate IPV, newer studies using different measures of IPV do sometimes indicate that men are more often perpetrators, and the women are more often victimized by IPV. This is especially true when looking at the most serious forms of violence. It is also clear that the large majority of IPV within couples occurs in couples where both engage in often low levels of IPV. Incidence rates of IPV vary by age, as well as by race or ethnicity, but conclusions about exact rates are difficult because measures of IPV vary so much across samples. Samples drawn from general populations systematically indicate that the majority of couples use no physical violence at all. Rates of psychological or emotional aggression are higher than those for physical IPV, although both forms of IPV are correlated.
Reported motives for engaging in IPV are similar for women and men. Often mentioned reasons for violence include anger and jealousy. Being intoxicated from alcohol or drugs is another commonly identified motive. Research on the impact of IPV on victims indicates that IPV can be associated with a large variety of physical and mental health problems. In general, these consequences are higher for women than men. Psychological IPV can have more serious consequences than physical forms of IPV.
Discussions attempting to understand why so many of the CTS-based studies indicate higher levels of IPV perpetration in women than men suggest that measurement issues may be a major explanation, one supported by evidence of higher levels of male violence in recent studies using different measures that focus more on serious violence. Many studies have indicated that women experience serious injury from IPV more than men, data that was difficult to correlate with the higher reported rates of female than male perpetration of IPV.
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Maltreatment of children can take many forms. In this chapter, we review what researchers can tell us about physical abuse of children by their parents, as well as parental neglect, and sexual abuse by parents. The chapter first focuses on physical and psychological abuse as well as neglect, and then turns to sexual abuse of children by parents. Like intimate partner violence discussed earlier in Chaps. 4 and 5, societal views of violence of directed by parents toward children have become less accepting (Holden, Brown, Baldwin, & Caderao, 2014; See Chap. 1).
6.1 Defining Child Abuse and Neglect or Child Maltreatment
Definitions of child abuse and neglect vary. Based on legal codes, “The Child Abuse Prevention and Treatment Act (CAPTA), (P.L. 100–294) defined child abuse and neglect as, at a minimum: Any recent act or failure to act on the part of a parent or caretaker which results in death, serious physical or emotional harm, sexual abuse or exploitation; or an act or failure to act, which presents an imminent risk of serious harm.” (Children’s Bureau, 2019, p. viii). According to the Centers for Disease Control and Prevention (CDC, 2019), “child maltreatment includes all types of abuse and neglect of a child under the age of 18 by a parent, caregiver, or another person in a custodial role (e.g., clergy, coach, teacher). There are four common types of child abuse: Physical Abuse, Sexual Abuse, Emotional Abuse, and Neglect.” For more detailed definitions, see Box 6.1.
Box 6.1: Definitions of Child Abuse and Neglect
There are a number of definitions offered for child maltreatment. For example, the U.S. Department of Justice, Office for Victims of Crime (2019, p. 4) offers these definitions:
Emotional abuse
: A pattern of behavior that impairs a child’s emotional development or sense of self-worth. This may include constant criticism, threats, or rejection, as well as withholding love, support, or guidance. Emotional abuse is often difficult to prove and, therefore, child protective services may not be able to intervene without evidence of harm to the child. Emotional abuse is almost always present when other forms are identified.
Neglect

: Child neglect is the most common type of child abuse. Since children are dependent upon others to provide their basic necessities of life, deprivation can result in nutritional neglect, abandonment, inadequate supervision, medical/dental neglect, inadequate or inappropriate housing, inadequate or insufficient clothing, neglect of personal hygiene, educational neglect, and/or failure to protect the child from abuse. In cases of neglect, intent is not a necessary criterion. For example, caregivers may not have the intention to provide inadequate supervision but could nevertheless be neglectful if they leave their 1-year-old child alone in a bathtub.
Substantiated abuse or neglect

: This term indicates that the child abuse or neglect reported to child protective services has been the subject of a civil investigation and found to be a case of abuse or neglect at a particular legal standard (most often preponderance of the evidence). This is sometimes called a “founded” case of abuse/neglect. It is important to note that this level of evidentiary proof is much lower than the criminal standard of “beyond a reasonable doubt.” This allows a mere preponderance of the evidence (the lower standard) to be used to demonstrate that a child has been injured and/or is at substantial risk and is in need of protective intervention.
Sexual abuse: Child sexual abuse refers to the sexual assault of a child or certain other forms of touching or fondling of a child for the sexual stimulation and gratification of the adult perpetrator. While less obvious than sexual assault, sexual abuse may include making sexual propositions, forcing a child to watch sex acts, unwanted hugs, touches, and pinches, and may include tickling. Also, age is often a factor in the law that determines if child sexual assault is aggravated (e.g., sexual assault of a younger child).”
In a more detailed examination, one can find these definitions:
Physical abuse
 is causing physical injury to or otherwise harming a child. The parent or caretaker may not have intended to hurt the child; the injury may have resulted instead from excessive discipline or physical punishment.
Child neglect is failure to provide for a child’s basic needs. Neglect can be divided into several types: physical neglect, medical neglect, inadequate supervision, emotional neglect, and educational neglect. For more information on types of neglect, visit Information Gateways’ webpage on the Identification of Neglect at https://​www.​childwelfare.​gov/​pubs/​focus/​acts.
Sexual abuse includes fondling a child’s genitals, intercourse, incest, rape, sodomy, exhibitionism, and commercial exploitation through prostitution or the production of pornographic materials. Many experts believe that child sexual abuse is the most underreported form of child maltreatment.
Emotional abuse
 (psychological, verbal, or mental) includes acts or omissions by parents or caregivers that have caused, or could cause, the symptoms listed below. In some cases, the acts alone, without any harm evident in the child’s behavior or condition, can warrant intervention by Child Protective Services (e.g., practices such as confining a child to a dark closet or a cage). Children who have been abused and/or neglected are harmed physically, behaviorally, and emotionally. For example:	A neglected child may look undernourished and/or may have sleep disorders or untreated injuries. He or she may beg or steal food, have poor hygiene, or be involved in promiscuity, drugs, or delinquency. As a result, the child may have poor self-esteem, emotional issues, or social problems.

	A physically abused child may have questionable injuries such as bruises, welts, burns, fractures, cuts, or scrapes. As a consequence of the abuse, the child may be uncomfortable with physical contact, frightened of parents or other adults, afraid to go home, or act aggressively or withdrawn.

	Most physical indicators of child sexual abuse are identified through a doctor’s examination. Behavior that may signal child sexual abuse includes inappropriate knowledge of sex, highly sexualized play, unexplained fear of a specific person or place, nightmares, or withdrawal. A sexually abused child may have low self-confidence, feel shame or guilt, or appear depressed or anxious.

	Behaviors that indicate emotional abuse include conduct disorders, extreme behaviors, cruelty, and delinquency. Often, an emotionally abused child will experience delays in development.




The consequences of child abuse and neglect can be serious and long term. Abused and neglected children may experience a lifelong pattern of depression, anxiety, low self-esteem, inappropriate or troubled relationships, or a lack of empathy.
Office for Victims of Crime. Technical Training and Assistance Center (2019). Training Unit 9. Child Abuse and Neglect. Washington, DC: U.S. Department of Justice. https://​www.​ovcttac.​gov/​

In this chapter, our focus is the maltreatment by parents. As explained in more detail later in the chapter, it can be seen that it is not uncommon for more than one type of abuse or neglect to occur within a family. Thus, child abuse and neglect may occur in families with parental partner abuse (IPV). Observation of parental IPV has been shown to be traumatic for the child. Some classify this as another form of child maltreatment (see Chap. 8). In a review of research on the effects of child exposure to parental IPV, Carlson, Voitch, Brown, and Holmes (2019) demonstrate the many negative effects of this exposure on the child. Another form of emotional abuse is maltreatment of family pets. McDonald et al. (2015) argued that exposing children to abuse of the family pet can be quite traumatic for the child (McDonald et al. 2015). Chapter 7 describes this type of abuse in more detail. Researchers continue to expand their thinking about other behaviors that constitute child maltreatment. For example, Harman, Kruk, and Hines (2018) argued that parental alienation was a common, but largely ignored form of emotional abuse. This was defined as a parental figure using a variety of strategies to harm the relationship of a child with the other parent.
The reality of child abuse and neglect can be seen in our case files. Case 17 demonstrates a situation of extreme neglect and abuse of a child to the point that death was imminent. It shows how one child may be singled out for abuse and neglect while other children in the home are adequately cared for. The case notes make it clear how important it was for the neighbor to take action and call the police after seeing the starving boy, saving his life.
Case Example #17
For years, a seven-year-old boy was beaten, starved and neglected by his mother and grandparents. The child was only allowed to eat small amounts of tuna and eggs and resorted to eating insects to stay alive. If he tried to get other food, the three adults would beat him with a belt or force him to take cold showers. Although he was confined to his home, with neighbors not even knowing he existed, 1 day he managed to escape and was seen by a neighbor who was walking her dog. The neighbor described him as looking like a “human skeleton”, as he weighed only 25 pounds and was only days away from death. The neighbor called police who called child protective services. The child was taken to the hospital and his mother and grandparents were arrested on multiple charges of child abuse and neglect including unlawful restraint of a minor, aggravated assault, child endangerment, medical neglect, false imprisonment and criminal conspiracy.
The boy’s three siblings—one brother and two sisters—appeared to not have been abused and were all healthy, although they were also removed from the home by child protective services to ensure their safety. The motive for the victim’s abuse, according to the investigating detective, appeared to be that the adult family members simply did not like him. One year ago, the mother removed him from school to homeschool him, although it was unclear if any schooling actually occurred.
One of the doctors from the local children’s hospital said this was the worst case of childhood starvation, abuse and neglect that she had ever seen and the best medicine for him was providing him with kindness and nutritious food. During hospitalization, the boy gained 24 pounds and, when released, was placed in foster care. The child’s mother and grandparents remain in jail awaiting trial.

6.2 Societal Attitudes About Physical and Emotional Maltreatment of Children
In the United States, formal organizations to help children growing up in abusive families began in the nineteenth Century. One of the first such organizations was the New York Society for the Prevention of Cruelty to Children, founded in 1875. A number of other groups worked on this issue in the years following. Such efforts eventually led to the U.S. Government providing funding to the states to help protect and care for neglected children as part of the Social Security Act of 1935. Individual states took on this role and by 1970, most states had established protective services for children when there was evidence of high levels of physical abuse or neglect (Chaffin, 2006). According to Chaffin (2006), these efforts were followed by an interest in the medical profession to diagnose or identify when such abuse existed. International concerns about child abuse and protecting children from physical and mental violence can also be seen in statements from the United Nations as well as other organizations (Miller-Perrin & Perrin, 2018).
Given these types of societal efforts to assist children who are not being properly cared for, it is clear that physical abuse and neglect of children has not been considered to be acceptable behavior by many people in U.S. society for many years. However, defining what people mean by abuse or neglect is not as simple as one would hope. Through much of the twentieth as well as into the twenty-first century, many people in the United States were unclear about when slapping or spanking a child was abusive (Rohner & Melendez-Rhodes, 2019). Since a spanking was expected to hurt, most people would not have considered it to be abuse for a parent to physically hurt his or her child, as long as there was not serious injury and the intent was to teach the child proper behavior. Many believed that children should be disciplined, and many felt that discipline could and should include physical punishment such as spanking. Such behavior was quite common and continues to occur regularly, although it has become less frequent (Straus, Douglas, & Medeiros, 2014). For example, Taylor and colleagues reported that 65% of 3-year-olds were spanked by parents in the previous month (Taylor, Lee, Guterman, & Rice, 2010). Miller-Perrin and Perrin (2018) have also argued that use of physical punishment is still relatively common in the U.S., citing data from many different studies. They suggest that the parents own personal experiences of being physically punished as children contribute to the continuation of this practice by many parents.
Researchers continue to argue that parental attitudes about use of physical punishment as a way to discipline children are related to religious teachings, especially those held by conservative Protestant Christians (e.g., Perrin, Miller-Perrin, & Song, 2017). Judeo-Christian teachings


 suggest there is a spiritual duty for parents to teach their children respect and obedience to authority as well as encouraging values such as honesty and doing things for others (Mahoney, 2005). Conservative or Fundamentalist Christian views expect parents to use physical punishment to make sure children learn appropriate behavior. Several verses from the Old Testament Bible mention this. For example, “He who spares the rod hates his son, but he who loves him is careful to discipline him” (Proverbs 23:24, cited from p. 515 in Perrin et al., 2017). Empirical tests of this view can be found in two major reviews by Mahoney and her colleagues. Looking at data from the 1980s and 1990s, Mahoney et al. (2002) found that more religious parents during this period placed a higher value on the obedience of their children than non-religious parents did. The more religious parents also were more likely to believe in the acceptability of corporal punishment and reported using spanking as a form of discipline more than less religious parents. A later review by Mahoney (2010) of the period from 1999 to 2009 indicated that studies from this somewhat more recent survey indicated that conservative Protestant parents continued to be believe that spanking was necessary to gain obedience from children and did not believe there were negative effects of doing this.
Several meta-analyses have been done to address the question of whether there is evidence that spanking of children has negative effects (e.g., Ferguson, 2013; Gershoff & Grogan-Kaylor, 2016). Generally, spanking


 is defined as using one’s open hand to strike the child in the buttocks or arms or legs. This is often differentiated from “corporal punishment” which involves more extreme aggression such as striking the face, hitting the child with an object or severe shaking or pushing of the child (Ferguson, 2013, p. 196). Ferguson argued that previous studies of the effects of spanking often included other forms of corporal punishment, and thus did not provide clear evidence about spanking. In his meta-analysis of 45 previous studies, he attempted to separate these two types of physical discipline as well as to examine other moderating factors. Overall, no clear evidence was found in this study that spanking had negative effects on children, and only small negative effects were found for corporal punishment


. However, a later, even more extensive meta-analysis done by Gershoff and Grogan-Kaylor (2016) did find evidence of negative effects of spanking, with more aggression and other antisocial behavior as well as more mental health concerns and more negative relationships with parents in children exposed to spanking as compared to other children. They did caution, though, that their review did not allow them to directly assess causation, only associations between variables. But, increasingly, the research community views spanking as harmful. A number of researchers joined in a paper published in 2017 to argue that spanking should be designated as an “adverse childhood experience” (Afifi et al., 2017, p. 24), noting the abundance of evidence of negative effects of spanking. However, the debate continues with Rohner and Melendez-Rhodes (2019) providing evidence that parental rejection of children may mediate or moderate the effects of spanking.
6.3 How Common Is Child Maltreatment by Parents?
In practice, it is not always straightforward to determine whether physical abuse of a child has occurred or not (U.S. Department of Justice, 2014). Other forms of child maltreatment may be even more ambiguous than physical abuse, although extreme forms of abuse or neglect are clear. In response to this ambiguity, the Office of Juvenile Justice and Delinquency Prevention offers a manual to help recognize physical abuse in children and distinguishing this from accidental injuries. Certain types of injuries are noted that are often associated with abuse. Such injuries require careful investigation, as discussed in Chap. 9. Defining and measuring emotional abuse and neglect is even more complex (Slep, Heyman, & Snarr, 2011). Slep and her colleagues argued that this type of abuse can be even more damaging that physical abuse and neglect, as do others (e.g., Campbell & Hibbard, 2014).
Other cases of abuse may relate to differences in underlying values. For example, Case #21 below illustrates the challenges faced by health care providers when a family’s religious beliefs are not consistent with what is believed by health care providers to be a child’s best interests. It also shows the complexity of some medical neglect cases and the role that the legal system must play in cases when a child is not old enough to make their own decisions.
Case Example #21
Six year old Daniel was diagnosed with acute lymphoblastic leukemia (ALL). Although ALL had a survival rate of about 85% with chemotherapy, his parents refused to take him for treatment. Jim and Diane were Christian Scientists who did not believe in using medicine and wanted to rely on spiritual healing through prayer. Daniel’s life was believed to be in grave danger from infection without treatment so an emergency removal order was issued. However, Jim and Diane hid Daniel outside their home and he could not be located by Child Protection workers. In the meantime they hired a lawyer to file a lawsuit against the county, stating that their freedom of religion was being violated. The case was rushed through the system and the courts sided with the county, since the minor child could not make his own decision about whether or not he wanted treatment. Jim and Diane were threatened with arrest if they did not turn over Daniel to authorities. They finally conceded although they claimed that their prayers were working to heal him. Daniel was retrieved from the home of church members and he presented as very medically frail. He was transferred to a foster care home with a woman who had medical training, and he started chemotherapy 2 days later. He received 3 months of intensive treatment and was prescribed a daily mediation to be taken for 2 years as maintenance. He also needed to attend hospital appointments every 6 weeks for 2 years to receive intravenous medication.
His parents visited him frequently throughout his chemotherapy treatment. They agreed to give him his maintenance drugs and take him to his appointments, so he was allowed to return home. After a year of regularly taking Daniel to appointments and giving him his oral medication, the case was closed.

In addition to difficulties in determining if abuse has occurred, data on the frequency of various forms of child maltreatment is difficult to obtain for other reasons. Data can come from reports of children, or from adults recalling what they experienced as children, as well as from parents reporting on their own behavior towards their children, or from social welfare agencies who investigate suspected child maltreatment (see Chap. 9). Often, conclusions drawn from one type of sample may differ from what other sources report. In addition, these sources typically are drawn from a relatively small area, so they may not generalize to other parts of the U.S., or to other regions in the world. (For this reason, we focus on U.S. data in this book). Although such limitations need to be considered, there are national U.S. data available. According to 2017 data from the Children’s Bureau of the U.S. Department of Health and Human Services (2019), overall rates of child maltreatment were determined to be 9.1 per 1000 children based on a formal investigation done by staff at Child Protective Services (CPS). These rates have remained relatively stable since 2013. The largest category of abuse was neglect (75%), followed by physical abuse (18.0%), sexual abuse (9.0%) and other types of abuse (7%). It was estimated that 1720 children died that year from abuse and neglect (2.3 per 1,000,000 children). These data come from formal reports of abuse to state agencies. The national incidence data from CPS also provides information on perpetrators of child maltreatment. The majority of perpetrators are parents of the child (78%). The remaining cases involve the partner of mother or father, other relatives, foster parents, or child care providers. Women are more likely to be the abusers than men (54 versus 45% of perpetrators).
Another strategy for determining how common child abuse is involves surveying children directly. Finkelhor and his colleagues did this initially in 2008 (Finkelhor, Turner, Ormrod, & Hamby, 2009), in 2011 (Finkelhor, Turner, Hamby, & Ormrod, 2011), and again in 2013–2014 (Finkelhor, Turner, Shattuck, & Hamby, 2015). Looking at the most recent survey, data were collected using a representative sample of U.S. telephone numbers. A sample of 4000 children aged 0–17 were interviewed (caretakers answered questions for those from 0 to 9 years of age) about their exposure to all forms of violence, crime and abuse. Rates of reported physical abuse by a caretaker for children of all ages in the last year was 5%, and was 18% over their lifetime for the 14–17 year olds in the sample. Caretaker emotional abuse
 rates were 9% for the full sample in the last year and 24% for those 14–17 over their lifetime. Comparable rates for neglect were 5% and 18%. There were very few reported gender differences, and these most recent rates were quite similar to those in the 2011 study.
As can be seen, these data from two very different sources yield quite different pictures of the frequency and type of abuse that children experience. Similar sampling issues have been found for reports of intimate partner violence, as discussed in Chap. 5. It is interesting to note that another large national survey in the U.S. also found that 8% of adults reported being physically abused as children, a percentage similar to that reported in the Finkelhor et al. (2009) study (Sugaya et al. 2012). One interpretation of these sample differences is that when samples are based on confirmed reports of child protective services they may reflect what gets reported to CPS. This may suggest that many cases of abuse are never reported to formal government agencies (see Chap. 9).
6.4 Short and Long-Term Effects for the Child
Physical child maltreatment



 has the immediate effect for the child of dealing with the pain and possibly long-term suffering resulting from the injuries received. These may be relatively minor, but can be quite severe. Some children do die of their injuries inflicted by a parent. Although physical injury is often the focus when discussing child abuse, neglect is more common and can more often result in death. Severe neglect can result in death for the child, and is the most frequent reason for a child to die from maltreatment, accounting for 75% of the cases. Physical abuse accounts for 42% of fatalities, with some children experiencing both. The large majority of fatalities (72%) are for children aged 3 or younger. Boys are more likely to experience a fatality from maltreatment than girls (Children’s Bureau, 2019). In addition to these physical consequences of maltreatment, there are a number of correlates of maltreatment relating to mental and physical health, as well as effects on behavior. These are briefly reviewed below.
Emotional abuse



 is typically associated with all of the other forms of child maltreatment. For example, emotional abuse might include fears about future injury. A number of other emotional or psychological effects of child maltreatment victimization have also been documented in the research literature (Sugaya et al., 2012). There are also behavioral consequences (e.g., Tallieu, Brownridge, Sareen, & Afifi, 2016).
6.4.1 Psychological, Behavioral and Health Effects of Child Maltreatment
In his detailed review article in the Annual Review of Psychology, Cicchetti (2016) argued that maltreatment of a child not only has negative effects on the child during infancy and childhood, but also initiates “a negative developmental cascade that continues throughout the life course” (p. 188), undermining normal developmental processes. He reviewed studies showing that physically abused infants have been observed showing increased rates of fear, anger and sadness. In their preschool years, maltreated children appeared to show increased sensitivity to anger-related cues in others, leading to problems with peer relations as they got older. Other evidence indicated that school-age children who were physically abused in earlier years were more verbally and physically aggressive toward others. Maltreatment more generally was associated with higher distractibility, over activity, and poorer concentration. Cicchetti also reviewed extensive literature demonstrating problems for maltreated children in developing normal patterns of attachment to their (abusive) caretaker, feeling they are somehow unacceptable to others, or feeling that significant others are not trustworthy. Feelings of shame were found to be especially associated with neglect. In concluding, Cicchetti noted that some children were found to be highly resilient, and appeared to be able to overcome the effects of their parental maltreatment. Possible biological factors that might help explain this resilience were explored in Cicchetti’s review.
Following Cicchetti’s analysis in 2016, Jaffee (2017) reviewed the research on later effects of child maltreatment in the Annual Review of Clinical Psychology, with a focus on mental health problems. As she noted, most of the research has relied on self-reports, often for events occurring many years earlier. For this reason, she selected studies for review where the maltreatment had been substantiated by Child Protective Services records. Based on an extensive review of the published literature, Jaffee concluded there was clear evidence that maltreated children are at increased risk for higher rates of externalizing problems, not only in childhood and adolescence, but also in adulthood. This can be seen in higher crime rates and other antisocial behavior in maltreated children. Higher use of drugs and alcohol have also been reported, although Jaffee suggested that these data were not as clear. Internalizing problems such as depression, anxiety and PTSD have also been found for maltreated children throughout their lives. As Jaffee pointed out, some of these long-term consequences of child maltreatment may have a biological component.
Longitudinal data are especially helpful in identifying long-term effects of child neglect and abuse. A number of longitudinal studies have reported such data in relatively recent years. Cohen, Menon, Shorey, Le, and Temple (2017) offer this type of data in an analysis of Wave 4 of an on-going study using a community sample. The initial sample were freshman or sophomore students in a Houston area high school. They completed a survey asking them about earlier experiences of abuse and neglect. They continued to complete surveys for the next 2 years. Analyses indicated that the experience of earlier emotional abuse showed a strong association with later depression. There were also significant correlations for depression and emotional neglect and physical neglect. Post-traumatic stress disorder (PTSD, See Chap. 3) was also most strongly associated with emotional abuse, as was anxiety. Overall trauma scores were highest for emotional neglect and sexual abuse.
Widom, Czaja, Kozakowski, and Chauhan’s (2018) longitudinal sample had been found to have been abused or neglected as children and were surveyed again near the age of 40 to investigate relationship problems and attachment to romantic partners as adults. The sample also contained a matched comparison group used for the initial childhood data. A scale measuring anxious attachment was found to be associated with higher levels of earlier physical abuse or neglect. Anxious attachment is defined as worrying about whether the partner loves you or wants to stay with you. Higher levels of anxious attachment in turn predicted higher levels of general anxiety, as well as depression and lower levels of self esteem.
In another study based on a very long-term longitudinal sample, Raby et al. (2018) initially sampled a set of 267 high-risk pregnant mothers, collecting data about their first child several different times over their childhood and into their adult years with the last testing at age 34. They compared those experiencing early abuse or neglect at or before the age of 5 with those who were abused later in their middle childhood or adolescent years. Those abused at an early age were found to have poorer peer interactions and later romantic relationships beginning in kindergarten. Such findings are consistent with the attachment data reported by Widom et al. (2018). Raby et al. also examined academic competence, again finding lower levels beginning in kindergarten and continuing through adulthood for the early abuse group. Effects of those abused at later ages appeared to be less consistent. These findings are consistent with an earlier study by Currie and Widom (2010) who found that those with documented histories of abuse or neglect as children were more likely to be unemployed, had lower earnings, fewer assets and lower levels of education as adults at the age of 41.
Drawing from the Fragile Families data, Hunt, Slack, and Berger (2017) were able to relate behavioral data at age 9 for a sample of over 3000 children to several forms of earlier child maltreatment occurring at the age of 5 or even younger. Children who had experienced emotional or physical abuse or neglect were found to be more likely to have problems with externalizing behavior (aggressiveness or rule breaking) as well as internalizing behavior (anxiety, depression or withdrawal).
In an analysis of the underlying dynamics that might lead to these types of externalizing and internalizing behaviors, Craig and Moretti (2018) administered surveys to a sample of pre-teens and teenage boys and girls drawn from a population found to be experiencing serious behavior problems. They argued that callous-unemotional (CU) features, or an indifference to or lack of responsiveness to other people’s emotions, have been found to be associated with aggressive and antisocial behavior, especially in boys and men. CU was believed to result from early experiences of child maltreatment including neglect as well as emotional and physical abuse. Such experiences led to hyperarousal in the child, and repression of feelings as a coping response. In this study, as predicted, the researchers found higher levels of anxiety as well as CU features in the boys and girls who had experienced the highest levels of maltreatment.
In yet another longitudinal study, Proctor et al. (2017) used the LONGSCAN database


 to investigate reasons for the commonly reported tendency for adolescents who had been maltreated as children to abuse alcohol and marijuana. As they predicted, they found evidence that this type of substance abuse was predicted by earlier externalizing behavior at age 8. This pattern was especially evident for those who had been physically abused.
Johnson and his colleagues (2017) used data from the Minnesota Longitudinal Study of Risk and Adaptation (also used in the Raby et al., 2018 study) to examine the long-term effects of abuse and neglect in childhood on physical health in adulthood. Children followed from birth were asked a number of questions about their health status in their late 30’s. Childhood abuse and neglect were associated with lower self ratings of overall health and more reports of a number of specific health problems. Neglect was most associated with health problems.
6.4.2 Learning to Be a Parent and the Cycle of Abuse
As discussed in Chap. 2, a major mechanism of learning is role modeling. We learn about how to be a parent from observations of our own parents. This suggests that if one’s own mother or father is abusive to you or to your siblings, you may come to model this behavior with your own children. This pattern has been labeled as the cycle of abuse
. Widom (1989) is associated with the development of this theory that abusive parents have learned to be abusive from their observations of their own parents in childhood. She has published many studies examining this theory. In 2015, she and two colleagues published a follow-up of her early 1989 Science paper, again in Science (Widom, Czaja, & DuMont, 2015). In this follow-up, they note that much research has been done testing the cycle of violence theory but not all of it has found support for the idea that being abused as a child leads to one abusing their own children. They offer new findings from their longitudinal data. Initially, a comparison of children identified as abused was done with a matched sample of children not identified by (CPS). (Findings indicated that 11% of the comparison group reported some form of maltreatment.) Children were initially interviewed in 1967 through 1971, and again when they reached the age of 29. The children of these 29 year-olds were also interviewed. Abuse was determined by CPS reports as well as by self reports of adults and their children. There was evidence that those originally neglected by their parent or parents were more likely to neglect their own children, but evidence supporting the cycle of abuse was not found for physical abuse. These was also an effect for the abuse cycle for sexual abuse, although not as clear as that for neglect. These associations were seen in CPS data as well as in the self reports of parents and children. Their data further indicated that those who had been determined originally by CPS to have been abused were more likely to have had their own children assessed by CPS, suggesting that other parental abuse may not be as likely to come to the attention of CPS. In concluding their report, Widom et al. (2015) remind the reader that the original sample was predominately from a lower SES group and might not be representative of a broader U.S. sample.
Researchers continue to investigate the cycle of abuse. A special section of Development and Psychopathology published in 2019 included several papers reporting on recent findings. In a meta analysis of 142 studies, Madigan et al. (2019) found evidence of some relationship of transmission of abuse from one generation to another. These effects were greatest for emotional abuse, followed by physical abuse, and sexual abuse at similar levels. Neglect showed the lowest probability of being repeated across generations. Methodological issues in the examined studies were examined and did affect the results they found.
Specific types of parenting behavior


 found to be correlated with early experiences of child maltreatment in girls were investigated in another meta-analysis in the special section (Savage, Tarabulsy, Pearson, Collin-Vezina, & Gagne, 2019). A total of 32 studies were analyzed, looking at three types of parenting behavior. The category of Negative Parenting was found to be most likely in the abusive mothers, but the relationship was small. This consisted of using corporal punishment, making critical or mean statements, being insensitive to the child, over controlling, rejecting, or threatening, or neglectful. Thus, physical and emotional abuse as well as neglect were included in the set of negative parenting behavior. Positive parenting was predicted to be predictive of non-abuse, but was not found to have strong effects.
In their introduction to this section of Development and Psychopathology
, Alink, Cyr, and Madigan (2019), outline the expanded version of the cycle of theory. In addition to modeling the abusive behavior of one’s parents, other mechanisms that may operate to perpetuate abusive parenting through multiple generations include not being attentive to one’s own children and interpreting ambiguous behavior in the child in a more negative way; having insecure attachment to their children; not responding well to stress because of bad early experiences; and developing depression or other psychopathology because of bad early experiences. Alink et al. further noted evidence that having strong emotional attachment to some other adult might reduce negative effects of early maltreatment.
6.4.3 Children’s Observations of Parental Interactions
Children learn about parenting from observations of their parents. They also learn how adult couples interact. Along with observations about how couples behave, children exposed to parental IPV may also be learning to be violent, perhaps modeling the aggressive behavior of their parents. Using a sample of 1399 children from the National Survey of Child and Adolescent Well-Being who were living with their biological mother, Holmes, Yoon, and Berg (2017) found the young children who had observed violence between their parents were also more violent themselves in interactions with peers. Other data using a community sample of adults in their 20’s indicated that those abused as children or who had witnessed IPV in their parents were more accepting of partner violence under a number of specific circumstances than those who had not had these childhood experiences (Copp, Giodano, Longmore, & Manning, 2016).
In a systematic review of 19 studies examining the relationship of childhood exposure to parental IPV and later violence in the adult relationships of these exposed children, Kimber and her colleagues (2018) found 19 relevant studies. Sixteen of these studies showed an association of childhood exposure and adult IPV. However, they noted methodological problems in many of these studies and urged further research. Similar conclusions were drawn by Godbout et al. (2017) in a meta-analysis of men who had been victimized by maltreatment as children and their later perpetration of IPV against a female partner. The correlation found was 0.19, which was significant, but is low enough to suggest that this relationship does not always occur. Jung et al.’s (2019) study analyzed data from a sample of abused and neglected children contacted years later at the age of 36. Exposure to parental IPV was found in this study to be predictive of later IPV for these now 36 year olds. Early physical and emotional child abuse experiences were also found to be related to later adult IPV.
There may be other effects of young children being exposed to violent fighting of their parents. In a study examining language development of 3 year old children, Peterson, Riggs, Guyon-Harris, Harrison, and Huth-Bocks (2019) examined the children of a group of mothers who were followed over time. The mothers were determined to be at risk for IPV when initially surveyed prenatally. In a later survey when the children were 3 years of age, they were able to determine that language development of the children was related to maternal education levels and the presence of a stimulating home environment, as has often been reported. If the mother had experienced IPV, however, language development was reduced but only for those children with more educated mothers or for those with a stimulating home environment. When the mothers were less educated or the environment was not positive, there was no effect of IPV exposure, suggesting that these factors alone led to lower levels of language proficiency.
6.5 Characteristics of Abusive and Neglectful Parents
A number of possible explanations have been proposed for why some parents are abusive toward or neglectful of their children (Mulder, Kuiper, van der Put, Stams, & Assink, 2018; Thornberry et al., 2014). These include mental illness or other emotional or cognitive factors in the parents to abuse. Others indicate that child maltreatment can be a reaction to stress or to the child being difficult. Several of the major theories are briefly discussed below. Some of the theories and empirical research studies focus on a specific form of parental maltreatment of children, while others are more general. Evidence has been found that the types of predictive factors that have been found in parents who are emotionally abusive and are similar to factors predicting those who are physically abusive (Campbell & Hibbard, 2014). Sexual abuse also shares some common causal factors with other types of maltreatment, but differs in a number of ways from other types of child maltreatment. This type of abuse is discussed in more detail later in the chapter.
At one time, the assumption was made by many people that parents who abuse their children must be mentally ill, but formal research indicated that this was not the case for the majority of abusing parents (Emery, 1989). As this chapter will demonstrate, there do appear to be many relatively stable characteristics that are found to be associated with abusive parents, but mental illness is not a typical explanation. However, in a meta-analysis of studies from around the world examining predictors of neglect, Mulder et al. (2018) did find a statistically significant effect of parental mental illness being correlated with parental neglect. Also predicting parental neglect were a number of other factors such as parental criminality, and the parents themselves having been neglected as children. Other evidence for parental psychopathology can be seen in studies showing that depressed mothers are more likely to neglect their children (Shanahan, Runyan, Martin, & Kotch, 2017).
Most of the more recent research on parental abuse of children examines other factors in the parents. In an exploratory study, Thornberry et al. (2014) used data from a longitudinal study which repeatedly assessed a sample of 1000 adolescents in public schools in Rochester, New York beginning in 1988. In the most recent data collection, the sample were aged 29–31. The goal of the study was to determine what risk factors that were apparent in adolescence were later associated with being a parent of a child determined by CPS to have been abused (see Chap. 9 for details of the CPS process). Of the 816 in the sample of adults in their late 20s or early 30s, 12.5% had been found to have abused a child at least once. Nearly 90% of those who had engaged in the abuse were found to be neglectful, while 25% had been physically abusive and 7% sexually abusive. More than a third of them had engaged in 2 or more forms of maltreatment or abuse. Having been abused themselves as children was a significant predictor of their abusing their own children, as was being aggressive toward others, and not feeling attached to their children

. Growing up in a family characterized by low parental education and poverty was also a risk factor for later child abuse. As discussed earlier, the fact that abusive parents were themselves abused or neglected as children relates to the cycle of abuse theory (Widom, 1989). Other factors such as cognitive distortions and a number of stress factors in the lives of the parents have also been examined in some detail.
Although most of the theoretical work on abusive parents examines patterns of learned behavior, there is some evidence for a genetic contribution. In a complex study done by researchers in the Netherlands, the role of genetic factors in child maltreatment were examined (Pittner et al., 2019). Data were collected for physical child abuse as well as emotional abuse and emotional neglect, using a Dutch low SES sample. Their analyses indicated that there was evidence for heritability of emotional abuse, but not for physical or emotional neglect. Although researchers did not offer a theory about why only emotional abuse showed genetic contributions, they did suggest that it was important to look at various forms of child maltreatment separately. One explanation that might be offered is that the underlying genetic factor related to an inability to understand the perspective of the child, making emotionally abusive interactions more likely

.
6.5.1 Child Maltreatment by Mothers and Fathers
In looking at child maltreatment by parents, conclusions about whether mothers or fathers are the abusers vary depending on the type of data examined. Most U.S. studies indicate that mothers are more likely to physically abuse children than men (Children’s Bureau, 2019). Of course, mothers typically spend more time with children than fathers. In a detailed analysis of types of child maltreatment, long-time researcher Straus (developer of the widely used Conflict Tactics Scale to measure partner and parent-child violence) and his colleague Douglas (Straus & Douglas, 2017) differentiated maltreatment by mothers only, fathers only, and both mothers and fathers. They reported that 22% of physical abuse was done only by the father, 45% only by the mother, and 25% by both. Similar findings were provided by Straus and Douglas for use of corporal punishment, using data from the Fragile Families Study (19% father-only, 36% mother-only, and 45% by both mothers and fathers). In other data from a number of other countries, they found that physical abuse of girls was almost twice as likely to be mother-only in North America than abuse of boys. For boys, 29% was father-only and 52% was both parents, with mothers lower at 19%. No specific data from the United States was discussed for other types of child maltreatment in the Straus and Douglas paper.
6.5.2 Cognitive and Emotional Responses of Parents to Children
Difficulties in relating to peers and lack of empathy have been identified as reactions of maltreated children in response to their abuse (Craig & Moretti, 2018). Perhaps because of this, other data suggests that parents who are abusive also demonstrate distortions in perceptions of children’s behavior and a lack of empathy. Evidence for this was seen in a study by Rodriguez and Tucker (2015) who surveyed mothers of 6–9 year olds in the community and their children. Those whose scores indicated they had a high potential for being abusive parents (using the CAPI measure) also tended to be lower in empathy toward the child and made negative attributions about why a child would misbehave. It appeared that the mothers believed that their child was purposefully misbehaving, and they felt they were punishing the child for this. In a follow-up study, Rodriguez (2018) asked mothers of elementary school age children that she recruited from the community to complete a number of surveys including three measures that attempted to determine if a parent was at risk for being abusive. A combined score based on these three measures indicated those most at risk for abuse were more likely to believe that their child often misbehaved, and that the child deserved discipline for this. They also expressed more anger at their children. (Note that these studies did not measure actual abusive behavior).
In another study that did have measures of actual physical abuse, Young et al. (2018) asked parents of injured children to list three words that described their infant. Parents determined to have been physically abusive [as compared to those whose child appeared to have been accidentally injured, based on medical judgment] were more likely to use negative words in describing their child. These data can be compared to findings of Lorber and Stuart (2018) who observed mothers recruited from the community interacting with their 2–3-year old children in the laboratory. Although they hypothesized that negative expectations of the mothers about their children would be associated with harsh discipline of the children, they did not find this to be the case. Instead, negative expectations were associated with lax discipline. They explained this by suggesting that because of their negative experiences in the past, the mothers had given up on being able to discipline their children. Lorber and Stuart also noted that abusive behavior was unlikely to be observed in a laboratory setting where the mothers knew they were being observed.
These conflicting findings do raise questions about the importance of parental expectations as a predictor of child maltreatment. Most of the studies reporting this association have used questionnaires that involved self-reports of parents about potentially abusive behaviors, not about actual behavior. Perhaps some parents are willing to report a negative attitudes and behaviors on a hypothetical questionnaire, while others are more likely to only report positive attitudes and behaviors? Clearly, more research is needed to better understand the actual relationship between cognitions and abusive behavior.
6.5.3 Parental Stress
Higher levels of parental stress have often been reported as a predictor of various forms of child maltreatment, including use of severe corporal punishment (Garcia, Ren, Esteraich, & Raikes, 2017; Lee, Perron, Taylor, & Guterman, 2011). This stress can arise from violence within the parental couple to having a child who is difficult to care for to factors outside the immediate family. For example, life is more difficult and stressful when there is less money available to the family. Low income is often associated with neglect and other forms of child maltreatment (Shanahan et al., 2017). In a longitudinal study allowing for a direct test of the effects of income levels, Berger, Font, Slack, and Waldfogel (2017) demonstrated a reduction of CPS involvement for families who experienced a rise in income levels. This study was done using data from the Fragile Families database.
Other work suggests an interaction between the characteristics of the parent and the child’s behaviors. Very violent or hostile children may be more difficult for parents to handle. Children and adolescents identified as having the tendency to be aggressive and hostile are more likely to be abused (Ehrensaft et al., 2003). One can imagine that having such a child would be difficult on the parent. It is also likely that hostility and aggression in the parent and in the child would interact to make their joint interactions more volatile and abusive. Children with mental or physical problems or chronic illness are especially difficult for parents (Pinquart, 2017). Perhaps because of this, children with disabilities are especially vulnerable to abuse within the home as well as from their peers (Crowley, 2016).
Children also act differently at different ages, and parents may respond differently to different aged children. Younger children are more often physically abused than older children, perhaps because they require more work from parents (McQuillan, Bates, Staples, & Deater-Deckard, 2019; Starr Jr., 1988). As Haskett, Neupert, and Okado (2014) explained in interpreting the data from a study of 4–7 year old children, the children’s behavior may have been changing during this period when they were entering formal school programs. The parents may have been reacting to these changes in the children. Although this might explain higher levels of abuse for the children when they were younger, no direct data were collected to test this hypothesis in this study.
6.5.3.1 Parental IPV as a Form of Stress
As already discussed, there is clear evidence that when there are violent interactions between the mother and father (IPV), it is not uncommon to find evidence of child maltreatment as well (Chiesa et al., 2018 or see Chaps. 8 and 9). In their meta-analysis investigating this issue, Chiesa et al. (2018) found that IPV was associated with physical and psychological abuse of children as well as with neglect. There were also lower levels of positive parenting in couples with IPV. As Nomaguchi, Johnson, Minter, and Aldrich’s (2017) detailed analysis of the relationship between mother-father aggression and styles of parenting indicated, parents have less involvement with their children and poorer parenting styles when also engaged in violence with each other. Grasso et al. (2016) pointed out that parental IPV was also linked to parental psychological abuse of children.
Lapierre et al. (2018) interviewed children privately and in focus groups to determine their views about the IPV between their parents. The children reported that when their mother was assaulted, she might become angry and less patient with them. She often cried. The children also observed that their mothers seemed more attentive and that the family was in a better situation with their abusive father [or the male partner of their mother] left the family. In their Discussion of their findings, Lapierre et al. noted that the children who participated in the study were quite willing to share their feelings about the IPV and felt they had not had many opportunities to talk about this with others. They further state that “…children see their victimization as being inextricably linked to their mothers’ victimization” (p. 1033).
6.5.3.2 Parental Substance Abuse
Perhaps related to higher levels of stress, alcoholism and drug use in parents have often been associated with higher levels of abuse (Kelley, Brovo, Braitman, Lawless, & Lawrence, 2016). Noting the large body of work indicating that parental substance abuse was a risk factor for verbal and physical child abuse, Kelley and her colleagues analyzed data from 61 couples involved in a behavioral couples therapy program for treatment of their drug or alcohol abuse. These couples were recruited for the program through notices in the community and offered 12 free counseling sessions. Couples with IPV were excluded. After involvement in the program, both mothers and fathers reported greater couple satisfaction and reduced potential for child abuse. A scale with items such as “A child needs very strict rules” was used to assess potential child abuse; actual abuse was not directly measured.
A more direct test of the association of parental substance abuse and child abuse was reported by Kepple (2018), using data from the National Survey of Child and Adolescent Well-being. A sample of caregivers of over 2000 children sampled between 1999 and 2004 was used for the analysis. Child abuse was assessed based on self reports of the caregivers about their own aggressive actions using the Conflict Tactics Scale (see Chap. 5 for more information on this scale). All forms of substance abuse in the caregivers were found to be associated with physical abuse, emotional abuse and neglect. Contrary to what was predicted, reduced use of alcohol and drugs did not predict lowered physical or emotional abuse, but did predict lower levels of neglect.
The following case from our files provides an example of a mother experiencing high levels of stress. She admited abusing a drug for weight loss which led to mood swings and irritability at her children. She was emotionally and physically abusive toward the children. (For more information on this case, see the Appendix).
Case Example #16
Karen, a 28 year old married white female with three children, came to the crisis clinic asking to see a counselor. Upon evaluation, Karen began to cry stating that she feels completely overwhelmed and doesn’t know what to do. Karen’s three children include Tevine, aged 8; Casey aged 7; and Mikey aged 4½. Karen’s husband, Andy, works for a chemical company and was recently transferred from the town of Tracy to a much smaller town, Linden. Karen was quite happy living in Tracy because she had friends and family there, but hates living in Linden because she is very isolated, is stuck in the house all day with the kids (her husband uses their only car for work) and it is getting to her to the point she yells and screams at the kids “all the time”. Karen states that her children “act like brats” and recently she hit Casey so hard she was afraid she broke his arm. The crisis clinic social worker advised Karen that she is obligated to make a report to CPS (Child Protective Services), but Karen didn’t seem bothered by that, stating she would actually like to have a CPS social worker come out to her house and help her learn how to handle the kids better.
During the intake evaluation, Karen revealed additional information that provided more depth to understanding her difficulties managing her children and her depressed feelings. Recently, Karen has been experiencing flashbacks of incidents when she was sexually abused as a child by three male relatives. These flashbacks have caused her considerable distress. In addition, Karen said that controlling her weight has been a long-time issue for her and she has used amphetamines to keep her weight under control and this contributes to her mood swings, especially irritability with her children. The outpatient therapist referred Karen to the AMAC (Adults Molested as Children) group for targeted group therapy and to Weight Watchers to learn healthier ways of managing her weight.
Karen has been experiencing a number of psychosocial stressors during the past year. It is difficult to determine whether her depressive symptoms are related to these stresses, underlying dysthymic disorder, or chronic post traumatic stress disorder. The question of whether her use of street drugs to obtain energy has been a means of self-medication needs to be explored.

More recent studies, though, have begun to question this direct association of parental substance abuse and child abuse. Capaldi, Tiberio, Pears, Kerr, and Owen (2019) used data originally obtained from fathers of 283 boys with a history of delinquency to further examine these relationships in a longitudinal study across three generations. The boys [G2] were originally aged 9–10, and they were again surveyed at the age of 37–38. Children of these men [G3] were also assessed. There was clear evidence that the G2 men who had been severely abused as children were more likely to abuse their own [G3] children. However, those receiving no abuse or only moderate abuse as children showed no significant differences in how likely they were to abuse their children. The G2 men who had been severely abused were also more likely to be substance abusers when they grew up. Wives of the G2 men were also surveyed about their backgrounds, and those G2 wives who had been severely abused as girls were more likely to abuse their [G3] children. When other factors were controlled, there was no effect of G2 men or women who were substance abusers to also be abusive of their children. In attempting to explain these findings, Capaldi and her colleagues argued that spanking was quite common when the G2 women and men were children. Spanking would be typically defined as moderate abuse, using modern coding, and perhaps because of this, the long-term effects of this moderate abuse were not transmitted to their children. The lack of a direct effect of substance abuse was also unexpected. The researchers do identify many limitations of their data and urge that others attempt to replicate their findings.
In another study that also raised questions about a direct effect of parental substance abuse on children, Orsi, Brown, Knight, and Shillington (2018) used a sample of families identified as abusive by CPS to see if those where the parents were found to be abusing drugs or alcohol differed from those who did not. Children in this sample were between the aged of 6 and 12. Several measures of well-being in the children were used. No significant differences were found among the children in these well-being measures when the group with substance abusing parents was compared with the group whose parents did not abuse drugs or alcohol. Like the Capaldi et al. (2019) conclusions, Orsi et al. were surprised not to find a substance abuse effect. They, too, suggest that further replication is needed.
Further evidence that this well-established connection between parental substance abuse and child abuse might be questioned comes from a study of CPS records (Victor et al., 2018). Victor and his team used statistical modeling to examine records of CPS investigations from over 100,000 investigations between 2009 and 2013. In doing this analysis, they looked at cases where it was judged that there was a preponderance of evidence that abuse had occurred. When all other potential indicators of abuse were controlled, CPS workers were 17% more likely to judge abuse had occurred if they also noted parental substance abuse. They also judged abuse was more likely if there were evidence of parental violence, although this was not as big an effect as that for substance abuse. Inadequate housing was also found to be predictive of abuse substantiation. Victor and his colleagues conclude that CPS workers may assume that abuse is occurring when parents are substance abusers, without other supporting evidence.
6.6 Incest and Sexual Abuse of Children
The general classification of child sex abuse (CSA) is quite broad and includes a diverse set of behaviors (see Hines, Malley-Morrison, & Dutton, 2012). As Mathews and Collin-Vezina (2019) discuss, there are many issues involved in what should be labeled as CSA. One question is who is defined as a child. They suggested that simply using the legal definition may not be appropriate for an older individual who mentally is similar to a child, and cannot offer true consent to sex. In addition, an adolescent (technically considered a child) who is physically mature may be quite capable of agreeing to a sexual encounter. Another consideration involves what is considered to be a sexual act. For example, is filming or watching a naked sleeping child, who is not aware of this happening, a sexual act that should be labeled as child sex abuse? This would not be labeled as sexual for the child, but it might be for the person watching or filming. Mathews and Collin-Vezina argued that sexual play among young children should not be considered as CSA. A parenting bathing a child and cleaning her genitals should also be excluded as an example of CSA. They also explorde in detail what is meant by abuse. These are important considerations. In the review below, we rely on the definition of the researcher presenting the study.
Although earlier in the chapter, the different forms of child maltreatment within the family were listed as physical abuse, emotional abuse, neglect and sexual abuse, the major emphasis so far has been on the first three. Some researchers separate incest or abusive sex within families from other types of child sex abuse. Technically, incest refers to sexual contact between biologically related family members, such as parents and children or even siblings. Others living in the household, such as step-parents are often included in this category of incest. This type of CSA is the focus of this section. However, many of the studies cited do not differentiate between sex abuse done by family members from that done by others who might even be strangers. Studies that do focus specifically on incest are noted. As Assink et al. (2019) concluded based on a meta-analytic review of 72 relevant studies, CSA (defined broadly) is often found in the same household as other forms of child maltreatment. It is often found in households with IPV. So, even the broader conceptualization of CSA appears to have links to other forms of family child maltreatment.
The following case example illustrates how some families normalize incest and see it as a way to teach children about sex. The case also shows how youth who experience sexual abuse may then perpetrate abuse against younger children with a sexual abuse history contributing sometimes to aggressive or destructive behaviors in youth.
Case Example #18
13 year old Shannon was referred to Child Protective Services by her teacher after Shannon put her hands inside the front of an 8 year-old boy’s pants and rubbed herself against him at a school assembly. During a meeting with Shannon’s parents, her stepfather Dave reported that he has fondled her breasts and has purchased lingerie that he expected her to model for him. He also watched online pornography with Shannon. Dave did not think these behaviors were a problem, and stated: “I am the only father she has and the only man she has in her life so it is my job to teach her how to be a woman.” Shannon’s mother, Julie, agreed with this behavior and shared that her own father treated her and her sisters the same way. Julie and Dave viewed the response toward Shannon touching the younger boy and the investigation as an overreaction. Neither had any interest in attending parenting classes and repeatedly said this was all a ‘private family matter’. There was no evidence that 10 year old Layla had experienced any abuse and while it was thought that she was at high risk for future perpetration a case could not be opened for her.
It was determined to be unsafe for Shannon to remain in her home since her parents believed their actions were appropriate. Since sexual abuse was prevalent in her extended family, kinship care options were not explored. It emerged that Shannon had a history of sexually acting out with younger boys so she was placed in Multidimensional Treatment Foster Care. After an incident where she slapped her foster mother, Shannon was transferred to a Residential Treatment Facility (RTF) where she received individual and group therapy. Her parents were encouraged to participate in family therapy with a future goal of reunification but they only attended one session. Shannon spent 15 months in the RTF but after running away and setting a small fire in a common room she was transferred to a juvenile detention center. She was eventually returned to her mother’s care after Dave was arrested and sentenced to 5 years in prison for a drug-related charge.

6.6.1 Prevalence of Child Sex Abuse and Incest
Given the complexities of defining


 what we mean by child sex abuse, it is not surprising that it has been very difficult to determine how common this is. Very few incest cases are reported to authorities (Azzopardi, Eirich, Rash, MacDonald, & Madigan, 2018; Hines et al., 2012). Definitional issues as well as differences in the samples used can lead to quite different estimates. Not surprisingly, clinical samples (of people seeking help for emotional problems) and samples from battered women’s shelters yield much higher estimates than other samples.
One study explicitly separated parental child sex abuse from other forms of child sex abuse. Data came from criminal cases in Canada (Giroux, Chong, Coburn, & Connolly, 2018). Giroux and her colleagues coded information relating to 3430 allegations of CSA between 1986 and 2012. Comparing cases involving children aged 11 or younger with those aged 12–17, a number of differences were seen based on the age of the victim. For the younger children, 35% of the offenders were parents, while 22% of the offenders of the older children were parents. Comparable percentages were seen for other family members who were accused: 27% versus 17%. Thus, the majority of offenders of the young children (62%) were family members, while this was true for only 39% of offenders of the adolescents. Strangers rarely were accused of CSA (3% for young children and 12% for adolescents). The offending tended to last longer for the younger children and more often involved actual vaginal or anal penetration for the older children. Parental abuse is most often addressed in the remainder of the chapter. Other forms of sexual abuse within the family, such as sibling abuse, are considered in more detail


 in Chap. 7.
Findings from the Canadian data were replicated in a meta-analysis of studies of CSA published between 1986 and 2013 (Ventus, Antfolk, & Salo, 2017). Most of the 62 studies included in the analysis relied on US samples, and about half came from clinical settings. CSA abuse occurring within the family tended to begin at an earlier age for the child victim, and persisted longer. Targets were more often girls than boys. Family offenders were less often labeled as pedophiles (those with a general sexual interest in children) than were non-family members who offenced.
In another Canadian study, Macmillan, Tanaka, Duku, Vaillancourt, and Boyle (2013) analyzed data from the Ontario Child Health Study about all forms of CSA. Data collection began in 1983 and followed the sample of 1928 children into adulthood. About 20% of the initial sample were described as “living in poverty” (p. 17). Males reported more child physical abuse than females (34% versus 22%), but females reported more child sexual abuse (22% versus 8%). Those living in families with less income as children had higher levels of physical and sexual abuse


.
6.6.2 Father-Child Incest
One type of child sex abuse that has received a good deal of media and research attention is father-daughter sex contact. Data is limited here, as for other situations of child maltreatment, since many of these situations are not reported to others. The following case illustrates father-daughter sexual abuse which was long-lasting, cutting across multiple victims over many years. The incest was kept secret in the family for an extensive period of time. However, once one of the victims reported the abuse, the abuse stopped and all the daughters who were victimized were able to access help and the perpetrator was punished. It also illustrates the extensive trauma that sexual abuse causes and how victims within a family can serve as social support for each other during the process of recovery.
Case Example 14
Janet is a 25 year-old white female who came to the crisis clinic, at the referral of a local judge, for an appointment with an outpatient therapist for counseling. Janet is married, has a 4 year old daughter and is currently pregnant. Janet revealed that she and her three sisters have a history of extensive sexual abuse from their biological father occurring over the course of many years. The abuse was a well-kept family secret until the oldest sister left home; she then confided in Janet and her twin sister Becky about her own abuse and then they admitted that they had also been abused by their father. The oldest sister Katie, was abused from age 8 on, with her father forcing her to have intercourse with him 3–4 times a week. Janet states she was fondled but never had sexual intercourse with her father, although Becky did. The lid was blown off the whole thing when the youngest sister Edie, now 15 years old, was approached by her father for intercourse after he had insisted on taking nude photos of her. Edie then rode her bike over to the judge’s home (the judge is a long-time family friend) and told her about what was going on. The judge was furious, called child protective services, and insisted that Edie be removed from the home. Edie is now living with Janet. The father was arrested and taken to the police station, however the older sisters could not press charges because their abuse occurred too long ago. Edie’s mother insisted that Edie forgive her father which infuriated Edie and she no longer wants to go home to her mother even though the father is now living in a different town while the criminal case is working its way through the court. Currently, both parents are attending an incest perpetrators group. Janet and Edie wish to obtain counseling together because Edie is afraid to come without her sister present because she would like to deny the whole thing, yet at the same time, knows she needs help. Janet is, for the first time, feeling truly enraged and feels she and her sister both need help- the older sisters are living elsewhere. I contacted one of our clinical psychologists who specializes in treating victims of sexual abuse and she agreed to see both sisters next Friday. Both sisters are also interested in attending our incest survivors group.

Using a very different type of sample and data collection, Stroebel et al. (2012) analyzed anonymous data from women who volunteered to respond to a web-based study on “Effects of Recalled Family Attitudes and Childhood Sexual Experiences on Adult Sexual Attitudes and Adjustment.” The sample was recruited from students, faculty, staff and individuals in the surrounding communities from several colleges in the mid-Atlantic region of the U.S. Thus, the sample was quite diverse. Within the larger sample of over 15,000 women, only 19 said their father had been a sexual partner and described him as an abuser. This group was compared with 241 women reporting engaging in sexual behavior before the age of 18 with an adult male partner other than their father. [Although technically this group experienced CSA, most described their experiences as consensual]. Having been sexually involved with their fathers was associated with higher levels of depression than the other CSA group. Both CSA groups were more sexually active as adolescents and young adults and were more likely to have acted as prostitutes than other women in the sample. The women reporting incest (sex with their father) were the most likely of all three groups to report feeling distant from their families. Many of the incest group also reported not telling their current partner about this earlier experience with their father. Often the initial sexual contacts, such as being asked to touch their father’s genitals, began at quite a young age. A typical age was 5 years old when this first occurred.
6.6.3 IPV and Incest
One pattern of incest that we have identified in our own studies of violent marriages occurs in the types of relationships we have labeled as battering situations (see Chap. 4). These clinical impressions have also been written about by others (Herman, 2012). In this type of marriage, the man is quite violent toward his wife. As she is exposed to continuing emotional abuse from her partner, her self esteem drops, and she develops more and more physical problems along with other evidence of emotional distress. Because of the abuse, she may have little ability to be closely involved with her children, and she may express her distress by being violent toward them. At the same time, the violent husband may also be violent toward the children.
Growing up in this type of family, the children may not feel loved or close to either parent. As the daughter reaches puberty and her body develops, her father may find her very attractive. She reminds him of his wife when she was younger and more attractive. The father, feeling that his wife is not fulfilling him sexually, turns to his now adolescent daughter, and begins to be very loving toward her, essentially courting her. The daughter responds to this attention, feeling loved for the first time. Over time, he becomes more and more aggressive in his sexual requests, eventually seeking sexual intercourse with her. If the wife finds out, she may feel powerless to do anything, because of fears for her own safety. The daughter may not seek help, enjoying the attention and thinking her mother is just being jealous.
As this situation evolves, the father begins to treat the daughter as a second wife. He becomes very jealous of her and may begin to be violent towards her. She may realize that this situation is not normal and may feel guilty for her loving feelings toward her father. As she tries to date boys her own age, she begins to fear her father’s anger. She may become pregnant or acquire a sexually transmitted disease.
Finally, the situation becomes too difficult for her to cope with. She may run away from home, perhaps marrying a boy she has been seeing secretly. Or, she may turn to prostitution to support herself on the street. Another possibility is disassociation or even the development of a split personality. None of these alternatives are good ones for her. She may seek outside help, but generally only if she fears her father will begin to sexually assault a younger sister.
These clinical impressions are consistent with some of the few published empirical studies of those who have been convicted of incest offending. All these studies involve male offenders, since it is quite rare for women to be CSA offenders. (For some data on the very small number of female offenders, see Weinsheimer, Woiwod, Coburn, Chong, & Connolly, 2017). In a major review, Pullman, Sawatsky, Babchishin, McPhail, and Seto (2017) analyzed existing literature to determine if fathers convicted of incest differed from other non-biologically related child sex offenders in the family, such as step-fathers. One finding was that the biological fathers appeared to be less likely to have had other prior sex offenses and appeared to have different motives for engaging in CSA. Seto, Babchishim, Pullman, and McPhail (who included several of the same researchers in the Pullman et al. study) (2015) reported on another meta-analysis of studies on CSA offenders, comparing incest offenders to non-related offenders. Looking at 118 studies done primarily in the US and Canada, Seto et al. found that the incest offenders were more likely to have had a personal history of experiencing some form of child maltreatment, including CSA. They were less likely to have had prior sex offenses and less likely to have a sexual interest in children or young adolescents generally. In a study done in England, Pemberton and Wakeling (2009) interviewed different types of CSA offenders about their motives for doing this. Based on these interviews, the incest offenders were more likely to make comments such as “it’s my right” or “she’s mine to do what I want with” (p. 295). They also blamed their wives for not giving them sex and expressed the idea that they deserved sexual access to their children because of all the things they had done for them.
6.6.4 Memory of Child Sexual Experiences
When attempting to find out about sexual experiences of children, researchers often decide to ask adults about their experiences as children, rather than interviewing children themselves. One reason for not asking the children directly is that researchers don’t want to upset children. Another factor is that parents will generally be present when researchers interview children, and children may not want to discuss sexual experiences in front of parents, especially if parents are the perpetrators. Even when the parents are not present, parents must give permission for their children to be interviewed.
Such concerns mean that adult memories of childhood experiences


 become very important in the research. Memories of events that happened many years ago can be unreliable. But, memories of child sexual abuse may be especially unreliable because one of the responses to this type of traumatic event may be to repress some or all of the memory (Goodwin et al., 2019; Harris et al., 2015). Such memories may stay repressed forever, but they can also emerge at some later point in the person’s life (see Goodman et al., 2003). These are often called recovered memories although


 Goodwin and her colleagues (2019) more recently suggest the term


 lost memories. Such memories of child sex experiences may be triggered by a later sexual experience or some other event that reminds them of the earlier trauma. Forgetting of and later memory recovery for emotional and physical child abuse, as well as other traumatic events can also occur.
Box 6.2: Creating False Memories
Laboratory studies have established

 that entire memories can be created by providing people with vivid, but false, details of a situation they had experienced at an earlier time (Hymen & Billings, 2010). It is estimated that such false memories can be established in 15–30% of those exposed (Patihis & Pendergrast, 2019). There is also evidence of false memories in the literature dating back to the 1880s. These relate to highly improbable events such as alien abductions or past lives. Such memories can be quite vivid, and once established, are fully believed to be true by the recipient.
Although some people believe memories are actually like recordings of actual situations, this is not generally the case. Most people remember only certain aspects of past events, with most details being vague if recalled at all. When someone else “reminds” us about a plausible detail, we are likely to see this as true and incorporate it into our own memory. If this reminder refers to something that never actually happened, we have gained a false memory

.
Loftus (e.g., 1997) has done many laboratory studies demonstrating how false memories can be created. In their commentary about the report of Patihis and Pendergrast’s (2019) research on the many recovered memories occurring in therapy and counseling, Loftus and Teitcher (2019) noted that there are many possible risks of the therapist presenting this idea of repressed memories to a client. Given the data that the large majority of those reporting finding recovered memories in counseling also had therapists who told them about the idea of repressed memories, it is possible that many of these recovered memories are actually false memories created through the suggestions of the therapist. One consequence of these recovered memories is negative effect they have on family relations (Patihis & Pendergrast, 2019). Loftus and Teitcher (2019) argued that it might be better if the few actual repressed true memories remain repressed, giving their article the title, “Invasion of the Mind Snatchers.” They went on to cite data about lawsuits involving many of those reporting the repressed and now recovered memories who developed a variety of negative outcomes such as suicide attempts, self-mutilation

 and hospitalization (Loftus, 1997).

Some researchers have argued that these recovered memories may be inaccurate, labeling them


 false memories (Freyd, 1992). Freyd’s controversial paper further claimed that such false memories can be created by therapists who persuade clients that they have had early traumatic forced sex experiences and need to bring them to awareness so they can be dealt with. Research on memory does show that our memories are not always accurate (Loftus, 1997). Discussion of recovered memories and false memories continues into the twenty-first century (Dodier, 2018). Several researchers have investigated this idea of false memories, looking to see how often therapists have been involved in helping clients recover memories of child sex. As Patihis and Pendergrast (2019) note, although therapists are aware of the possibility of creating false memories, many feel that it is important to help their clients if they suspect that repression of earlier trauma is creating difficulties for the client, and that the client needs to aided in recovering these memories. So, it makes sense that therapists may use a variety of techniques to help clients recover memories that they have reason to believe have been repressed. But, use of techniques such as guided imagery (imaging the abuse) or hypnosis has been shown to create new “memories” that have been shown in controlled studies to be false memories (McNally, 2003). Therapists have to be very careful in working with clients who may have repressed memories (see Box 6.2).
In a survey of 2500 US adults aged 20 and older recruited through the Amazon Mechanical Turk system, Patihis and Pendergrast (2019) asked about experiences relating to recovered memories in therapy. (About half of the original sample were included—those who had had therapy or counseling). They were asked if “During the course of counseling or therapy, did your therapist ever discuss the possibility that you might have been abused as a child but had repressed the memories?” (p. 9). They were also asked if they came to remember being abused as a child when they had no previous memory of this. Of those 1082 who did report having been in therapy, 20% said the therapist had discussed having a repressed memory of childhood abuse and 11% said they came to remember earlier abuse. Memories were most likely for emotional abuse, then physical abuse, sexual abuse, and neglect. After the memory of the abuse 43% reporting initially cutting off contact with family members, but about 10% of this group later re-established the family contact. Only 98% of those in therapy who had a recovered memory had also reported that this was an issue that had been raised by the therapist.
Goodwin, Gonzalves, and Wolpe (2019) responded to the Patihis and Pendergrast (2019) study by noting that there is clear evidence adults may not report (or remember) abuse documented in CPS records. In their earlier studies, Goodwin and her colleagues have found clients who explicitly noted that they had forgotten earlier child sexual abuse because it was so “horrible or frightful” (p. 30). Others reported that they did not think it was important. However, Lynn, Merckelbach, and Polizzi (2019) question these basic ideas arguing that there is no good evidence that traumatic memories are repressed. Research continues on these controversial issues.
6.7 Effects of Child Sex Experiences
There are a number of studies that examine the consequences for those victimized by CSA, although most rely on self-reports that do not identify whether the sexual abuse occurred within the home and might be considered incest. It does appear that abuse by those outside the family is relatively uncommon, though, so much of this abuse is probably within the home or by related family members. A further complication in identifying specific effects of child sex abuse is that it is so often occurring in situations where other types of child maltreatment are also victimizing the children (Lewis, McElroy, Harlaar, & Runyan, 2016; Turner, Taillieu, Cheung, & Afifi, 2017). These associations can be seen in many empirical studies. For example, using a national database (the 2004–2005 National Epidemiological Survey on Alcohol and Related Conditions) of US men aged 20 or older, Turner et al. (2017) examined how CSA in boys related to other forms of child maltreatment. CSA designation was based on self-reports of the men about childhood experiences. Only 1% of the sample reported being victimized by CSA, but not having any other experiences of child maltreatment. Emotional abuse, physical abuse and exposure to parental IPV were the most commonly associated with CSA. Thus, it appears that boys who were sexually abused were also abused in other ways within their homes, although the data were not collected in a form that indicated where the abuse occurred. A number of mental health disorders, including major depression and other mood disorders, anxiety, substance abuse and suicide attempts were all higher in the men who had experienced CSA as compared to men who had no CSA experience. In other studies, the reported effects of those experiencing CSA and other forms of child maltreatment are generally more negative than if there is no CSA, but thus may be at least partially a result of the many forms of victimization occurring rather than any specific effects related to sexual child abuse.
Additional concerns in understanding the effects of CSA were identified in an early paper by Spaccarelli (1994). The effects of CSA need to be assessed within a broader framework of other types of abuse that the child may be experiencing. The family may change in many ways once incest is identified. For example, a common consequence of reported incest is martial separation. The break-up of the family unit (and loss of other family relationships) may also contribute additional stress beyond the sexual abuse itself especially if the child victim is blamed for breaking up the family. In some cases, the victimized child and other siblings may be placed in foster care (see Chap. 9). Since allegations of sexual abuse require legal action, the abused child may need to testify. Such testimony may create additional stress for the child and other family members (Elmi, Daignault, & Herbert, 2018). Other difficulties arise from the loss of social contacts with friends after the disclosure (Bi et al., 2019). As Schreier, Pogue, and Hansen (2017) point out, issues arising from disclosure of CSA, especially incest occurring within the family, may also cause difficulties for siblings of the abused child which can further add to on-going problems within the family.
6.7.1 Effects Seen in Sexually Abused Children and Adolescents
Emotional and behavioral problems for children who have been sexually abused are similar to those associated with other forms of child maltreatment (Vachon, Krueger, Rogosch, & Cicchetti, 2015). These include both internalizing and externalizing emotions and behavior. In a summer-camp program for low-income children between the ages of 5 and 13, Vachon and his colleagues found that similar patterns were seen in the children exposed to neglect or to physical or emotional abuse. The small number of children also reporting sexual abuse were also exposed to other forms of child maltreatment and could not be differentiated as a separate group.
Running away from home may be an extreme form of coping with continuing sexual abuse in the family. Trying to live on his or her own creates a whole new set of difficulties for the sexually abused child (Spaccarelli, 1994). Benoit-Bryan (2011) reported on a national sample of 15,000 adolescents in grades 7–12 who were followed for 15 years. Within this group, 10% of girls and 7% of boys ran away from home before they turned 18. Verbal abuse, physical abuse and sexual abuse were all more likely in those who ran away. Surveys indicated that 17% of those exposed to CSA were runaways as compared to 8% of those not exposed.
CSA does has some unique consequences, though. Along with possible injury or sexually-transmitted infections that might result in either girls or boys (Fix, Assini-Meytin, & Le, 2019). Pregnancy is another consequence of incest involving intercourse for adolescent girls. The effects of pregnancy can be seen in the following cases from our files. The following two cases involve situations in which the incest resulted in a pregnancy. In Case 19, the 12-year-old abused child’s mother denied that her husband was the father of her daughter’s unborn child, stating that if he is, then it is the child’s fault. Case 15 illustrates how incest between a biological father and daughter can be sustained over many years, leading to producing two children, and occurs with the daughter’s mother’s full knowledge but no efforts on the mother’s part at intervening to stop it. The case also illustrates how knowing that one is the product of incest can be significantly traumatic for a child and can complicate existing behavior problems;
Case Example #19
The Campos family emigrated from Mexico 5 years ago to find better job opportunities. Rodrigo speaks English well but Ofelia does not. Rodrigo works full time but Ofelia stays home as she has ongoing health complications from lupus. The family was reported to Children’s Protective Services by the family doctor after he discovered that Miranda was 6 months pregnant. Miranda reported that Rodrigo has been fondling her since she was 8 years old and he started having intercourse with her about a year ago. She stated that Rodrigo is the father of her baby. Ofelia denied that this could be true but said “if it is, it is Miranda’s fault”. Criminal charges were filed against Rodrigo but he fled back to Mexico. Ofelia said she wanted nothing more to do with her daughter and did not want her to return to their home. She was very upset that her husband left and blamed Miranda for all of her troubles. Oscar and Frieda claimed to be unaware of the abuse that occurred in their household.
Miranda was placed in foster care until her baby was born. The baby was adopted from birth and Miranda went to live with her aunt. She was referred to individual and group counselling but her aunt failed to get her to her appointments. Miranda began engaging in self-injurious behavior and started drinking heavily. Her aunt did not feel she could handle the care of Miranda any longer and she was sent to a residential treatment facility.

Case Example #15
Peter is a 12 year-old boy who was the victim of an attempted sexual assault involving two other boys who tried to force the victim into oral copulation. Peter was examined by a physician at the county hospital emergency room and released with a referral to county mental health services for evaluation. Upon evaluation Peter is alert, cooperative, and somewhat philosophical about the event although he states he has been harassed by other boys over the same thing but this is the first time actual attempted assault has occurred. He attributes this to the fact that he is the smallest kid in his class and some of the other boys taunt him as being “gay”. Although Peter seems to have come through the incident without too much trauma, he should be observed over the next couple days for any further signs of trauma reaction, depression or anxiety. We recommend consultation with County Mental Health Children’s Services.
Information from Children’s Services consultation:

Peter’s mother, Gloria Smith, describes Peter as basically uncontrollable: he becomes violent, angry, and has hit his mother on several occasions. In the past, Peter has run away and has gotten into fights at school; subsequently, he was put into a special education program. Peter is described as a bright child that now gets good grades, however, has been in special education programs since the third grade. What seems to have precipitated Mrs. Smith to bring in her son was the incident of attempted sexual assault, as described above, but also another traumatic incident that occurred approximately 3 weeks ago. Peter’s biological father, who is also Mrs. Smith’s biological father, had been drinking and shared the secret that he is Peter’s real father. Peter began to scream at his father and, since this revelation, has been angry at his mother and has voiced how much he hates her, stating that he wishes he was dead.
Mrs. Smith reported that her father had made sexual advances for several years with her mother’s full knowledge, adding that her mother accused her of lying when she asked for help. She admitted that during her pregnancy that she became very depressed and was contemplating having an abortion or giving the child up for adoption and that it took her a long time to develop an attachment to Peter as a baby. Peter’s early years were normal and he had a good kindergarten year, however, he began to demonstrate behavior problems in first grade and, in third grade, was placed in special education. Mrs. Smith reports that the incest with her father occurred for many years before her pregnancy and continued for many years after Peter’s birth, in fact, she has another child, age nine, who is also fathered by her biological father. The incestuous relationship did not stop until Mrs. Smith ran away from home and got married to the first man who asked her. She describes her husband as being a kind man with her children and they have formed a close relationship with him. She reported that she has had two “nervous breakdowns” and subsequently received therapy for herself as well as for her son.

6.7.1.1 Early Sexual Activity with Others
Children who are sexually abused may begin to sexually abuse other children. This may begin before adolescence, even before the age of 6. It may continue into adolescence (Dillard & Beaujolais, 2019). In one of the early studies of this issue, Burton, Nesmith, and Badten (1997) asked clinicians to respond to a series of questions about sexually aggressive children who they were seeing in their practices. On average, these children were between 4 and 6 years of age when the first evidence of their sexual activity was discovered, although many did not start therapy until several years later. Nearly 80% of the sample were boys. The most common behaviors reported were vaginal penetration of a girl with a finger, other genital contact or simulated sexual intercourse. More than 70% of the client children were known to have been sexually abused themselves. Forty-four percent had described sexual abuse from a father, foster father, or other father figure, and 16% had described sexual abuse from their mother, foster mother or mother figure. Many had a parent who had been sexually abused himself or herself, so there was evidence of a cycle of sexual abuse that is similar to the cycle of physical violence described earlier in the chapter.
In a more recent study, Wamser-Nanney, Sager, and Campbell (2019) review literature since the Burton et al. (1997) paper, noting that sexual behavior problems are still assumed by many to be a symptom of CSA. They acknowledge this association, but further note that not all CSA victims exhibit these sexual behavior problems, and some children with these behaviors have no evidence of earlier CSA. In attempting to identify what might explain why some children do and others don’t exhibit early sexual behavior, a sample of 161 children aged 6–17 who were in treatment programs for their identified CSA experiences and their mothers were surveyed. Although the supportiveness of the mother and her blame of the child for the CSP or her doubts about whether it really happened were hypothesized to be major predictors, the data did not clearly support these predictions.
6.7.2 Long-Term Effects of CSA Seen in Adults
A number of studies have demonstrated that the effects of CSA seen in children continue into adulthood and manifest themselves in terms of psychopathology, as well as in terms of physical health and other symptoms. Perez-Fuentes et al. (2013) surveyed more than 34,000 adults aged 18 or older in a national U.S. sample. Those reporting earlier experiences of CSA were found to be higher in a number of psychiatric diagnoses, as well as in suicide attempts. It was also noted that most had other forms of child maltreatment as well as CSA. In another study drawing on health data from an HMO, Felitti et al. (2019) asked HMO patients to respond to a mailed survey about adverse childhood experiences. There was a response rate of 71%, yielding a final usable sample of 8056 adults. HMO health data indicated that reports of psychological, physical and sexual abuse in childhood as well as evidence of living in a dysfunctional household with IPV or substance abuse were so highly related that it was not feasible to examine independent effects of these experiences. Overall, the more of these experiences one had, the more likely it was that they were alcoholic, used illicit drugs, and had a sexually transmitted disease. In addition, adverse childhood experiences were related to heart disease, cancer, strokes, chronic bronchitis and diabetes. The authors conclude by pointing out how these effects relate to a higher death rate for those growing up in abusive households and argue for more effective interventions for such families.
Other adult effects of earlier experiences of CSA can be seen in specific sexual behaviors. Some male CSA survivors do commit sexual offenses as adults, although the large majority do not. Examining the specific forms of sexual offenses in a sample of 498 male adolescents judged to have committed sexual offenses, Morais, Alexander, Fix, and Burkhart (2018) compared those with and without a prior history of CSA. Those who had experienced CSA were more likely to offend against another male than those without CSA experiences (42% versus 25%). The CSA survivors also offended against a younger victim (age 8.2 versus 9.4) but this effect was not statistically significant. The CSA group also had higher scores on depression and PTSD.
Other research has indicated that adult CSA survivors may experience difficulty in their romantic and sexual relationships (Gauthier et al., 2018). Sexual functioning may be lowered, along with sexual satisfaction. Gauthier and his colleagues hypothesized that one reason for these sexual difficulties might relate to non-disclosure of their childhood sexual abuse to a martial partner. This was investigated in a sample of community volunteers who had been in a relationship at least 6 months and who had reported CSA experiences in the larger study of negative childhood experiences. The final sample of 70 adults was 86% women with an average duration of 5 years within their relationships who had disclosed their CSA history to their partner. Analyses indicated that those reporting that the partner responded positively to the disclosure rated their sexual and relationship satisfaction higher. Being stigmatized or treated differently after disclosure was associated with lower relationship and sexual satisfaction.
Perhaps related to relationship difficulties, child maltreatment and CSA have been linked to early pregnancy and motherhood for girls, as well as to other sexual risk behaviors such as having a large number of sexual partners and not consistently using contraceptive protection (Noll et al., 2018). Using data from a longitudinal study of adolescent girls, Noll and her colleagues investigated these associations and found that CSA was significantly associated with all these effects. Earlier physical abuse was correlated with risky sexual behaviors but not with early pregnancy or motherhood. Neglect showed much lower correlations with these behaviors. In their discussion, they suggested that CSA may be especially predictive because it could lead to maladaptive scripts for sexual behavior because of earlier coercion or reward for sexual activity as well as feeling powerless in sexual relationships.
This theme of feelings of powerless in issues relating to sexuality was also seen in a study of mother-child relationships (Linde-Krieger & Yates, 2018). Looking at mothers of preschoolers, Linde-Krieger and Yates found that mothers who had themselves experienced CSA later felt helpless, especially in dealing with their own daughters. In asking these mothers about their own mothers, those with CSA also were likely to report that their mothers had also demonstrated a helpless state of mind about parenting when they were 6 years old. Links between these variables were not significant in predicting the mothers interactions with their sons. The researchers argued that feelings of vulnerability for her young daughter related to the vulnerabilities these women experienced when they were children. Cross et al.’s (2016) study of mothers who had themselves experiences CSA having less warm feelings about their daughters than their sons is consistent with the Linde-Krieger and Yates data.
6.8 Resilience in Survivors of Child Maltreatment: Not all Abused Children Become Abusive as Adults
The discussion so far could easily lead to the conclusion that growing up in an abusive or violent household will automatically result in


 children growing up to be violent and abusive toward their own intimate partner as well as to any children they might have. This is not necessarily the case. As Dutton (1998) pointed out in one of the classic books on these issues, even though the probability of being violent towards one’s own spouse is higher for abused children, not all of them followed this pattern. One study estimated that 40% of the child abuse victims grew up to become abusive themselves. Thus, the majority of abused children do not become abusive as adults. This may reflect the fact that the pathway is indirect and other factors may intervene to break the cycle of violence. Dutton (1998) cited evidence that having one supportive parent or other adult may overcome the effects of the hostile environment in which physically abused children live. Another possibility mentioned was that someone exposed to repeated abuse may learn to emotionally disengage, a process called dissociation. Such

 reactions may create other psychological problems, but they may stop the cycle of violence (Dutton, 1998).
In a major review of articles published in English from samples in many countries, Meng, Fleury, Xlang, Li, and D’Arcy (2018) identified 44 studies noting resilience to the general effects of child maltreatment of all types. The age of those looked at varied across the studies, but the overall conclusion was that there was evidence in children, adolescents and adults of less depression, PTSD, alcohol abuse, suicide attempts and other psychological problems in those who demonstrated resilience. Other studies identified protective factors. The most often cited was social support, although a variety of others were noted. Some of these functioned differently for boys and girls. Early maltreatment experiences were seen as especially difficult to recover from.
St-Laurent, Dubois-Comtois, Milot, and Cantinotti (2019) conducted a direct test of continuity of abuse and resilience by comparing abused mothers who were involved with Child Protective Services with their own children with a group of mothers selected from a high-risk sample who had no association with CPS. The study drew on a sample from Quebec, Canada. All forms of child maltreatment were included in the maltreatment groups, except child sexual abuse. Data indicated that in the sample of 193 mother-child dyads, mothers were maltreated in 74% of the dyads, but only 40% of the maltreated mothers were found to be abusive toward their own children, indicating a relatively high rate for those able to break the cycle of violence. Continuing the cycle of violence was associated with IPV for the mother, along with lack of family support, high levels of stress, and having been neglected as a child.
There is also evidence of resilience after experiencing child sexual abuse. In a systematic review of the literature from many counties, Domhardt, Munzer, Fegert, and Goldbeck (2015), a team of German researchers, found levels of normal functioning reported for 10–53% of the sample exposed to CSA across 37 studies. The CSA survivors included both adolescents and adults, mostly female. Resilience was measured in varying ways across the studies. Education levels [and perhaps associated knowledge about sexuality] was found to be especially protective. Those who were optimistic and had positive beliefs about their own ability to control their current environments were more often resilient. These are factors associated with higher levels of coping generally, as discussed in Chap. 3.
IPV exposure in childhood has been identified as a source of trauma independent of other forms of child maltreatment, although it is typically associated with physical and emotional child abuse. Some do show evidence of resilience to this IPV exposure (Carlson et al., 2019). Coping strategies such as being able to calm oneself or find other ways not to react have been shown to be effective, according to Carlson et al.’s review of this literature. Having friends one can turn to was also identified as protective, especially for adolescents. Anderson and Bernhardt’s (2019) qualitative study of 29 adult daughters of battered women adds to this list. Coping processes such as distancing oneself from the abusive family, and wanting to break the cycle of violence and finding ways to do this were cited by the women interviewed.
6.9 Summary
As this chapter has indicated, when children are abused by their parents or caretakers, there is often a pattern of both emotional and physical abuse. Sexual abuse may also be part of the experiences of these abused children as well as exposure to IPV in their parents. The abuse can last over a period of years. Because of this, it is generally impossible, in practice, to clearly separate the effects of different types of child abuse within the family. To further complicate the research on child abuse, especially child sex abuse, many studies do not identify the relationship of the perpetrator to the maltreated child. So, abuse by parents cannot not be readily separated from abuse by acquaintances or even strangers, even though parental abuse appears to be more traumatic than sexual contact from others. Given these limitations, it is clear that there are many effects on the child victimized by child maltreatment. Effects can also be seen in adults. Effects of exposure to parental IPV have been associated with long term effects on how one interacts with an intimate partner as well as with other symptoms of trauma exposure such as PTSD. These effects may vary depending on the age of the exposed child (Carlson et al., 2019). In spite of these many reported effects, there is evidence that some children are able to function normally as teens or adults. Social support appears to be a major predictor of this resilience, along with other factors generally associated with good coping skills.
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In earlier chapters in this book, we have reviewed the research on intimate partner violence (Chaps. 4 and 5) and child abuse and neglect (Chap. 6). Although these are the most extensively studied forms of violence and abuse within families and within close relationships, they are not the only types of abuse that occur in these settings. This chapter reviews three types of additional abuse within the family that may co-occur with child maltreatment and intimate partner violence: abuse of older adults, abuse between siblings, and cruelty to household pets and their relationship to intimate partner violence (IPV). There is less discussion in the academic literature about these topics than those covered in other chapters, although there is a growing body of work on each of these, especially abuse of older adults.
In this chapter, we focus on how each of these three types of abuse operate within the family setting. It is clear that elder abuse can also occur within nursing homes or other institutional settings (e.g., Macko & Valcarce, 2018; Roberto, 2016), but discussion of these situations is beyond the score of this book. It does appear that the majority of maltreatment of older adults is not done by a family member (Amstadter et al., 2010). Similarly, it is not unusual for children who are not living together (or in the same family) to bully and physically attack each other (e.g., Coyle, Demaray, Malecki, Tennant, & Klossing, 2017; Tucker, Finkelhor, Turner, & Shattuck, 2014), but again, peer harassment is not an issue covered in this book. Animal cruelty, too, occurs in many ways in our society (e.g., Hoffer & Hargreaves-Cormany, 2017), but our focus here is on how this abuse of household pets can be a part of other forms of intimate partner violence and abuse. As will be discussed, each of these additional forms of abuse often co-occurs with other types of abuse discussed in other chapters.
7.1 Elder Abuse and Maltreatment of Older Adults
In the following case taken from newspaper accounts, a severe case of physical abuse of a vulnerable older adult within the family is demonstrated. Given her age, Mrs. Girdish was probably unable to defend herself physically. She was at the mercy of her daughter. Fortunately, a good Samaritan was willing to call in a tip to the local area Agency on Aging. Fortunately, this meant that help and protection were subsequently provided. Without such intervention, Mrs. Girdish might have eventually died from the physical abuse and neglect inflicted by her daughter. For more information about investigations of suspected elder abuse see Chap. 9.
Published Case Example
Helen Girdish, 92, had lived independently in her rural farmhouse for years. Then her 64-year-old daughter, Barbara, moved in with her to “lend a hand”. Six months later, the Washington County Area Agency on Aging, located in Western Pennsylvania, received an anonymous tip that an elderly woman at a certain address was being abused. The following day, an agency caseworker made a home visit.
When the caseworker knocked on the door, Barbara Girdish answered, but would not allow the caseworker entry to the home, telling the caseworker to get off her property. Concerned, the caseworker called the police. When officers arrived at the home, they told Barbara that they had to see her mother in person to check on her well-being and what they found was shocking. Helen Girdish was lying partially clothed on an old mattress, and she was covered from head to toe with bruises, cuts and scrapes. Police discovered that Mrs. Girdish had suffered multiple beatings at the hands of her daughter and they immediately arranged for medical hospitalization. The daughter was subsequently charged with multiple felonies including aggravated assault, unlawful restraint, simple assault and harassment and a charge of neglect of a care-dependent person. Barbara Girdish denied all charges, stating she “did the best I could” and remains in jail awaiting trial (Brawshaw, 2016; Kane, 2016).

It is clear that abuse of older adults is an important issue in the United States. Elder abuse has also been identified as an ongoing issue in other countries around the world (Roberto, 2016). The U.S. Census Bureau


 (2011) reported that 13% of the U.S. population was aged 65 or older with the older population projected to grow to 83.7 million by 2050. Unfortunately, some of these older adults will suffer from some form of abuse and/or exploitation at the hands of family members. Lachs and Pillemer (2015) provided detailed descriptions of the many types of injuries experienced by older adults in their guide for written for physicians on how to recognize physical elder abuse. They also outlined signs of neglect, including malnutrition and lack of cleanliness. After their review of the literature, Lacks and Pillemer concluded that at least 10% of older adults in the United States experience some form of abuse every year. As Whitaker (2018) explained, elder abuse can be physical, but is often psychological or financial. He outlined some of the ways in which the U.S. Department of Justice is fighting against this behavior.
7.1.1 Vulnerability in Older Adults
Older adults are at greater


 risk for abuse than younger adults for a number of reasons. Physically, they may be more prone to injuries from any type of assault than younger adults. [An example of this can be seen in a national study of those injured by crimes of all types involving assault. Those over 65 were more likely to require medical attention for their injuries than crime victims under the age of 65 (Bachman, Lachs, & Meloy, 2004).] Poor health can also be a risk factor, especially for neglect (Burnes et al., 2015). Another factor for older adults may be that they are not as likely to be living with a caregiver who is committed to them. In their random sample of New York state adults aged 60 or older, Burnes et al. (2015) noted that those who were not living with a spouse or other intimate partner were more likely to experience some form of abuse (See CDC, 2018b for further information).
Another major risk factor is cognitive impairment, which is more likely in older adults (Dong, Chen, & Simon, 2014). More than 5.5 million adults aged 65 or older are believed to be suffering from Alzheimer’s disease (National Institute on Aging, 2020). Higher rates of physical and emotional abuse, as well as neglect have been reported for older adults with dementia (Dong et al., 2014). Research has shown that as dementia progresses, so does risk of all forms of elder abuse. Older adults with cognitive impairment living at home often depend on their abuser for care and may not be able to report this abuse to Adult Protective Services (Cooney, Howard, & Lawlor, 2006). This can be because they are not mentally able to do this, or it may be a result of the helplessness they feel because of their dependency on the abuser (Bornstein, 2019).
Many older adults need some form of assistance in daily living because of physical or mental limitations or both. Most older adults with long-term care needs rely on partners, other family members and sometimes on friends to provide assistance. The willingness of these people to provide needed care often determines whether older adults can remain in their home or must live in an assisted living facility. In fact, 50% of older adults who have a long-term care need but no family available to care for them are in nursing homes, while only 7% who have a family caregiver available are in institutional settings (Family Caregiver Alliance, 2017).
Case Example from our Files
The situation involves Ms. M., an older woman living in her home, who increasingly needs physical help due to arthritis and diabetic complications. After inviting her nephew to live with her to “help out”, Ms. M. complains to her personal care aide that her nephew demands access to her money (financial exploitation) but that she cannot deny him because without him she would not be able to manage in her home. Ms. M. absolutely does not want to live in a nursing facility. The nephew is observed being verbally abusive to his aunt by the home health nurse and is reported to Adult Protective Services (APS). The APS social worker visits and assesses Ms. M’s situation. Ms. M. admits that she is being exploited and that she doesn’t like how her nephew behaves but refuses to admit anything in court or give access to any records. She is fully capacitated cognitively and able to make such decisions independently. APS stays in contact with her by phone on a monthly basis for the better part of a year seeing if she wishes to change her mind. At 13 months, she reveals that she may want to talk again because she is in terrible pain. Her nephew has been taking her oxycodone for last 2 months, and she cannot live in all this pain.

This case example from Mulvaney’s (2016) clinical work illustrates how older adults often want to remain in their own home and will do whatever it takes to avoid a nursing facility placement. As older adults become more physically challenged due to chronic illness, in this case diabetic complications and arthritis, they need assistance and may turn to a family member to move in with them to help with activities of daily living. They continue to need help from their caregiver and may not seek outside assistance even when that relative becomes abusive. In this case, Ms. M. put up with verbal abuse and financial exploitation. It was only when her physical pain became unbearable due to her nephew stealing her pain medication that she finally reached out for help from APS. Even when abused, many older adults needing someone to take care of them may not seek help or even report the abuse, since they wish to remain in their home (Jackson, 2017).
7.1.2 Identifying Abuse of the Older Victim
As discussed in Chap. 9, the process of identifying any form of family abuse or violence is difficult. Much abuse is never identified. Even when reported to the police, or other agencies such as Adult Protective Services (APS), the report may not be formally investigated. The investigation itself often leads to distress within the family and estrangement of the elder adult and from other members of the family who are concerned about the person accused of abuse (Labrum & Solomon, 2015). When the abuse is confirmed, this can have other consequences for the older person. One of the most serious of these is that those found to be abused in their home setting may be forced to enter assisted living, or be given a financial or legal guardian (Jackson, 2017).
One study estimated that only one out of every 25 cases of elder abuse was reported to authorities (Lifespan of Greater Rochester, 2011). Unlike the situation for battered women, older adults very rarely make a formal report to authorities about the abuse they are receiving. An older person may not want others to know about the abuse either because of embarrassment, or believing he or she is somehow responsible for what is happening. Realistic fears of punishment from the abuser may also keep someone from reporting abuse. Others may be concerned that there is no real help available. For many, there are concerns about being removed from the home and placed in a senior care facility if abuse is confirmed (Jackson, 2017; Roberto, 2016). Because of these factors, it may be difficult for abused older people to freely tell APS about what has been happening to them. When suspected elder abuse is suspected and reported by a concerned neighbor or someone else with knowledge of the situation, the abuse may not be confirmed by the older adult. Box 7.1 outlines some of the steps that can be taken by the APS staff member investigating the complaint to facilitate disclosure to APS by the older person.
Box 7.1: What the Social Worker or Other Professional Should Do if Elder Abuse is Suspected
Create a Safe Environment for Discussion. Remove any intimidating factors that may hinder the older adult from having an open discussion. This may mean moving to another room or asking to speak to the client and the caregiver separately. Recall that most abusers are well known to the victim and many live in the same home.
Use or Establish a Trusting Relationship. If you have not already done so, create a trusting relationship with the older adult. It is important to achieve mutual respect and develop a bond. This will allow the older adult to let down defenses and speak in confidence about fears, concerns, wants and desires that will assist you in developing a resolution to their situation. Recall that if you are a Mandated Reporter (p. 16) you should have informed the person of this in an early meeting or visit so the person can make informed choices about what he or she wishes to tell you.
Engage in Discussion about the Suspected Abuse. Using soft, non-confrontational and non-judgmental words helps to set the person at ease. NEVER begin by saying, “Has someone been abusing, hitting, or threatening you?” This could cause the older adult to feel very uncomfortable by adding additional pressure to an existing stressful, degrading and embarrassing situation.
Use “I” statements and give examples and choices. You might say, “I’ve seen people with bruises on their arms; sometimes they come from people bumping in to things, falling down, or someone grabbing them or pushing them. Which one happened to you?” Another example could be stated as, “Sometimes people get angry when caring for someone; does this happen to you?” Remember every time you get a person to answer, “yes,” to a question it opens a door for further discussion.
Pay attention to verbal and nonverbal communication. Use observation statements such as, “I notice when I start talking about your daughter you become nervous or stop talking. Why is that?”
Determine Your Next Course of Action. Deciding what course of action to take next should be based on the severity of the situation. The degree of risk and the presence of imminent danger for the older adult will determine the next course of action. Please refer to the Reporting Section (p. 13) for additional guidance. It is also a good idea to consult with your supervisor and/or administrator before making a report or to get additional ideas about the appropriate way to proceed.
Educate the Client and Possibly the Caregiver about Elder Abuse and Next Steps. Depending upon the situation, this step may occur before step four. If you have determined that the person is not being abused but is at risk for abuse, then education and prevention efforts are very important. Please see the section on Prevention (p. 10) for more information on what you will discuss with the client.
If you suspect abuse, see if you can empower the client to report it him or herself. This is beneficial because it will encourage the older adult to regain a sense of dignity, increase self-esteem, autonomy and confidence. In the event the older adult does not wish to report it, you must then file the report (p. 13) with Adult Protective Services. You will find information on making a report in the next section.
As the older adult and/or caregiver may become angry, assess for and assure your own safety. For the sake of the helping relationship, it is often best to let the older adult know that you are the person making the report and that this is necessary to fulfill your duties as a Mandated Reporter (p. 16). This may minimize the sense of betrayal and possible mistrust in the relationship. If the older adult does not want to submit a report, inform the consumer you will continue to follow-up and leave your business card if they need to contact you.
(Belinger, Davis, & Fulmore, 2010, pp. 11–12) (permission has been obtained for this material)

Even if a formal report is made, professionals and paraprofessionals working with older adults may not be adequately trained to detect signs of abuse and the report may not be taken seriously (Gallione et al., 2017). In a national study, Breckman et al. (2018) found that 30% of their sample reported knowing a relative, friend or neighbor who had experienced some form of elder abuse. About 60% further stated that they had tried to help in some way, but many found their attempts to assist to be ineffective. It was not clear in this study if a formal report was filed with APS by those knowing about the abuse of an older adult.
7.1.3 Types of Elder Abuse within a Family Setting
Abuse of older adults can take many forms. Box 7.2 shows the detailed definitions for types of maltreatment of elders published by the U.S. government through the Centers for Disease Control website. As can be seen, this abuse can be physical violence, unwanted sexual contact, emotional abuse, neglect, or financial abuse. Similar definitions for IPV or child abuse can also be seen on the CDC website. For elder abuse, there is the addition of the category of financial abuse. As also occurs with other types of abuse within the family, many of the abused older adults experience more than one form of abuse, a situation labeled as polyvictimization (Ford & Delker, 2018). Heisler (2017) argued that greater awareness of polyvictimization was especially important for those providing services for older adults since multiple types of services may be needed.
Box 7.2: Defining Elder Abuse
According to the Centers for Disease Control (2018a): Elder abuse is an intentional act, or failure to act, by a caregiver or another person in a relationship involving an expectation of trust that causes or creates a risk of harm to an older adult. (An older adult is defined as someone age 60 or older.) Forms of elder abuse are below.	Physical Abuse: the intentional use of physical force that results in acute or chronic illness, bodily injury, physical pain, functional impairment, distress, or death. Physical abuse may include, but is not limited to, violent acts such as striking (with or without an object or weapon), hitting, beating, scratching, biting, choking, suffocation, pushing, shoving, shaking, slapping, kicking, stomping, pinching, and burning.

	Sexual Abuse or Abusive Sexual Contact: forced or unwanted sexual interaction (touching and non-touching acts) of any kind with an older adult. This may include forced or unwanted:	Completed or attempted contact between the penis and the vulva or the penis and the anus involving penetration

	Contact between the mouth and the penis, vulva, or anus

	Penetration of the anal or genital opening of another person by a hand, finger, or other object

	Intentional touching, either directly or through the clothing, of the genitalia, anus, groin, breast, inner thigh, or buttocks








These acts also qualify as sexual abuse if they are committed against a person who is not competent to give informed approval.	Emotional or Psychological Abuse: verbal or nonverbal behavior that results in the infliction of anguish, mental pain, fear, or distress. Examples include behaviors intended to humiliate (e.g., calling names or insults), threaten (e.g., expressing an intent to initiate nursing home placement), isolate (e.g., seclusion from family or friends), or control (e.g., prohibiting or limiting access to transportation, telephone, money or other resources).

	Neglect: failure by a caregiver or other responsible person to protect an elder from harm, or the failure to meet needs for essential medical care, nutrition, hydration, hygiene, clothing, basic activities of daily living or shelter, which results in a serious risk of compromised health and safety. Examples include not providing adequate nutrition, hygiene, clothing, shelter, or access to necessary health care; or failure to prevent exposure to unsafe activities and environments.

	Financial Abuse or Exploitation: the illegal, unauthorized, or improper use of an older individual’s resources by a caregiver or other person in a trusting relationship, for the benefit of someone other than the older individual. This includes depriving an older person of rightful access to, information about, or use of, personal benefits, resources, belongings, or assets. Examples include forgery, misuse or theft of money or possessions; use of coercion or deception to surrender finances or property; or improper use of guardianship or power of attorney.




Source: Centers for Disease Control (2018a). Elder abuse: Definitions. https://​www.​cdc.​gov/​violencepreventi​on/​elderabuse/​definitions.​html [Retrieved August 2, 2018].

Data on the prevalence of elder abuse may be inconsistent across studies due to differences in operational definitions of abuse, limitations imposed by the type of data used and samples employed, and because of methodological differences across studies (Roberto, 2016). Many have argued that studies that rely on formal reports to APS also underestimate the extent of the problem. Many cases are not included in research studies, because they have not come to the attention of APS (Dong, Chen, Chang, & Simon, 2013; see Chap. 9). Even community studies (which may include cases not reported to APS) are probably incomplete. An additional complication is that abused elders may not want to alert others to the abuse even on an anonymous survey. Older adults with cognitive impairment or dementia may not able to participate in a community survey and thus would not be a part of the sample either.
We provide some data here from a few major studies, but the percentages reported in these studies do vary greatly. Acierno et al. (2010), in a national U.S. study of 5777 older adults, found that 1 in 10 respondents reported emotional, physical, sexual, neglect or financial abuse in the past year with neglect and financial exploitation as the most common types reported. In another study of the prevalence and risk factors for elder abuse and neglect in a random sample in New York State. Data were collected in 2009 from a sample of 4156 adults aged 60 or older who lived in the community and were determined to be “cognitively intact” (Burnes et al., 2015, p. 1907). Burnes et al. (2015) found the past-year prevalence of emotional abuse was 1.9%, physical abuse was 1.8%, and neglect was 1.8% with an overall abuse prevalence rate of 4.6%. Friedman, Santos, Liebel, Russ, and Conwell (2015) in a longitudinal study of elder abuse among older adults receiving home visiting nursing found neglect to be the most common form of maltreatment followed by psychological abuse and financial exploitation. Finally, Laumann, Leitsch, and Waite (2008) examined the prevalence of elder abuse in a nationally representative study, and reported that verbal abuse was the most common form of maltreatment followed by financial exploitation and physical abuse.
7.1.4 General Effects of Elder Abuse
As Roberto (2016) summarized in her review of the literature, older adults suffering from abuse may experience a variety of reactions in addition to physical injury, including declines in physical health as well as psychological well-being. She argued that the negative impact of sexual abuse may be especially traumatic, although this type of maltreatment has received little research attention. Psychological abuse may have quite negative effects, even though the older adult experiencing this may not even recognize this is happening.
Using data from the earlier National Elder Mistreatment Study, Acierno, Hernandez-Tejada, Anetzberger, Loew, and Muzzy (2017) examined people identified originally at age 60 to determine how they were doing 8 years later. They compared those identified as abused in the earlier study with those who had not been abused on four different outcomes: overall health, post-traumatic stress disorder, depression and generalized anxiety. These negative outcomes were 200 to 700 times more likely for the abused group. However, these long term negative effects were much reduced for abused elders who currently had good social support. Social support was measured with a scale containing items such as having someone they felt made them feel wanted, someone available if they needed help and someone who could give good advice. Other studies have indicated that those older adults with more than one type of abuse (polyvictimization) were likely to have worse outcomes than those with less abuse (Ford & Delker, 2018). Chapter 3 reviews the research on these and other reactions of people of all ages to victimization of all types.
7.1.5 Financial Exploitation
A special form of elder abuse involves taking money or other assets from the older adult. It may be the most common form of elder abuse (Williams, Racette, Hernandez-Tejada, & Acierno, 2017). One estimate was that annual losses because of financial exploitation of older adults in the U.S. were nearly $3 billion. This exploitation can take many forms. It can involve cashing checks sent to the older person or using their ATM card without their permission. Forging a signature on a financial document is another example (Wood & Lichtenberg, 2017). As Peterson et al. (2014) explained, although someone can experience financial abuse at any age, older adults may be more at risk for a number of reasons. First, they often have more money and other financial resources than younger people. They may be less well educated about money and have poorer mathematical skills generally. Wood and Lichtenberg (2017) demonstrated this empirically using a sample of 395 community dwelling older adults. Low mathematical literacy was a risk factor for financial exploitation while higher levels of mathematical skills were protective. Perhaps because having low mathematical skills, the older person may not even be aware of money being taken. Cognitive declines and Alzheimer’s disease may also result in older adults being more vulnerable, since they may not have a good understanding of their finances (Lichtenberg, 2016).
Peterson et al. (2014), in a study using a sample of 4156 community-dwelling, cognitively-intact individuals aged 60 and older, identified a number of factors associated with risk for financial exploitation. A greater risk for such abuse was most common with older adults “traditionally considered to be economically, medically and sociodemographically vulnerable” (p. 1615). One of these demographic factors was being African-American and another was living in poverty. Other factors were the presence of numerous non-spousal household members, and having one or more impairments in activities of daily living. In another study based on a Pittsburgh sample, Beach, Schulz, Castle, and Rosen (2010) also found being African American was the most significant predictor of financial exploitation.
Although there is relatively little research that directly addresses this issue, it is believed that those with disadvantaged status in the U.S., such as low income individuals, migrant and seasonal farmworkers and their families, the homeless, and many racial and ethnic minority groups, may have relatively high rates of other forms of elder abuse as well (Jervis et al., 2016). Jervis and her colleagues discuss why research is lacking on these groups. One issue is lack of trust within these groups. Ways to overcome this research barrier are outlined.
7.1.6 Neglect
Like other forms of abuse, neglect can take many forms, including being completely abandoned by a caretaker (Rzeszut, 2017). In an analysis of data from the National Elder Mistreatment Study, Williams et al. (2017) found that neglect was a close second in prevalence to financial exploitation for a national sample of older U.S. adults living in the community. For those reporting any type of abuse, 34% reported neglect. These numbers do vary, though, depending on the definitions used. In their survey of New York State older residents, Burnes et al. (2015) reported that 2% of their sample had signs of neglect. Lower levels of neglect were found for those identifying as Hispanic than for other racial or ethnicity groups. They argued that this reflected a strong cultural value within Hispanics to take care of other family members.
One form of neglect of older adults is self-neglect (Dong, 2017). This occurs when someone is not able to provide proper food, water, clothing, shelter or personal hygiene for him or herself. Recognition of this situation by a family member or someone else who observes this may result in a report to APS. There has been relatively little research on this issue, but Dong suggests that older adults lacking financial resources or having cognitive impairment are more likely to self-neglect . Even when identified by APS, the older adult may resist any attempt to provide aid since this might require moving to some type of assisted living. One might argue that an extreme form of self-neglect is suicide. Fowler, Jack, Lyons, Betz, and Petrosky (2018), reporting on national U.S. data, noted that older white men had the highest rates of suicide among all groups within the U.S. Their suicide was often associated with prior depression.
7.1.6.1 Effects of Neglect
Effects of neglect can be malnutrition or other, sometimes serious, health consequences as seen in the case of Helen Girdish, described earlier in the chapter. One consequence of caretaker or self-neglect that may not be well-known is dental disease. This can also result from physical abuse or from lack of routine dental treatment. Petti (2018) outlined some of the specific dental issues that dentists might identify, arguing that dentists should routinely screen for evidence of neglect or other abuse. He did note, though, that accusations of abuse need to be carefully supported, since some people tend to avoid getting treatment for dental problems because of worry about having this reported to APS.
7.1.7 Physical Abuse
Another form of elderly abuse is physical assault. This was reported by 2% of Burnes et al.’s (2015) New York sample. Williams et al. (2017) also found that rates of physical abuse were relatively low relative to other forms of elder abuse. Physical abuse was often done either by a spouse or intimate partner, who is often a caregiver (Burnes et al., 2015). Physical abuse can also occur between adult children and older parents. An analysis of police reports and other legal documents indicated that physical violence against an older parent was generally precipitated by an argument, often involving confrontation about the abuse with the abuser (Rosen et al., 2016).
In 2010, the CDC and National Institute of Justice collaborated to collect national data on physical and emotional abuse from intimate partners. Rosay and Mulford (2017) reported on data from this national U.S. survey as it related to abuse of older adults. A total of 2185 individuals aged 70 or older who were involved in an intimate partner relationship were used as the sample. Twelve percent reported psychological or emotional abuse, 1.1% reported physical abuse and 0.7% reported sexual abuse. Overall, 14% of this older population reported some type of abuse in the last year, with some experiencing multiple forms of abuse. About ¼ of this reported abuse was done by an intimate partner. This can be a continuation of earlier IPV within the relationship or it can arise later in the relationship. Cheung, Tiwari, and Wang (2015) describe two case studies of IPV in older Chinese couples where the husbands engaged in violence toward their wives that demonstrate the dynamics of IPV among older adults.
7.1.7.1 Effects of Physical Abuse
Physical elder abuse can have a devastating impact. As in the case of Helen Girdish, described at the beginning of this chapter section, common physical consequences of elder abuse include welts, wounds, and other injuries (bruises, lacerations, dental and head injuries, broken bones, pressure sores); persistent physical pain and soreness; poor sleep; increased vulnerability to developing new illnesses (including sexually transmitted diseases); exacerbation of pre-existing health and mental health conditions; and increased risks for premature death (Lachs & Pillemer, 2015). Even experiencing modest abuse can increase the risk of subsequent death by 300% (Dong et al., 2009; Salari & Maxwell, 2016). As Salari and Maxwell noted, frail older individuals may be injured more severely than younger adults when assaulted by a partner.
7.1.8 Emotional or Psychological Abuse
Reported rates for emotional or psychological abuse are relatively low. For example, Burnes et al. (2015) found rates of emotional abuse of 2% of their New York sample. It was generally higher for those with cognitive impairments. A spouse or intimate partner was most likely the abuser (31%) although an adult child was nearly as likely to do this (30%). There is evidence that these rates are higher in some groups than others. In their comparison of African American older adults with other groups, Beach et al. (2010) found psychological abuse was more common for African Americans. The most commonly reported form of psychological abuse was being screamed at or yelled at. A caretaker stomping out of the room after an argument, or saying something deliberately hurtful were also relatively common forms of reported psychological abuse. Reported rates of 16% for African Americans and 7% for other groups in the Beach et al. study were much higher than found in the Burnes et al. (2015) study. This discrepancy in rates probably reflects the differing definitions of this type of abuse used in the two studies. The Burnes et al. only considered “very serious” (p. 1907) emotional abuse.
7.1.8.1 Effects of Emotional Abuse
The effect of being psychologically abused by a family member or intimate partner as an older adult is similar to the effects of experiencing this type of abuse at a younger age (see Chaps. 3, 4 and 6). Psychologically abused older adults may experience emotional distress, symptoms of depression, and post-traumatic stress. These effects can be quite upsetting. Research data indicated that verbal abuse resulted in a greater decline in mental health status than physical abuse alone (Dong et al., 2009; Fulmer, Rodgers, & Pelger, 2014; Mouton, Rodabough, Rovi, Brzyski, & Katerndahl, 2010).
7.1.9 Sexual Abuse
A final form of elder abuse that has received very little research attention is sexual abuse (Bows, 2017). It is included, though, in the CDC’s listing of types of elder abuse (see Box 7.1). In a review of published literature, Bows stated that sexual abuse was a rare form of elderly abuse, but that it did occur. Women were most often the victims, but victimization was occasionally reported for men (typically in nursing facilities). Although findings were not consistent across studies, it did appear that most sexual abuse of older adults was done by a spouse or intimate partner. For women, vaginal injury was more common after forced sex than for younger female victims.
7.1.10 Perpetrators of Elder Abuse
7.1.10.1 Family Caregivers of Older Adults
In considering


 who is most likely to abuse an older adult within a family setting, we first consider who the informal caregivers are for older adults who need some assistance in daily living or who want a family member to live with them. Women, usually spouses or adult daughters, provide the bulk of informal care to older adult relatives who have long-term care needs, but other family members may also assume this role.
For some of these informal and unpaid caregivers, the experience may be difficult and stressful, especially if they do not have the resources or skills to provide the help needed. For example, some caregivers may suffer physical abuse from the individual they are caring for, especially for an older adult with dementia, making the situation even more difficult for the caregiver (Isham, Hewison, & Bradbury-Jones, 2017). Violence against the caregiver is one of the strongest predictors of nursing home placement (Wharton & Ford, 2014).
Case Example from our Files
Mr. A is an older married gentleman who has a slowly progressing Alzheimer’s type dementia. He is a retired pastor, and his wife and family have only known him as a gentle and patient person. His wife is his primary caregiver. Mr. A has become increasingly angry and combative in response to his losses and inability to function, reverting back to temperament which his brother says he showed as a young man. His wife has promised to take care of him at home and is committed to caring for him. Initially she hides from the family that he is hitting her and how afraid of him she is. One day, he breaks his wife’s arm. At this point, he must be admitted to a nursing facility where he remains combative and angry. He is excessively medicated (aka, chemically restrained) by the nursing home staff in order to “manage” his aggressive behavior.

In this situation from Mulvaney’s case files, the client’s wife was committed to caring for her husband in their home, but his combative and violent behavior, as a result of his advancing dementia, led to an unsafe and unmanageable situation. This resulted in a nursing home placement where the client was heavily medicated as a means of controlling his aggression. Antipsychotic medications may be used for such purposes and can sometimes, unfortunately, lead to adverse outcomes in older adults with dementia (Bonner et al., 2015; Dennis et al., 2017).
Although caring for someone can be stressful, at the same time, there can be positive experiences associated with caregiving, and for most family caregivers, these often outweigh the negative experiences (Brown & Brown, 2014; Roth, Fredman, & Haley, 2015). Roth et al. (2015), in a detailed review of the existing literature, argued that the large majority of studies have not shown a general negative effect of caregiving for an older adult in the family. They further argue that the media have given much more attention to those few studies that do show negative effects.
7.1.10.2 Characteristics of those Who Abuse Older Adults
Stress related to the demands of taking care of an older relative has often been identified as one of the factors that can lead to the caregiver becoming abusive toward the older person being cared for (Brown & Brown, 2014; Roth et al., 2015). Abusers do tend to have other predisposing factors in addition to the stress of caregiving though. Some elder abuse is done by a violent partner, continuing or reversing an earlier pattern of IPV as one person becomes more dependent on the other.
For adult children, earlier experiences with parental abuse as children can be predictive of their later physically abusing an aged parent (Campbell Reay & Browne, 2001; Storey, 2019). Witnessing of IPV in parents as a child is also predictive if later abuse of one of these parents as an older adult (Storey, 2019). As described in Box 7.3, such maltreatment of parents by children can begin when the children are young or later as adolescents.
Box 7.3: Abuse of Parents by Children
As discussed in Chap. 6, there appears to be a cycle of violence such that children who are abused or witness IPV in their parents may grow up to be abusive to their own children, perpetuating a pattern of child abuse across generations. A similar pattern exists for those who witness parental IPV who may then engage in IPV with their own partners as adults. There is data indicating that another aspect of this transmission of violent behavior across generations may also apply to abuse of older adults in the family. O’Hara et al. (2019) provided data on the high numbers of adolescents who become involved in the criminal justice system because of violence toward a parent or caregiver. They described some of the therapeutic interventions they had been developing to work with these violent adolescents. Gabriel et al. (2018) reported on an interview study of UK parents and children about why children and adolescents might engage in physical or verbal abuse against their parents. Some of the explanations noted were that the children were angry about earlier or current abuse. Another explanation of abuse of the mother was that the son was modeling behavior seen in his abusive father.

The following example from our files demonstrates another type of situation where an adult child becomes abusive to his parents. They live in a family with violence among multiple members of the family. It also shows how drug use might elevate risk for abuse.
Case Example #22
Initial contact and presenting problem: Mark is a 19 year old unemployed single white male brought to the psychiatric health facility inpatient unit for evaluation by the local city police. Mark has a history of phencyclidine (PCP) use and was released from jail only 4 days ago after an 8 day stay on charges of “driving under the influence”—he goes to court next week. Tonight Mark got into an argument with his stepfather and his mother (all three had been drinking since early afternoon), Mark pulled a knife and threatened to kill them and when police arrived, he had already cut himself and was threatening to kill himself, stating he has nothing to live for. Upon evaluation Mark is extremely agitated and labile, so the police were asked to stand by during the mental health evaluation. Mark was subsequently hospitalized on the basis of danger to self and others.
Follow up family meeting: One week later, after Mark was sufficiently detoxed from the PCP and alcohol, a meeting was convened with Mark, his stepfather and his mother. When confronted about the incident with the knife, Mark denied he intended to hurt anyone, i.e. “I was just messing around”. This precipitated an argument amongst the three family members, escalating to the point that the stepfather was asked to step out in the hallway while the social worker attempted to intervene with Mark and his mother. Mother states that her husband hits her but then admitted that she has thrown hot coffee at him and once hit him over the head with a frying pan. Mark states both of his parents have threatened him and it seems like alcohol plays a major role in the numerous incidents of violence that have occurred. Mark says he uses drugs and “sometimes does stuff” because he is frustrated over not having a job; mother says she drinks because Mark won’t get a job and she gets frustrated. The stepfather, once he rejoined the conversation, blames both his wife and Mark for his violence “if they’d shape up, I wouldn’t have to smack them”. None of the family members is interested in getting counseling, and blame each other for all their troubles.

Many abusers have been found to have mental illness of some type. This might take the form of bipolar, major depression, or schizophrenia related disorders (Labrum & Solomon, 2015). Labrum, Solomon, and Bressi (2015) recruited a national sample of 217 women via an online survey to explore the rates of abuse of older women by a relative with a psychiatric disorder. Findings showed 15% of survey respondents experienced physical abuse in the past 6 months, 20% experienced financial abuse, and 42% experienced psychological abuse committed by their relative with a psychiatric disorder.Using data from the National Elder Mistreatment Study, Labrum and Solomon (2018) examined the victim, perpetrator and interaction characteristics in cases of elder abuse committed by a relative with substance abuse and/or mental health conditions. Findings showed that of 622 incidents of psychological elder abuse, 34% of the perpetrators had these characteristics. Further analysis indicated that the abusers with mental health issues were more likely to be have had a history of troubles with the police. They were also more likely to be living with the older person being abused and were often unemployed. These data were interpreted as indicating that the abusers were financially dependent on the older person, a finding reported in other studies. Emotional abuse for these perpetrators was also associated with their having fewer friends.
7.1.11 Interventions for Preventing and Reducing Abuse of Older Adults
Interventions to prevent and reduce the occurrence of elder abuse have been developed at the community level and at the provider level. Such interventions generally address social isolation and enhancement of social support, providing education about elder abuse, using multidisciplinary teams to address the complex nature of elder abuse, and enhancing the effectiveness of adult protective services agencies.
Community interventions aimed at enhancing an older adult’s social support is one avenue for preventing elder abuse. Such interventions typically focus on increasing the individual’s mental and emotional resilience in dealing with stress and have been shown to lower the risk of abuse (Cooper & Livingston, 2016). An example of such a program is “Eliciting Change in At-Risk Elders (ECARE)



” (Mariam, McClure, Robinson & Yang, 2015). Through a partnership with local law enforcement, ENCARE helps suspected victims of elder abuse and self-neglect by (1) building alliances between the older adult and his/her family members, (2) connecting the older adult to programs providing services designed to reduce the risk for future abuse; and (3) using motivational interviewing techniques to help resolve ambivalence the older adult may have about reporting abuse and making other challenging life changes. Mariam, et al. (2015), in an evaluation of ECARE effectiveness, found that the factors associated with elder abuse decreased during the intervention process.
Providing education about elder abuse at the community level can help dispel myths (for example, if an older adult is really being abused, they would leave) and change attitudes about the abuse of older adults which may then impact individual behavior. One study showed that education interventions can alter attitudes toward and tolerance for elder abuse. However, such education efforts must continue over time to maintain such gains (Hayslip, Reinberg, & William, 2015).
Because situations involving elder abuse are often complex, and no single professional or community resource is sufficient in terms of expertise and resources, multidisciplinary teams involving physicians, social workers, law-enforcement, attorneys, and other community stakeholders may be involved in protecting the abused older adult and providing interventions to resolve the situation effectively (Connolly, Brandl & Breckman, 2014; Lachs & Pillemer, 2015).
Adult Protectives Services (APS) organizations also play a significant role in providing professional intervention. Where APS agencies are housed varies across states and localities and there also are variations in how services are provided. In an effort to support Adult Protective Service Agencies, enhance elder abuse response, and encourage consistency in the interventions provided, the Administration on Community Living (ACL) in collaboration with the U.S. Department of Health and Human Services produced a document entitled Final National Voluntary Consensus Guidelines for State Adult Protective Services Systems in 2016 which outlines best practices for APS services.
7.2 Sibling Abuse
In this section, we discuss another form of violence and abuse within the family, that of abusive or aggressive behavior between siblings. Many have suggested that sibling violence is the most common form of family violence in the United States, surpassing both child abuse and IPV (Finkelhor, Turner, Shattuck, & Hamby, 2015; Morrill, 2017). Although fighting among siblings may not be taken seriously by many people, there is clear evidence that such violence can result in high levels of trauma (Perkins, Spira, & Key, 2018). Such trauma may persist over the life course, and might even result in elder abuse when the formerly abused sibling becomes the caretaker of an aged parent (Perkins et al., 2018).
Case Example from our Files
An elementary school teacher called in a report of suspected child abuse to children’s protective services. A CPS worker visited the school to assess whether 10-year-old Kelsey was being abused at home. The worker immediately noticed that Kelsey had a series of bruises, both new and in the process of healing, up and down her arms. She also had some fresh scratches on her neck. After assuring Kelsey that her purpose was not to get anyone in trouble but to make sure Kelsey was safe, the CPS worker asked the girl who had been hurting her. Reluctantly and tearfully, she blurted out, “John always hurts me. He beats me up and breaks my stuff. He even comes into my room at night after I have gone to bed and holds a pillow over my face. I hate him!”. The worker consults her notes and sees that the child’s stepfather is named John. “So your dad has been hurting you?”, she asks. Kelsey looks puzzled and replied, “No, I said John—my big brother!”.

This case from our personal files describes a situation encountered by Fusco when she was a new and unexperienced CPS worker (names were changed for anonymity). Further investigation in the above case revealed that Kelsey was being physically and emotionally abused by her stepbrother who was 6 years older than she was. The parents were not aware of this abuse and considered the children’s physical interactions to be “roughhousing” even though their daughter was much younger and smaller than her brother. In fact, they frequently had John babysit his younger sister and viewed her complaints about her brother as a form of retaliation because he had limited her access to snacks and television when he was in charge. The parents, who were a married, educated, middle-class couple, were outraged that their family was being investigated by CPS, and they vehemently denied any abuse was taking place. As the research discussed below indicates, this story is not an unusual one.
Before describing the dynamics of sibling violence and abuse, we first look briefly at the general family context in which this sibling abuse may or may not occur. Sibling relationships are important throughout one’s life (Greif & Woolley, 2016). As Dirks, Persram, Recchia, and Howe (2015) explained, sibling relationships contribute in many ways to children’s development. These are frequent and involuntary relationships that involve sharing living space. Children tend to spend more time with siblings than with anyone else, including parents. Children tend to model behavior they observe in their older brothers and sisters. Sibling interactions teach children how social relationships function. These relationships may have very strong positive aspects as well as potentially destructive conflict. On the positive side, siblings engage in mutual play, sharing of toys as well as secrets. They also show affection to one another and comfort one another. If these relationships are close, warm interactions, they can be protective when problems arise with others (Harper, Padilla-Walker, & Jensen, 2014). Older children may take on a supportive parental-type role with a younger sibling (Callaghan, Alexander, Fellin, & Sixsmith, 2016).
At the same time, some physical violence and other forms of aggression are quite common in siblings, especially in younger children. Although parents may be concerned about this, and may worry about an older sibling hurting a younger brother or sister (Tucker & Finkelhor, 2017), there appears to be a general acceptability of siblings hitting or using other violence against each other (Hardy et al., 2009). In one demonstration of this, using a sample of college students asked to rate the acceptability of various types of sibling aggression, Hardy and her colleagues found that an older sibling hitting a younger sibling was rated as close to being completely acceptable. Gender of the siblings involved did not affect these ratings. The majority of the study participants indicated being both victims and perpetrators of both verbal and physical sibling aggression in their own childhoods.
The case below provides an example of emotional abuse along with physical abuse between brothers. It also illustrates how parents often ignore or minimize sibling violence. For additional information about this case, see Case #27 in the case Appendix.
Case Example #27
Melanie and Johnathan own a number of franchised restaurants and are a very wealthy family. They live in an exclusive neighborhood and their children attend a private day school. The school contacted social services out of concern about the relationship between Anthony and Lewis. Though the boys are in different classes and different years, they have often been seen around school arguing, and Lewis was caught with two of his friends holding down and giving Anthony a “swirly,” putting his face in the toilet of the boys’ room and flushing it…When the boys were interviewed separately, Anthony stated that his life is horrible and it is because of Lewis. Lewis has stolen his money, often hits him, threatens him, and teases him relentlessly by calling him a “girl” and a “faggot.”…Lewis says that Anthony is just a crybaby and is always trying to get him in trouble with their parents….The Elwoods were very concerned about the involvement of social services, and while they engaged a lawyer to sit in on meetings, were willing to cooperate with interviews. Melanie stated she knows that the boys don’t often get along, but that they love each other and will grow out of their difficulties. Johnathan stated that the boys are competitive as he would expect them to be, they are both bright and full of potential and that competition prepares them for attending an elite college and eventually entering the business world. Both parents deny that there is excessive physical violence between the boys and both deny there is any kind of emotional abuse… Ongoing in-home services were provided to the family, including extensive counseling both separately and together for Anthony and Lewis.

As discussed in Chap. 6, children raised in homes where one or both parents are violent experience a number of negative outcomes as a result of this experience. It appears that one of these consequences is an increased level of sibling violence (Piotrowski, Tachie, & Cameranesi, 2017). As mentioned in Chap. 6, one effect of parental IPV seen in their children is higher levels of aggressiveness in those children, either because of modeling or other factors. Some of this aggression may be directed towards siblings. Research has indicated that both sibling physical and verbal aggression were increased when children were exposed to parental IPV (Piotrowski et al., 2017). Sibling aggression occurs as well in children not exposed to parental violence and in families with no other form of violence. However, rates are even higher in families where other forms of interpersonal aggression occurs.
7.2.1 Prevalence
Unfortunately, there are no standard definitions of sibling violence or aggression. Since there is no agreement about the terminology used to describe this violence, researchers interchangeably use the terms violence, aggression, conflict, and abuse. While sibling sexual abuse is actionable by child welfare agencies, physical violence often is not (see Chap. 9). One reason for this may be that since young children engage in some type of physical aggression so often, many consider this to be normal behavior and would not classify it as abuse or even as abnormal. Even sibling sexual contact (such as playing doctor) may be considered as normal childhood behavior, so it can be difficult to determine when these incidents cross the line to abuse.
An early examination of sibling physical violence came from Gelles and Straus’s (1979) work on the National Family Violence Study. This study utilized a representative national sample. They explored the presence of sibling violence in families that had two or more children between the ages of 3–17 living at home. Their results showed that four out of five children reported using some type of violence against a sibling during the past year, with more than half reporting serious physical violence such as kicking, biting, punching, hitting with an object, or beating up a sister or brother. These high levels of sibling physical violence were found in homes with and without parental IPV.
Subsequent studies have continued to indicate high levels of sibling aggression, although the reported percentages are often lower. Button and Gealt (2010) examined sibling violence using the Delaware Secondary School Student Survey


. The survey is administered annually to all eighth and eleventh grade classrooms in all public schools within the state of Delaware. The Button and Gealt (2010) study included only those who lived with a sibling, creating a total sample size of 8122 students. More than 40% of the students reported some type of sibling aggression during the past school year. The most common form was shoving pushing, and slapping (32%) followed by verbal abuse (31%). They also found that a high percentage of youth who reported sibling violence also reported both child maltreatment by a caregiver (72%) and/or witnessing domestic violence (55%) in their home.
Tucker et al. (2013) investigated the question of whether some of the reported sibling aggression was reactive, responding to aggression directed toward them by a brother or sister. A sample of 8th and 12th grade students were surveyed about aggression involving the sibling closest in age. In this study, 25% of the boys and girls in the sample reported using some form of aggression against a sibling. Data indicated that boys were more likely than girls to initiate the sibling aggression, although initiation was reported by both boys and girls. These same students were surveyed again 4 years later, now averaging the age of 21 (Tucker, Sharp, Van Gundy, & Rebellon, 2019). Those who had reported earlier sibling aggression now reported less warmth and emotional engagement with that sibling, and were less likely to provide emotional support to that sibling. Thus, the earlier aggression appeared to be related to having a poorer relationship as this sample entered adulthood.
In one of the more recent national surveys, Finkelhor et al. (2015) reported on data from a national study done by the CDC every 3 years since 2008 on children’s experiences with all types of violence. Looking at the 2014 data, 4000 children between the ages of 0 and 17 were surveyed by telephone. Children aged 10 and older were questioned directly, but a caregiver provided information for younger children. One category in the survey was “assault by a juvenile sibling” (Finkelhor et al., 2015, p. 748). Overall 21% of boys and 23% of girls reported experiencing such a sibling assault in the last year. Brother to brother assault was reported by 26% of the sample and sister to sister by 12%. Boys were somewhat more likely than girls to be aggressors and to be aggressed against. When analyzed by age, those aged 6–9 were most likely to have been assaulted by a sibling, at a rate of 31% in the last year. Rates were lower for younger and for older children. Since this survey was done several times, researchers were able to look at national trends over time for exposure to all types of violence. Their overall data table indicated that experiences with violence for the children surveyed had declined between 2008 and 2014 in nearly every category except sibling violence, which showed a very small increase. Thus, although violence in general may be decreasing in the U.S. over time (see Chap. 1), this does not appear to be true for sibling aggression, at least in recent years. Note, though, that the reported percentages in the more recent studies are much lower than those in the earlier Gelles and Straus (1979) study.
7.2.2 Forms of Sibling Aggression
Sibling aggression falls into three main categories. First is physical violence, which can range from pushing and shoving to using weapons against a sibling. Second is emotional abuse, which includes teasing and name-calling that has a negative psychological effect upon the recipient. Both types of sibling abuse may occur in the family. Research has indicated that physical and emotional sibling abuse are highly correlated (Piotrowski & Cameranesi, 2018). Third, and perhaps the most complex form of sibling aggression is sexual violence directed toward a sibling. This is further discussed in a later section below.
7.2.2.1 Physical Violence
Sibling violence is defined as a pattern of aggression toward a sibling with the intent to cause harm and gain power and control (Caffaro & Conn-Caffaro, 1998). As mentioned earlier, society does not tend to identify the often low-level physical violence against a sibling as deviant and often normalizes this behavior (Gelles & Comell, 1985). People often attribute sibling violence to sibling rivalry, and it is typically viewed as a something that children will eventually grow out of with no negative consequences (Eriksen & Jensen, 2009). There is evidence that both U.S. and Canadian parents often believe sibling aggression to be beneficial to social development, believing that it may help children learn how to successfully manage conflicts in their future extrafamilial relationships (DeKeseredy & Ellis, 1997; Gelles & Comell, 1985). The result is that sibling violence is rarely perceived as a problem and goes both unreported and unaddressed.
Physical aggression occurs in children not exposed to parental IPV as well as in those whose parents are violent toward one another. In a study of families recruited through newspaper ads, Piotrowski and Cameranesi (2018) observed sibling pairs in a waiting room while their mothers were being interviewed. They found that 27% of the children engaged in physical aggression with a sibling in the group with parental IPV, while this was true for 20% of those whose parents were not violent toward one another. They further noted that much of the sibling violence they observed or as reported by the mother was mutual—siblings tended to fight back when assaulted by a brother or sister.
Empirical research examining sibling violence often relies on a measure called the Conflict Tactics Scale (see Chaps. 5 and 6), which asks about specific acts of physical aggression ranging from pushing or slapping to assault with a weapon. Standard scoring of this measure leads to classifying any of these acts as violent, and makes no assessment of intent or injury (Khan & Cooke, 2013). Khan and Cooke argued that researchers needed to consider the severity of sibling aggression, and proposed a new scale that did this. Using a sample of adolescents identified as violent offenders from Great Britain, they found that severe sibling violence most frequently involved forceful punching, kicking or biting. They did note, though, that even among the sample using such severe violence, most often there was no injury or only minor injury in the child who was assaulted.
Other data indicate that sibling violence can be extreme, and may, in a few rare cases, result in homicide (Peck & Heide, 2012). Peck and Heide (2012) analyzed arrest records in the U.S. from 1976 to 2007, looking at details of cases involving arrests of juveniles for sibling homicide. Over this period, these homicides averaged about 100 per year. The most common pattern was brother to brother, followed by brother to sister, sister to sister, with sister to brother least common. Guns were often used. These sibling homicide arrests were most common in the South, especially for brother-to-brother homicide. Sibling homicide was least common in the Northeastern part of the country and in the West. Over the time period studied, there was an overall decline in these cases. Other data looking at homicide among siblings of all ages indicated that it is more likely that adult men perpetrate homicide against an adult brother rather than children killing a sibling (Bourget & Gagne, 2006).
7.2.2.2 Emotional or Psychological Abuse
This abuse can take the form of intimidation, belittling, destroying possessions, and even harming pets (Wiehe, 2000). Another form of emotional sibling abuse is bullying. Skinner and Kowalski (2013) asked college students to describe instances in which they had been bullied by a sibling or they themselves bullied a brother or sister. Teasing was the most commonly noted form of bullying, followed by being physically abused or being excluded or ignored by the sibling. More than half of the students saw sibling bullying as acceptable and 85% felt it was something to be expected. Eighty five percent indicated they had done this themselves. Not surprisingly, the narratives describing the bullying behavior indicated that perpetrators of sibling bullying saw less negative impact than did the recipients of the bullying. Other forms of emotional abuse identified by Morrill (2017) were threats to hurt one’s pet, threats to or actually destroying possessions, or being told that no one in the family cares about him or her. Vandalism or stealing of property was one of the most common forms of sibling aggression directed against young siblings (Tucker, Finkelhor, Shattuck, & Turner, 2013).
7.2.2.3 Impact of Physical or Emotional Sibling Aggression
As noted, definitions



 of sibling aggression vary widely. Some forms of sibling aggression may not have long-term effects, but there is clear evidence of some children experiencing a variety of psychological and behavioral effects both in childhood, adolescence and adulthood as a result of some form of sibling abuse (Greif & Woolley, 2016; Morrill, 2017). While the effects of sibling violence look similar to those of child abuse by a parent or caregiver (see Chap. 6), some scholars have argued that the impact of sibling violence is likely worse since it involves not only abuse from the sibling, but parents who fail to protect the victim from harm (Green, 1984). As discussed earlier, it can be difficult to interpret specific effects of sibling abuse since they often co-occur within a family with other forms of violence as well.
Some studies do indicate clear negative consequences of sibling aggression. Analyses from a large national probability sample of 3599 children and adolescents (Tucker et al., 2014) revealed that sibling violence in the past year was associated with significantly more mental health problems. Mental health status was measured with the Trauma Symptom Checklist for children. This measure included scores for anger, depression, anxiety, dissociation and post-traumatic stress. This association of being the recipient of sibling aggression and decreased mental health was apparent for both mild and severe forms of sibling abuse as well as for those who had experienced just one type of sibling violence. Those who experienced multiple types showed even greater negative effects. While physical peer aggression is sometimes thought of as more damaging, their data showed that sibling psychological and emotional violence were equally harmful. A later analysis of these same data (van Berkel, Tucker, & Finkelhor, 2018) found that these effects of sibling aggression on mental health could be seen even if the effects associated with child abuse or neglect were factored out. The long term effects of sibling aggression over and above these other effects of abuse were also manifested in higher rates of delinquency.
Others have also reported negative effects of sibling aggression. In a longitudinal study of children who had experienced sibling bullying at the age of 12, Bowes, Wolke, Joinson, Lereya, and Lewis (2014) surveyed these same children at the age of 18. Compared to their peers who had not been bullied, those who had experienced sibling bullying were twice as likely to report depression, self-harm and anxiety. Effects were stronger for those who experienced this bullying more often.
In another large survey mentioned earlier that was done in Delaware, Button and Gealt (2010) surveyed students in the 8th and 11th grade. Overall, 42% of students said they had experienced some form of violence or other abuse from a sibling, with shoving, pushing and slapping being the most common. This was twice the rate of reported parental violence experienced by the students. Those reporting sibling violence were found to be more likely to also report using tobacco, alcohol or marijuana. They also reported more delinquent behavior such as stealing from a store, cheating on a test, or destroying property of others. Such effects were stronger for those experiencing more serious violence from siblings. Violent behavior towards others was also higher for those reporting physical or emotional aggression from siblings than for those not reporting any sibling violence.
Other effects of experiencing sibling abuse have also been reported. College students with a history of sibling violence victimization showed lower self-esteem and social competence than their peers (Morrill-Richards & Leierer, 2010). Adolescents have been found to run away from home if they want to get away from abusive siblings (Morrill, 2017). Those experiencing sibling abuse may also have difficulties in developing close relationships with others as adolescents or adults (Morrill, 2017).
7.2.3 Sexual Abuse by Siblings
In a review of literature on sibling sexual abuse written for the nursing profession, Yates (2017) argued that there were three types of sibling sexual interactions discussed in the literature. First, is sexual play among siblings that may be mutually initiated and may have no harmful effects. This tends to have a playful quality and is a form of gathering information about the nature of the genitals. When such activity goes beyond this type of normal childhood activity, it can become harmful. The difficulty, according to Yates, is that defining the line between normal sexual play and harmful or abusive sexual activity is not a clear process. As he notes, even studies that have attempted to examine this is have found wide differences of opinion about what is and is not acceptable (see Box 7.4). A third category of sibling sexual activity that is definitely labeled as abusive would include behavior that is forced or coerced in some way or activity between siblings who vary widely in age. Such abuse is quite traumatic as is coerced sex from a parent (see Chap. 6). (See DiClemente & Ricks, 2015, for more discussion of differentiating abusive sexual activity between siblings and what they describe as “harmless sex play”, p. 595).
Box 7.4: Common Sexual Experiences of Children
Although direct observational studies of childhood sexual activity are difficult since such behavior is often hidden, there is a growing consensus that it is quite common for children in the U.S. to engage in a variety of activities that might be labeled as sexual. Although many parents are uncomfortable with children seeing them naked, or engaging in sex with each other, this is quite common for children in many countries, and there is no evidence that such experiences have negative consequences. Children often see each other without clothes, as well. It is also common for even very young children to touch their genitals and even to engage in what appears to be masturbation, although boys do not ejaculate. Children may also show their genitals to other children, beginning at the age of 2, and may touch the genitals of other children. If parents disapprove of this type of activity, children learn to do this when the parents do not see it occurring. Children may also feel guilty for doing this if they know adults do not approve. But, there is no evidence that such sexual exploration has negative effects when done voluntarily (LeVay, Baldwin, & Baldwin, 2015).

Another method of determining the types of behaviors associated with sibling sexual abuse can be seen in Krienert and Walsh’s (2011) analysis of U.S. national data compiled from incidents reported to the police or other legal authorities. As discussed further in Chap. 9, sexual assault is a crime and such behavior is more likely to be reported to police when discovered than other forms of family violence. The most common behavior in these data was forceful fondling, followed by forcible rape, forcible sodomy, and sexual assault with an object. Both girls and boys were more likely to be assaulted by an older brother than someone closer in age, but this was not always the case. Far more sisters than brothers were victimized. Other forms of sibling sexual abuse were suggested by Morrill (2014a, 2014b). Her analysis included children forced by siblings to watch pornography, forced exposure of genitals and sexual harassment. Victims of all of these acts were found to suffer long term negative effects.
In an attempt to better understand the dynamics of sibling sexual abuse, McDonald and Martinez (2017) conducted an on-line survey of adults who had experience with “sibling abuse” (p. 878) either as victims or as perpetrators. The survey was advertised widely, and asked for adults to volunteer to participate. The final sample included 33 people who reported having sexual contact with a sibling. Thirty of these were women. Although detailed information about the nature of the sexual activity was not provided, many of the victims indicated that the sexual activity had continued over a period of years, although for some it was a one-time experience. In the large majority of cases, the abuser was an older, typically male, sibling. There were a few cases of abuse from a younger sibling, and some cases of a sister being the abuser. A typical pattern was that the children lived in a family where they were physically abused or neglected by their parents. In some cases, the father was also sexually abusive to the daughter. Even when the children told their parents about the sexual abuse they were receiving from their siblings, the parents did nothing to stop this and occasionally encouraged it. Most of the victims believed that their abuser had, himself, been sexually abused at some earlier period. Some mentioned that he had learned about sexual activity through viewing pornography. These perceptions have been supported by empirical research (e.g., Latzman, Viljoen, Scalora, & Ullman, 2011). Morrill (2017) described very similar family dynamics in her chapter on the many forms of sibling abuse already described.
A very different picture emerges from another on-line survey of students, staff, faculty and community residents in 3 campus communities. Stroebel et al. (2013) reported on cases of brother-sister sexual activity, based on a sample of 40 cases. The total sample of 1521 men and women had volunteered to participate in a study of childhood sexual experiences. Within this group were the 19 cases of father-daughter incest described in detail in Stroebel et al. (2012), where the methodology of the study is also described in detail. Looking at the 40 women who described sexual activity with a brother, the large majority of the cases involved voluntary sexual touching and looking at each other’s genitals (Stroebel et al., 2013). The brother was typically older, and the activity began when the sister was a preteen. A number of mental health measures were used, but the brother-sister activity did not appear to have statistically-significant negative effects when the sample was compared to a control group. Findings here could well be related to the very different way in which the study was described to potential study participants. No mention of abuse was used, only the reference to sexual activity. This study suggested that some types of sexual interactions between siblings did not appear to result in measurable negative outcomes for the participants. This conclusion is considered controversial, with on-going debate about whether this can occur or not.
7.3 The Relationship of Animal Cruelty to Intimate Partner Violence
Case Example from our Files
Five year old Mary loved her 3-month old kitten, Smoky. Mary’s grandmother’s cat had recently had a litter of eight kittens and Mary was allowed to choose one of the kittens to keep, so she chose Smoky because of his beautiful gray fur and green eyes. Smoky was like a puppy, following close behind Mary as she played outside. One morning, Mary decided to take Smoky across the street to her friend Danny’s house to play. While crossing the street, Mary looked up and saw David, the neighborhood “mean boy”, riding his bike towards her. David speeded up, turned his bike to the side and then deliberately rode his bike over Smoky, killing him. Mary was devastated. She picked up Smoky’s lifeless body and went home crying to her mother. Later that afternoon, Mary’s mother went to David’s home to tell his parents what he had done. She knocked on the door and David’ mother, Susan, answered. Mary’s mother could see that Susan had two black eyes and her arm was in a sling. Susan admitted that David’s father had gotten drunk and beaten her 2 days ago. Susan begged Mary’s mother not to tell anyone what had happened to her or what David had done “or it will just make things worse”. The year was 1957, and there were no services, no shelter for abused women in their small town and calls to police about such things were typically brushed off as “private family business”. Many years later, Mary’s mother heard that David had been arrested and jailed for abusing his girlfriend.

This case vignette illustrates a number of issues relevant to how cruelty to animals can manifest and how such cruelty may co-exist with intimate partner violence. The teenage boy who killed Mary’s kitten was known to all the neighbors as a “mean boy” because he had bullied other children (in one case, pushing another child down an abandoned water well), and he seemed to take pleasure in doing so. Mary’s mother discovered that David’s father had abused his mother. In this case, there was little to no help for the family, unlike today, when many communities do have help available for victims of IPV (see Chap. 8). Many regions now also provide family interventions to help adolescents who engage in antisocial behavior, including bullying and animal cruelty.
In this last section of the chapter, we discuss another form of family aggression, animal abuse. As with elder abuse and sibling abuse, cruelty to and killing of animals occurs in many different contexts (Hoffer & Hargreaves-Cormany, 2017). Our focus is again how the dynamics of animal cruelty contribute to and interact with other forms of family violence and aggression. But, first we briefly look at the broader issues relating to human interactions with animals and all types of animal abuse.
7.3.1 The Role of Pets in People’s Lives
As Amiot and Bastian (2015) discussed, nonhuman animals have been associated with humans for thousands of years. Although these animals have many roles in human life, some animals become pets and are typically considered by their owners as part of the family. These become very special animals. It is estimated that about 2/3 of families in the U.S. have pets and spend more than $55 billion every year on their welfare. Relationships with pets have been found to be especially important to children. Adults, too, can be highly attached to a pet. Animals are increasingly being used as comfort animals, or in various forms of therapy (Amiot & Bastian, 2015). Jalongo’s (2018) book on dogs discusses animal support for humans in more detail.
Social science research relating to animal abuse and its relationship to other forms of abuse has existed for many years. Cultural anthropologist Margaret Mead (1901–1978) was the first scholar to address the issue of cruelty to animals as a pathological behavior in childhood which, without appropriate cultural sanctions, may evolve into aggressive and violent behavior in adolescence and adulthood toward both animals and people (Mead, 1964). Tacit parental approval of cruelty to animals and/or a lack of consistent cultural taboos against killing or torturing animals were seen as critical elements by Mead (1964) in elevating the risk that a child will engage in such behavior. Mead noted how a cycle of violence can develop in children if certain cultural restrictions regarding the treatment of animals are absent. She emphasizes that in every culture children are taught which creatures they may or may not kill and how, and which creatures are to be protected, loved, or simply left alone. Such cultural parameters are sometimes, however, neglected.
More recent research has examined these relationships more closely. Attachment to pets can be used by an abuser as a form of control. Newberry (2017) examined online forums where IPV survivors share their stories. Common themes that emerged related to the importance of the bond with companion animals for IPV survivors and how abuse or threats of abuse toward companion animals is often used as a strategy by abusers to control their human victims. Animal abuse and IPV is also the focus of Taylor and Fraser’s (2019) book. These authors come from New Zealand and Australia, so these issues are of concern in many countries.
7.3.2 What Is Animal Cruelty or Neglect?
Animal cruelty, animal maltreatment and animal abuse are interchangeable terms that may be defined as human behavior that causes medically unnecessary pain, suffering, distress and/or death of an animal (Ascione, 1993, p. 228). This definition includes both abuse, such as hitting and injuring a dog with a stick. It also includes serious neglect of animals one is caring for such as not providing food to a housebound cat (Onyskiw, 2007). Abuse of animals is recognized in the U.S. as a crime and statistics on this are reported nationally as is the case for other crimes (see Chap. 1). Burchfield (2016) analyzed reports of animal crimes in Chicago between 2003 and 2013. She found that 90% of these reports involved cases of neglect and 10% related to using animals to fight one another for illegal profit. Arrests occurred for only 28% of these reported crimes. Conviction rates were not reported. The majority of individuals engaged in criminal animal cruelty, looking at both children and adults, are male (Hoffer & Hargreaves-Cormany, 2017).
Other studies have indicated that those who abuse animals tend to either not care about animals, feel that animals should be used in ways that help humans, and/or feel that animals should be mastered by humans (Alleyne & Parfitt, 2017). This same review of published literature further noted that there was a pattern of people who were cruel to animals having other antisocial traits as well. Animal abuse was also associated with low levels of empathy, and with negative experiences during childhood.
7.3.3 Relationship of Animal Cruelty to Intimate Partner Violence
The types of animal cruelty related to other forms of family violence differ from these reported animal crimes, and often are never reported to authorities. They generally involve cruelty to household pets. According to the Humane Society of the United States (2017), dogs are the most common U.S. household pet, and dogs are the species suffering the most abuse within the family, although cats are also often targeted. The Humane Society reports that animal abuse and domestic violence show a clear correlation with 71% of pet-owning women who were victimized by domestic violence reporting that their attacker also abused or threatened to abuse their pets.
Many studies have found that women abused by an intimate partner report that their pets have been threatened and/or harmed by the abusive partner. Specific numbers vary depending on how the sample is determined. In a study of men arrested for partner abuse, 41% admitted physically abusing an animal at least once since the age of 18. More than half of these men also indicated they had threatened to abuse an animal (Febres et al., 2014). In a later study, Barrett, Fitzgerald, Stevenson, and Cheung (2017) surveyed 86 women receiving services from battered women’s shelters in Canada. They were asked about how their partners treated family pets. Sixty-four percent of the women had pets. Among this group, 53% reported that their partner had frequently or severely injured their pets. This abuse of pets was especially likely for those who had themselves received higher levels of partner abuse from the pet abuser.
The linking of pet abuse to IPV can also be seen in studies of battered women and their concerns about safety for their pets. Campbell, Thompson, Harris, and Wiehe (2018) analyzed over 3000 reports of police responding to calls for help with IPV. One of the questions asked victims was whether the abuser had ever abused, tortured or killed any household pets. Three percent of the victims answered that this form of several animal abuse had occurred. Typically, the identified abuser was male (96%), and in his 20’s. Pet abuse was associated with higher levels of abuse, and those reporting this had happened were observed to be more likely than other victims to be afraid (63% versus 42%), apologetic (15% versus 5%) or nervous (48% versus 33%). The large majority of those victims reporting pet abuse also expressed concerns that their pet would be killed by their abuser if left at home with them gone. These researchers noted, though, that the percentage of their sample reporting pet abuse was relatively small as compared to other studies. They attributed this to the victims not wanting to disclose this information to the police for a variety of reasons. They further noted that 28% of their sample refused to answer the question about pet abuse. This group was included with those answering “no” to the question.
In a further exploration of why pet abuse may occur along with other forms of IPV, as part of a larger study, Collins et al. (2018) interviewed a sample of 103 women receiving services from a domestic violence shelter who had pets. Among these women, 75% said their abusing partner had threatened to harm a companion animal and 66% said the partner had actually harmed the animal. As they explained in more detail what had happened, many of the women felt that this was done as a form of retaliation against them because they had done something their partner did not want them to do. Sometimes the abusive partner threatened to hurt the pet unless the woman did something he wanted. In other cases, the pet abuse appeared to be in reaction to jealousy over the woman’s caring for her pet or pets more than for him. Sometimes the pets were hurt for doing something themselves that the abuser did not like, such as chewing on his shoe or not coming when called. Another situation in which reported pet abuse occurred was when a dog attempted to protect the woman from her abuser. The women also noted that their children sometimes abused the pets, attributing this to their copying what their abuser had done earlier. Many of the women also noted that fears about what might happen to their pets kept them from leaving their abuser.
Other research has indicated that women experiencing IPV may delay seeking help because of concern for the safety of their pets (Hageman et al., 2018). In interviews with staff at agencies working with IPV, Hageman and her colleagues found that the women victims they worked with often expressed concerns about their pets. In further discussion, they agreed that it was important that there be safety planning for pets as part of the services offered victims of IPV and that questions about whether this was needed should be in the in-take screening for shelters and other agencies. Having facilities for pets at shelters was seen as a high priority.
Steps are being taken to address these needs. The Animal Welfare Institute https://​awionline.​org/​content/​animals-family-violence reported that the 2018 Farm Bill



 was passed by the U.S. Congress. This bill established a grant program to allow battered women to better meet the need for assistance with pets. It also includes pets and service and emotional support animals in federal laws pertaining to stalking, orders for protection from abuse, and restitution.
Although the large majority of studies on animal cruelty and IPV focus on men who are abusive to female partners, and also display maltreatment of pets in the home, Alleyne and Parfitt (2017), in a review of published studies on animal abusers, found that there are some cases identified in the literature of female IPV perpetrators who also abuse pets. The association of IPV and pet abuse was much more common for men than women, though.
7.3.4 Effects in Children of Observing Cruelty to Pets
Children in the family can be quite affected by observations of an older man [perhaps their father] who abuses their mother, and who also harms or kills a family pet. McDonald et al. (2017) asked a small sample of mothers receiving services relating to IPV about their children’s exposure to cruelty to pets. In depth interviews indicated that children were often quite upset by this. Some of them described situations in which the abusive man was able to force the child to do something by using threats of hurting or killing a pet. This would suggest that animal cruelty is used coercively not only toward a woman partner, but also toward children living in the home. In another study by this team of researchers, McDonald et al. (2015) further noted that children sometimes reacted to threats towards pets by taking proactive action to hide the pet from the potential abuser. An additional theme found in the interviews was that children sometimes saw other children in the home abusing a pet.
Bright, Huq, Spencer, Applebaum, and Hardt (2018) analyzed data from a large sample of juvenile offenders referred for delinquent behavior in the state of Florida between 2005 and 2014. Analyses of these records indicated that about 1% of these youth indicated they had engaged in animal cruelty. The large majority of this smaller group were boys, and were often younger when first arrested than other juvenile offenders. Animal cruelty was also strongly associated with coming from a household where there were other forms of violence, and had often been physically or sexually abused themselves. Experiences of emotional abuse and neglect were also associated with the youth having been cruel to animals.
McDonald et al. (2017) have also found evidence that exposure to animal maltreatment in the home affects children in many ways. Data came from women receiving services related to IPV. This exposure was most often associated with the children developing internalizing problems such as anxiety and depression. Exposure was also correlated significantly with behavior problems in the child. It may also lead to the child being less emotional and more callous and uncaring generally.
7.4 Summary
This chapter addresses three additional types of family or partner maltreatment. These include elder abuse and neglect, sibling aggression, and pet abuse and its relationship to IPV. Looking first at abuse of older adults, this can take the form of physical violence, emotional abuse, financial abuse or neglect. Neglect is probably the most common form of elder abuse within the family setting, especially if self-neglect is included. Older adults are at greater risk of abuse from a family member for a number of reasons. A major factor appears to be not wanting to be placed in an assisted living or nursing care facility, and being willing to accept an abusive caretaker to avoid this. Effects of abuse for the older adult can range from injury, loss of money, emotional distress, and health issues resulting from neglect. Of course, most caregivers of dependent older adults are not abusive. Those who are may have their own mental health issues, and may have been abused themselves as children, perhaps by the now elderly parent.
Sibling aggression is quite common, and many people perceive this as normal behavior. It tends to be more common in families with parental IPV or where child maltreatment occurs. Children in these families may be modeling the aggressive behavior they observe in their parent. Like other forms of family violence, sibling aggression can be physical or emotional, and may include sexual abuse.
Pets are very important to many people, and abusers may threaten or actually harm pets as a form of controlling their partner. Battered women may hesitate leaving their abusive partner if they fear that their pet may be harmed or even killed if left in the home. Shelters are beginning to respond to this need and are starting to offer emergency housing for pets. Children can be quite negatively affected when a pet they love is abused.
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Experiencing violence within your own family can have devastating long-term effects, and many child and adult victims need counselling and support. This chapter discusses some of the treatments or interventions used for battered women and for the children exposed to intimate partner violence (IPV). In addition, we review some of the treatments used for children or adults who had been exposed to child abuse or neglect. Chap. 4 provides a more general discussion of intimate partner violence (IPV), including the impact on women who are abused, and Chap. 6 describes contributing factors to and outcomes of child maltreatment.
The interventions described in this chapter are drawn from the most current evidence-based practices used across the U.S. at the time of this writing. While it is acknowledged that women perpetrate violence against men, and that partner violence occurs within same-sex relationships (see Chap. 5 and Box 8.1), the IPV interventions in this chapter are focused on female survivors of male violence and their children. This is the survivor group most likely to seek help. The term survivor is used in this chapter, since that is the common usage in the intervention literature. Other sections of the book use the term victim, again reflecting the common usage in the more theoretical literature.
8.1 Intimate Partner Violence
Women who have been victimized by their partners report both mental health problems, including depression, anxiety, and PTSD, and physical health problems, such as frequent headaches, hypertension, and diabetes (see Chap. 4). There are a number of services available for these women (see the internet listing of the National Domestic Violence Hotline at https://​www.​thehotline.​org/​help/​, which includes a detailed listing of these resources). An important resource is emergency housing shelters (often referred to as battered women’s shelters or domestic violence shelters) whose primary mission is assisting the female survivors of IPV. These shelters typically encourage the woman to leave her partner and offer a variety of services to assist her in doing this. However, only a relatively small percentage of IPV survivors go to these shelters and many of the women who do ask for assistance from a shelter do return to their abusive partners after being at the shelter (Grossman & Lundy, 2011). Many women continue to live in violent relationships, often because they lack the resources to leave or want to remain with their partner for any of a number of reasons. (A more detailed discussion of factors that contribute to women’s leaving an abusive partner or staying with him can be found in Chap. 4). The women who stay with an abuser cope with the daily stress of maintaining their safety and physical and emotional well-being. There are also services available in many locations for these women. In this chapter, some of the resources for women who want to leave as well as for those who stay are discussed.
Case Example #7 illustrates how an abused woman might seek safety with relatives. When this doesn’t work out, a shelter may serve as the best available option. This case also illustrates a common pattern in which after an episode of abuse, the victim seeks safety at a shelter but leaves after only a brief stay, returning to the abuser after he apologizes and promises to change. After multiple episodes of this cycle, the victim finally makes a commitment to leave and stay at the shelter for a sufficient length of time to obtain the assistance she needs to leave the abuser.
Case Example #7
Julie states that her husband kicked her out of the house 2 days ago and she has no place to go and is, essentially, homeless. Her sister-in-law took her in to stay with her family but her husband (Julie’s brother-in-law) says he wants Julie to leave because his brother will get too upset. Julie’s husband drinks heavily on a daily basis, beats her up regularly and she doesn’t know what to do. Julie presents as an attractive young woman who is upset and desperate. Her speech is pressured, affect is somewhat labile in presentation, there is no evidence thought disorder, and she denies suicidal or homicidal ideation. Julie has stayed at the battered women’s shelter before but has never been willing to stay longer than overnight. When I inquired as to why she doesn’t stay longer at the shelter, she says that she has always contacted her husband, he apologizes and promises never to hit her again and so she returns home. Things are good for a couple weeks or so but then his drinking escalates and inevitably he abuses her again. Julie realizes she needs to do more than what she has done so far to change her situation, including staying at the shelter and getting counseling, so I called the shelter and she talked with them on the phone and agreed to go there and commit to staying for a few days. Her sister-in-law agreed to drive her over.

The following case from our case notes also demonstrates this pattern of going to a shelter, returning to an abuser, and then again seeking emergency at a later time.
Case Example
Tammy has been admitted to the shelter for the third time in an 18 month period. She feels embarrassed to have returned, especially since she swore she would never go back to her abusive boyfriend after the last shelter stay. Her caseworker assured her that it is very difficult to leave, and many women use the shelter multiple times. The caseworker pointed out to Tammy that the last time she came in she had a black eye and a sprained wrist. This time Tammy left her boyfriend when she knew the violence was about to escalate, and therefore avoided physical injury.

8.1.1 Shelters for Women Experiencing IPV
Probably the best-known intervention for female survivors of IPV is battered women’s shelters


 (Augusta-Scott, Scott, & Tutty, 2017). In the following sections, we first discuss these shelters and the services they provide. Box 8.2 discusses the development of these shelters. Next, several of the types of formal treatment or intervention programs offered at shelters, as well as at other agencies, are described. In addition to providing housing, a number of services are offered at shelters including counseling and support groups for the women and any children they bring with them. They may provide assistance in finding new housing and employment for the women as well as connecting them to other social services (Sullivan & Virden, 2017). Some women survivors of IPV may seek emergency shelter at a battered woman’s shelter, with the intention of returning to their abusive partner when he calms down (Fisher & Stylianou, 2019). Based on residents’ own assessments, the desire for personal safety was a major factor in their coming to the shelter (Sullivan & Virden, 2017).
Although services vary, shelters offer case management, individual and group counseling, drug and alcohol treatment services, and legal assistance. The shelter staff often work with women to help them understand the dynamics of IPV, often by using a conceptual framework such as the Power and Control Wheel (see the National Domestic Violence Hotline website for more information). These formal services are complemented by informal opportunities to talk with other shelter residents throughout the normal course of a day. Most shelters provide an advocate to help women navigate the details of leaving their abusive partner. Women often need support around challenges such as negotiating a leave from work, finding employment, obtaining health care, or communicating with their children’s school about a change in residence. Shelter residents are given information about their legal rights and are assisted in obtaining protection orders and legal assistance if they choose to pursue criminal justice remedies (Wood, Heffron, Voyles, & Kulkarni, 2017). Because of limited resources, domestic violence shelters usually have time limits on the length of stay. This can range from 30 days to more than a year. However, many women only stay for a short time (Fisher & Stylianou, 2019).
Additionally, shelter-based counseling services provide women and their children with an opportunity to address the impact of violence on their lives. Women usually have the opportunity for individual counseling sessions in addition to group counseling


 with other survivors in the shelter. Counseling services vary by agency and may be more psychoeducational or more therapeutically focused. However, most programs use a feminist framework for service delivery and a common theme is often an exploration of IPV from the perspective of power, control, and gender inequality.
Shelters provide safety and support for the women who take advantage of them, but can be a difficult environment to live in. Living at a shelter requires a willingness to accept collective living with strangers and offers little privacy. Shelter residents sometimes have private bedrooms, but in others there are shared bedrooms, bathrooms and kitchens. To our knowledge, there are no shelters available for male survivors of IPV (See Box 8.1) (Sullivan & Virden, 2017). Shelters typically establish a number of rules of conduct that the women seeking shelter are required to follow. These rules for may prohibit contact with valued friends or family members, which many women find upsetting and can undermine important sources of social support (Fisher & Stylianou, 2019). Other rules may relate to contact with the abuser, how they interact with their children in the shelter, not smoking, rules about using the kitchen, and participation in offered services (Wood et al., 2017). In a qualitative study of how women responded to these types of rules, Wood and her colleagues reported that several of the women they interviewed complained that all the rules brought back too many memories of rules established by their abusers. They also complained about rules requiring daily testing for drugs. Curfew rules interfered with employment for some of the shelter residents.
8.1.2 Assessments of Shelter Services
Assessments of shelter services and other counseling programs for IPV survivors are generally positive (Koss, White, & Lopez, 2017). This can be seen in ratings by residents themselves. For example, in a study of 215 programs in 8 different states, Sullivan and Virden (2017) found that on average the residents agreed that they had received help at the shelter with learning about their options and choices, and that they had gained a better understanding about the dynamics of domestic violence. They also positively rated safety planning for the future for themselves and their children as well as gaining emotional support from other survivors. This positive assessment of shelters can also be found through a formal review of the existing published research. Trabold, McMahon, Alsobrooks, Whitney, and Mittal (2018) found evidence for a positive impact of the type of empowerment-focused assistance provided at shelters for IPV survivors, as well as safety-planning in their systematic review of the published literature.
Others have noted some negative effects of shelters. Both Stylianou, Counselman-Carpenter, and Redcay (2018) and Goodwin, Banyard, Woulfe, Ash, and Mattern (2016) found evidence that rules about limiting contact with others outside the shelter led to losing important social support that IPV survivors had relied on before coming to the shelter. As Stylianou et al. explained, both family members and friends had provided encouragement to the women as well as financial help and assistance in caring for children. Although, overall the women in their sample were positive about the shelter experience, they wished they had been allowed to have visitors. Focus groups for women in shelters organized by Goodwin et al. (2016) led to recommendations that shelters focus more on helping the women build stronger social networks and assist with this after the survivors left the shelter.
Sullivan (2018), who has been involved with shelter programs for many years (e.g., Sullivan et al., 1992; Sullivan 2011), offered a conceptual model guiding the services they offered. She labeled this as a “Social and Emotional Well-Being Framework” (p. 123). The model was developed in collaboration with the National Resource Center on Domestic Violence who convened three national meetings of experts to discuss and refine this model. Underlying this model was the idea that domestic violence survivors suffer from a loss of economic, social, and interpersonal resources as well as a reduced sense of self. Shelter services were designed to reduce these losses and add resources back for the women they serve. Doing this allows the women and their children to improve their overall quality of life. She argued that there were 8 basic services that led to these positive outcomes:	1.Providing information about adult and child survivors’ rights, options and experiences.

 

	2.Safety planning in a way that is individualized to each survivors own experiences.

 

	3.Building skills the survivor identifies as needed.

 

	4.Offering encouragement, empathy and respect to the survivor through staff being non-judgmental and respectful of differences among survivors.

 

	5.Providing supportive counseling to survivors through individual counseling, support groups, casual conversations with staff or other means.

 

	6.Increasing access for survivors to community resources and opportunities.

 

	7.Increasing social support and community connections for survivors.

 

	8.Having staff who are engaged with the community and involved in social change to hold those who are violent accountable and promote justice. Also included in this aspect of shelters is support for organizations that provide adequate resources and opportunities for all community members (Sullivan, 2018).

 




8.1.3 Suggestions for Additional Services for Shelters
A number of studies have made suggestions for additional services that might be offered at shelters (or other agencies for IPV survivors). Given the data indicating that IPV survivors tend to have poorer physical health than comparison groups (Kamimura, Christensen, Tabler, Ashby, & Olson, 2014; Chap. 4), more emphasis on health care issues would be beneficial. In order to better understand these needs, Ferranti, Lorenzo, Munoz-Rojas, and Gonzalez-Guarda (2018) interviewed 10 service providers who worked with survivors of IPV at an agency in South Florida as well as 122 female IPV survivors. Many health needs were identified, including the need for general physical exams and education about basic hygiene and nutrition. Education


 about sexual issues and chronic disease management were also mentioned. The IPV survivors explained that deficiencies in these areas were partially due to lack of health insurance and difficulties in transportation. Immigrants were sometimes fearful about getting medical help, and then being forced to leave the country. In other research, Mantler, Jackson, and Walsh (2018) found evidence that programs have been developed to enhance dental care, test for HIV, or do routine health examinations for the women in shelters and their children (Ragavan et al., 2018). More attention needs to be given to treating substance abuse issues (Weaver, Gilbert, El-Bassel, Resnick, & Noursi, 2015). Ragavan et al. (2018) outlined a series of workshops they developed to offer to female IPV survivors living in transitional housing as they left their abusive partner and prepared to move to a more permanent situation. These workshops


 focused on health education topics, but their evaluation assessment indicated that many of the women treated some of the sessions as support groups, as they discussed the workshop topics with other survivors.
Although offered in some shelters, legal assistance


 was also identified as an important service needed by IPV survivors (Lee & Backes, 2018). Lee and Backes offered suggestions for how services such as civil counsel in divorce, custody and protective order proceedings might be made more available for IPV survivors. An important question is how such legal services can be paid for.
Renzetti and Follingstad (2015) suggested that encouraging the shelter residents to work in a garden might be therapeutic. Having the women do gardening


 provided physical activity, gave them contact with nature, and allowed for opportunities for social contact, as well as providing a calming activity. An evaluation of such a program in Kentucky indicated that staff felt the program was beneficial to the residents, although they had been skeptical at first.
Greater attention to developing appropriate rules for shelter residents is a continuing suggestion (Fisher & Stylianou, 2019). Gregory, Nnawulezi, and Sullivan (2017) suggested that greater attention to rule-making at shelters might lead to greater feelings of empowerment for shelter residents. Other suggestions about enhancing empowerment at shelters can be seen in Nnawulezi, Sullivan, and Hacskaylo (2018) as well as Kulkarni (2018).
8.1.4 Survivor Assistance for those Who Choose to Stay with the Abusive Partner
While law enforcement, mental health professionals, and advocates often want women to leave their violent partner, the reality is most women stay in these relationships. Research shows that less than half of women leave their abusive partners, and those who do leave frequently return to them at least once (see Chap. 4). The following case from our files provides an example of the type of type of women who might need services other than shelters.
Case Example
Angela has lived with her abusive husband for 9 years. She has been attending a support group for the past 6 months. Angela shares that she loves her husband and has no desire to leave him. She says that the ‘in between times’, when he is in good spirits and they are getting along well, fill her with great happiness. Angela and her husband both like to travel, go hiking, and attend classical music concerts. Their two sons are in middle school and love playing sports with their father. She says that in the past she always hid the abuse from everyone because she feared judgment. After she disclosed the abuse to her trusted family doctor, he threatened to stop seeing her as a patient if she stayed with her spouse. Angela was happy to find the group where she can receive support around coping with the abuse and protecting her children from violence exposure, but does not feel pressured to leave her husband. She reports that meeting the other women in the group has made her feel less alone.

Case #12 provides an example of an immigrant couple who remain together in spite of Felipe’s abuse of Itzel. This example illustrates how a woman can become trapped in a violent relationship due to lack of resources or access to viable alternatives. In this particular situation, the victim’s lack of English fluency kept her isolated, vulnerable to maltreatment and unable to seek help. Although the victim, Itzel, disclosed the occurrence of violence soon after it happened, she subsequently retracted her disclosure due to coercion by the abuser and fear of losing financial support and possibly her children as the result of child welfare involvement, which served to keep her from leaving. For more details on this case, see the full Case #12 in the Appendix.
Case Example #12
Itzel and Felipe migrated to the U.S. for work 3 years ago. Itzel did office cleaning before she was pregnant with Francisco. Felipe used to do itinerant agricultural work, but took full-time employment in a restaurant kitchen when Itzel became pregnant. Felipe speaks English well enough to communicate and take care of day to day needs, whereas Itzel cannot speak, write, or understand English at all. Because of this, Felipe has full control of the family’s shared checking account and makes all of the family’s business decisions. The family became known to social services when a downstairs neighbor called to say that there is often shouting and banging around upstairs, often accompanied by Francisco crying. When the family were interviewed, Itzel had a visible bruise on her neck and cheek. Felipe denied that he has ever been physically violent, and stated Itzel’s injury was from a fall in which she hit her face on the coffee table. Felipe also states that Itzel doesn’t want to take care of the finances and isn’t interested in taking English classes. Itzel claimed in her interview that Felipe has become increasingly angry due to a combination of financial stress and changes in their relationship since Francisco was born. Itzel states Felipe has always had a temper, but he didn’t start hitting her until after Francisco was born. He has also told Itzel that, despite their small income, she cannot work.

Even when women leave the relationship, they may continue to struggle with the psychological effects of their experiences in the abusive relationship. These long term reactions can be seen in the following example from our case notes:
Case Example
Dani was in a relationship with Hector for several years. He was her high school boyfriend and after she got pregnant during her senior year, they got married. Hector began abusing her verbally and physically during her pregnancy and things escalated after the baby’s birth. When Dani’s son was 3 years old, he was injured during an argument. After this, Dani moved out and filed for divorce. Dani came to see her therapist on the day the divorce was finalized. She reported feeling hopeless, depressed, and anxious. “I thought today would be a day for celebration but I just feel defeated”, she said. “I am happy to be single again, but I do not think I will ever feel free from Hector. I still get nervous a lot, and I had to leave a restaurant the other day because a man at the next table was raising his voice to his family. I worry that Hector will show up at my job or my apartment building and make trouble. I fear that he will not return our son after their weekends together, not because he wants our son, but to punish me. I feel like I will always be haunted by Hector.”

Other women may stay with an abusive partner for financial reasons. The following clinical case example (described in more detail in the Appendix) illustrates how Andrea, a victim of domestic violence may call for help with genuine concern for their own and their children’s well-being, but may recant these statements out of fear of losing the financial and other support provided by the abuser. Fighting in the couple centered on the behavior of Andrea’s daughter, Caitlyn, aged 15. In this case, when the victim and her abuser insisted on staying together, despite social services’ concerns. The decision was made to provide safety planning followed by in-home intensive services


 to the family to reduce future harm.
Case Example #13
The Jackson family recently moved to a new city. Andrea called the police the night that they moved in to their rental home, alleging that George was hitting her. A check with the family’s previous county of residence found two child welfare reports of fighting between the adults, though both times were unclear as to who began the fight and what actually happened. Both reports were closed because there had been no evidence of physical fighting. When interviewed, Andrea alleged that George was upset about Caitlyn’s behavior. Caitlyn has begun to engage in self-cutting, which Andrea is concerned about but feels, from her own negative experiences with therapy, that it is best to ignore the behavior rather than reward it with attention by going to therapy. George is angry about this, as he and Andrea have young twins who are exposed to Caitlyn’s behavior…An argument about Caitlyn’s behavior began when George said she needs to get therapy…, and Andrea took offense to this. The argument escalated to dishes being thrown, at which point Andrea called the police. George admitted he threw a plate, but was not aiming for Andrea. He also noted that all of the children were in bed, and thus did not see anything. Caitlyn stated in her interview that she has heard them yelling at each other, but has never seen anyone hitting. Caitlyn said she hated George… George was asked to leave, and Andrea agreed to keep him away from the home until the investigation was completed. However, an unannounced visit found that George was back in the home. When asked why she allowed him to return, Andrea said they cannot live without George’s salary, and that the plate-throwing fight had been a misunderstanding. Andrea and George insisted they would stay together. Despite social services’ concern, the courts did not find enough risk to justify removing the children if George refused to leave.

As Grossman and Lundy (2011) discuss more formally, despite the importance of shelters as a source of safety and other services for women abused by a partner, not all of these women are able to go to a shelter because of limited resources or availability as seen in the cases presented here. Some women may select other options for immediate safety or for help in leaving a partner. This may be because they do not want to explain to others that they are survivors of partner violence. Immigrant women may be concerned about language difficulties, and, if undocumented, they may fear being deported. Male survivors do not have an option of going to a shelter. Thus, shelters do not provide services to the majority of IPV survivors for a variety of reasons. The most common alternative option is staying with friends or family. If they have the financial ability to do so, some may choose to go to a hotel.
Box 8.1: Assistance for Male IPV Survivors and Others Who Violate the Assumption that IPV Survivors are Women Abused by Men
The large majority of options for those who experience violence or other abuse from a partner are only available for women. Men are sometimes the victim of IPV perpetrated by a male or by a female partner (see Chap. 5 or Hines & Douglas, 2018). However, the shelter system established for battered women may not provide any assistance for male victims. In a national sample of 302 men who had experienced physical violence from a female partner in the past year, Douglas and Hines (2011) found that the men rated domestic violence service agencies as the least helpful. Some of the men were made fun of by the agency staff they spoke with or were accused of being the batterer in the relationship. They found most help from family and friends or from mental health or medical service providers. In a follow-up study, Douglas worked with an international group from Australia, Canada, England and the U.S. (Douglas, Hines, Dixon, Celi, & Lysova, 2018) to establish web-based focus groups for this hard to reach population of men experiencing assault from a female partner. In both studies, the sample was recruited through ads placed with various agencies and hotlines as well as referrals from the Domestic Abuse Helpline for Men and Women, a national helpline specializing in male survivors of IPV.
As Perry and O’Neal (2015) explained, those in same-sex partnerships are another group that may resist seeking help for a variety of reasons (such as fears about outing). Both men and women in same-sex relationships who are survivors of IPV may find that shelters or other domestic violence service agencies are not welcoming. Similar findings were reported in a PhD dissertation by Frierson (2014) who provided qualitative data from a small sample of African American men abused by male partners. Friends were cited as being most helpful when they sought help for the abuse. Yerke and DeFeo (2016) argue that similar issues exist for transgendered individuals.

In a study of 70 state-funded domestic violence centers in the state of Illinois, Grossman and Lundy (2011) surveyed women using these services to compare those who first sought assistance at a shelter to those who relied on other services. Overall, those who initially went to a shelter were younger, less educated, and more likely to be African American. Shelter residents were also more often single rather than married. They were more likely to be survivors of physical than of emotional abuse, although physical abuse was the most common type of abuse for both groups. Other analyses indicated those going to shelters did receive higher levels of assistance.
8.1.4.1 Safety Planning
One type of service available to those who remain with their abusive partners or return to them after a shelter stay is safety planning. In a qualitative analysis of how this process occurs, Logan and Walker (2018) conducted focus groups with staff of shelters, as well as rape crisis centers, child protective services, and law enforcement agencies. Several major strategies emerged from these discussions: Determining what the risks and needs were for the survivor in terms of physical and emotional concerns, helping the survivor create a safe space by focusing on her strengths, and providing resources and referrals as needed. A number of common safety concerns centered around substance abuse in the survivor as well as the abuser; issues relating to guns and whether the survivor should get a gun; stalking by the abuser; and threats made to others such as friends or family members. The staff members also noted that there were no accepted protocols relating to safety planning.
Safety planning may be needed if a survivor seeks assistance at family court. Stylianou (2018) presented detailed information on this process as it occurred in a victim-service agency in the northeastern U.S. that served five different family courts. When IPV survivors sought help from the courts, they were directed to the agency and met privately with a family court advocate. Stylianou was able to access recordings of actual meetings and analyzed what survivors were asked about in terms of their immediate physical and emotional risks and how they were guided into a discussion of how they could enhance their personal safety in the future to minimize the risk of revictimization. These services were available to both female and male survivors.
When a sample of women seeking protection from abuse orders (see Chaps. 4 and 9) were asked what strategies they had used in the past to protect themselves from abuse from their partner, the most common responses were keeping money and other valuables hidden, working out an escape plan, and keeping important phone numbers that could be used if help was needed. Letting friends and family know about the abuse and seeking their assistance if needed was also frequently mentioned. Many tried to placate their abuser by keeping things quiet in the home, doing whatever he asked, trying not to cry when being abused, and sleeping separately (Parker, Gielen, Castillo, Webster, & Glass, 2016).
Safety planning might also be improved for immigrant women if cultural factors specific to different nationality groups are considered. Sabri et al. (2018) discussed some of the particular problems of immigrant women experiencing IPV. She argued that immigrant and refugee women were at high risk for IPV and often have difficulty in finding appropriate services.
In 2015, Eden and her colleagues developed a website that provided personalized safety planning for abused women as well as providing information about available resources. The website was advertised widely in the community through posters and online ads. A formal evaluation of the program was done through comparing the experiences of half the women provided the personalized assistance to another randomly assigned group who also received a list of resources, but only received very general safety planning information. The group with the personalized information did report feeling more supported by the program and felt more confident about their own safety planning. This website was further developed and expanded to four different states by many in the original research team (Glass et al., 2017). A similar control group was used for an assessment of the expanded website. A Spanish as well as an English language version of the website was tested, with data collected a year after the initial use of the website. Those with the personalized website were found to be more likely to have left their abuser a year later than the comparison group, and reported that more of the safety behaviors they had tried had been helpful. Overall, though, there were no significant differences in the personalized and comparison group in depression or PTSD. These data do suggest that using on-line resources may be a very useful way of providing safety planning for abused women, especially for those who have not sought help at a shelter or other agency. Safety planning through the use of a phone app has also been developed for those exposed to violence within a lesbian relationship (Bloom, Gielen, & Glass, 2016).
On-line training


 has also been developed for service providers. As Chap. 10 explains, many of those working at shelters to assist battered women have not received much formal education about intimate partner violence. Etherington and her colleagues (2017) in Canada provided information about a program they have developed and tested to serve these helpgivers. A 4 week course was provided to those working in shelters in Ontario, Canada. Topics covered included feminist views of IPV and understanding risk factors for IPV, as well as practical concerns such as record keeping. They also offered guidance about networking among those taking the course.
8.1.5 Evidence-Based Interventions for Female IPV Survivors
While there are many interventions currently being utilized with family violence survivors, this chapter will primarily focus on those which have been evaluated and shown to be effective in published research studies. The types of services discussed may be offered at shelters, but may also be done in community centers providing services of survivors of IPV (Arroyo, Lundahl, Butters, Vanderloo, & Wood, 2017). For more information about trauma and ideas about treatment generally, see Chap. 3.
The idea of evidence-based practice had its origins in the medical field. Historically, medicine was based more on intuition and anecdotal experience (Guyatt et al., 1992). Credit has been given to Florence Nightingale for moving the field toward more scientific rational for medical decision making in the nineteenth century. When she practiced nursing during the Crimean War, she noticed a connection between poor sanitary conditions in the hospital and rising death rates among wounded soldiers (McDonald, 2001). Nightingale’s subsequent efforts to sanitize hospitals led to dramatic drops in patient mortality (Baker, 1983). Her process of identifying, critically appraising, and summarizing the best available data was a precursor of modern standards for evidence-based practice. Since then, this evidence-based approach to decision making has become widely accepted by not only the medical community, but by allied professions such as public health, psychology, and social work. Current practices that are considered to be evidence-based have been tested through an experimental or quasi-experimental research design to show effectiveness. These treatment programs are offered through shelters or other community agencies.
8.1.5.1 Community Advocacy Project (CAP)
Advocacy

 has long been recognized as essential to the well-being of women in violent relationships (Allen, Larsen, Trotter, & Sullivan, 2013). After they leave the shelter, they may continue to have assistance by staff known as advocates. Staff advocates play an important role in accompanying and supporting women as they navigate legal, medical, and social systems that can help protect them from future abuse as well as providing continuing assistance for those women who leave their partners (see Chap. 10 for more information about the advocates). As Allen et al. (2013) explained, this continuing role for advocates was developed in response to requests from the domestic violence survivors for more long-term assistance. Sullivan and Bybee’s (1999) research demonstrated the importance of an advocacy program for battered women’s safety and quality of life. They developed the Community Advocacy Project (CAP) to standardize this important process.
CAP provides advocacy and individually tailored assistance to women who have been physically and/or emotionally abused by intimate partners. The program also recognizes the needs of children who may have been exposed to the violence in their homes. CAP’s objectives of eliminating or reducing the risk of future abuse and improving participants’ quality of life are premised on women gaining empowerment and coping skills, obtaining social support, and recognizing and using community resources. CAP is delivered by trained, supervised paraprofessionals who work as advocates with women and their children to help them obtain needed community resources and social support, after the women leave a shelter-based program



. The program is designed to be short term but intensive, involving 4–6 h per week for 10 weeks. Advocates are trained to help women obtain community resources they might need and provide support. CAP begins with discussions of safety and moves through five phases.
The first phase of CAP is assessment (Sullivan, 2011). The advocate gathers important information regarding the needs and goals of each participant and her child. The participant, not the advocate, guides the direction and activities of the intervention by identifying issues that are important to her. Next is the implementation phase. During this phase the advocate and the participant actively work together to generate, mobilize, and access community resources. Women often need resources such as legal assistance, housing, employment, education, transportation, child care, social support, and/or material goods. For children, advocacy focuses on participating in recreational activities (e.g., joining a sports team or a Boys and Girls Club), receiving help with school work, or obtaining needed material goods. The third phase is monitoring, when the advocate checks in with the participant regularly to determine whether her identified needs have been satisfied. The fourth phase is the secondary implementation. This is when alternate strategies for meeting the clients’ needs are generated, in the event that community resources have not been effective. Finally, the termination phase occurs during the last few weeks of the intervention, when the advocate focuses even more intensively on the transfer of skills and knowledge to the participant, ensuring that she no longer needs the advocate at the end of the intervention.
The effectiveness of CAP has been tested in randomized control trials. Sullivan and Bybee (1999) randomly assigned 278 women living in a domestic violence shelter to either CAP or a control group upon shelter exit. Women in the CAP received 10 weeks of advocacy and support. Both groups were interviewed immediately upon leaving the shelter and six additional times across a 2 year period. Both groups had retention rates of more than 90% across the length of the study. Women in the CAP intervention group reported both short- and long-term benefits (Sullivan & Bybee, 1999). These women were more likely to have left their abusive partner and reported less psychical and psychological abuse than the control group women. The women who received CAP reported decreased depression and greater social support. Experimental group women also reported a greater overall quality of life than control group women, and these gains persisted over the 2 year time period of the study.
Subsequent studies included children along with their mothers. Sullivan, Bybee, and Allen (2002) recruited 80 women with at least one child between the ages of 7 and 11 (if multiple children were in this age range, one was randomly selected for the study). Families were randomly assigned to CAP for 16 weeks or to a control group and followed for a total of 8 months. Results indicated that in addition to improvements in the mothers’ well-being, children showed positive gains after being in CAP. The CAP children reported greater feelings of self-competence, including self-worth. They also reported less exposure to violence than the control group children.
Allen and Sullivan have continued to work with the CAP program. In a more recent study, Allen et al. (2013) analyzed qualitative data from the survivors during the first 5 years of the program to determine which aspects of the program were viewed as most helpful. A common theme was the good relationship between the domestic violence survivor and the advocate. The emotional support and non-judgmental approach provided by the advocate were seen as crucial. The experience of setting personal goals in collaboration with the advocate was also commonly mentioned. The responses were summarized as supporting the importance of the “strengths-based, survivor-centered, emotionally supportive, action-oriented advocacy” (p. 13), all of which were part of the underlying assumptions guiding the development of the CAP program.
8.1.5.2 Cognitive Trauma Therapy for Battered Women (CTT-BW)
Cognitive Trauma Therapy for Battered Women (CTT-BW)

 is an intervention designed to address posttraumatic stress in battered women (see Chap. 4 for more discussion of post-traumatic stress disorder or PTSD), especially when they have been physically or sexually abused (Kubany & Watson, 2002). The intervention includes elements from existing treatments for PTSD: (1) psychoeducation about PTSD, (2) stress management including relaxation training, (3) self-monitoring of maladaptive thoughts and speech, and (4) talking about the trauma. A unique aspect of CTT-BW is its inclusion of systematized procedures for both assessing and correcting dysfunctional beliefs and reducing negative self-talk related to guilt and shame, in particular. Correcting erroneous guilt-related beliefs is accomplished through a highly systematic step-by-step format (Kubany & Manke, 1995). Negative thought and speech habits



 are addressed directly by teaching women to recognize them and then make adjustments accordingly (Kubany, 1998). CTT-BW also includes modules for addressing issues faced by many women in a male-dominated society in which women’s needs are sometimes considered less important than the needs of men, and in which women are often vulnerable to exploitation by men. These modules focus on self-advocacy and empowerment and include self-advocacy strategies, assertive communication skill building, managing unwanted contacts with former partners, and identifying potential perpetrators and avoid re-victimization (Box 8.2).
Box 8.2: History of Battered Women’s Shelters
The women’s liberation movement of the 1960s paved the way for the recognition of IPV as a significant social issue. Husbands’ abuse of their wife was not considered a serious problem before this (Barner & Carney, 2011). Grassroots efforts of women’s organizations led to the development of a shelter system where women could find safe haven from abusive partners (Fisher & Stylianou, 2019). The early shelters were often little more than a bedroom in a house that provided emergency shelter. As these shelters became more widespread, more and more women began requesting services. This developmental process can be seen in more detail in the case study of the transitions of one of the early shelters in Massachusetts (Fleck-Henderson, 2017).
Eventually, federal funding for shelters was established in 1984, as part of the funding for the Victims of Crime Act (Barner & Carney, 2011). Shelter funding has increased substantially since that time, and public attitudes have become more negative about violence against women, particularly since the passage of the Violence against Women Act (VAWA) in 1994 and again in 2013. The bill is due to be reconsidered by Congress. Thus, levels of future funding have not yet been determined by the time of this writing (Viebeck, 2018).
In spite of this past federal funding, many shelters have struggled financially to remain open. Much of the federal money is used for services other than shelters. Many shelters rely on private donations and other sources of funding. Thousands of survivors and their children are turned away annually due to lack of space or other resource limitations (Koss et al., 2017).

Kubany, Hill, and Owens (2003) tested the effectiveness of CTT-BW in a randomized control trial with 37 ethnically diverse women who had recently been abused by a partner. To be eligible to participate in the study, women had to be out of the relationship for at least 30 days with no desire to reconcile and had to meet the following additional criteria: (1) no physical or sexual victimization by anyone in the prior 30 days; (2) diagnosis for partner abuse -related PTSD (3) reported moderate to high levels of abuse-related guilt; (4) no current alcohol or drug abuse; and (5) no diagnosis of schizophrenia or bipolar disorder. Women were randomly assigned to receive either immediate or delayed treatment. Thirty two women completed treatment. Due to the small sample size of this feasibility study, they were unable to test possible group differences between women who received treatment initially and those in the delayed treatment group. Within group improvements, however, were promising. IPV survivors showed significant reduction of PTSD symptoms post treatment, and these improvements were maintained at a 3 month follow up. This outcome was found regardless of whether the investigators included only women who completed treatment or women who received parts of the intervention.
A larger follow up study was completed with 127 women (Kubany et al., 2004). Again, women were randomly assigned to receive either immediate or delayed treatment. Data were collected at the end of 11 sessions, 3 months post treatment, and 6 months post treatment. More than 90% of women showed no PTSD symptomology at the end of treatment. They also showed significant reductions in depressive symptomology. The intervention significantly reduced participants’ guilt and increased their self-esteem. Improvements were maintained at 3- and 6 month follow-up assessment points.
In a more recent study investigating the effectiveness of cognitive trauma therapy for battered women, Allard, Norman, Throp, Browne, and Stein (2018) recruited women experiencing IPV through ads and flyers, offering them free therapy. Levels of PTSD were assessed before and after treatment. The trauma-focused therapy was again found to be effective in reducing PTSD symptoms. In the therapy program, they specifically focused on reducing the guilt that many of the women were experiencing. As they explained, many battered women blame themselves for the violence as a means of trying to control how often they are abused. If they identify something they do that leads to violence, they may then believe they can reduce it (see Frieze, 1979, for an early presentation of this idea). Allard et al. argued that it was important in the treatment of the survivors that this guilt be discussed and that the women learn they are not responsible for the violence. Their treatment was effective in reducing this guilt.
In another trauma-focused treatment offered to women in the community, Trabold, O’Malley, Rizzo, and Russell (2018) used cognitive-based theory



 to help women survivors to accomplish changes in their thoughts and behavior. This was delivered over 10 h-long group sessions at a community-based agency offering services to IPV survivors. Interviews were conducted with 15 of the women in this program. The women were quite positive about the therapy, noting that it helped them identify their own strengths, to feel less guilty about the violence, and to generally feel better emotionally. The group discussion was seen as giving them ideas about how to better cope with their abusive partner.
8.1.5.3 
Helping to Overcome PTSD with Empowerment (HOPE)

HOPE is an intervention for battered women with PTSD that is based on cognitive-behavioral therapy principles (Johnson & Zlotnick, 2009). HOPE involves nine to twelve 60–90 min individual sessions conducted twice per week over roughly 8 weeks in the program. HOPE is unique in that it is delivered to women while they are living in domestic violence shelters. The intervention involves three stages of recovery: (1) re-establishing safety and a sense of self-care; (2) remembering and mourning; and (3) reconnecting with people, meaningful activities, and other aspects of life. The treatment prioritizes women’s safety and focuses heavily on empowerment.
HOPE is client-driven, and therapists focus on helping women develop skills needed to reach their self-identified personal goals. Later sessions focus on building cognitive and behavioral skills to manage PTSD symptoms. There are optional modules that address common co-occurring issues such as dealing with substance abuse and managing grief. The HOPE session structure is the same for each session: (a) checking in regarding safety and progress on accomplishments; (b) agenda setting; (c) discussion of module-specific information; and (d) negotiating accomplishments for the next session. A hierarchy of target behaviors was developed to guide the content of treatment within and across sessions: (1) immediate physical and emotional risks, (2) PTSD symptoms, behaviors, and cognitions that interfere with achieving shelter and treatment goals and quality of life, and (3) goals and safety after leaving the shelter. This hierarchy determines the order of specific modules over the course of therapy and prioritizes safety issues within each session.
Johnson and Zlotnick (2006) evaluated the effectiveness of HOPE with 18 participants living in a shelter. While women only needed to show subthreshold PTSD symptoms to receive the intervention, 15 of the women in the study met full criteria for PTSD. Women were assessed while in the shelter, 1 week after leaving the shelter, and at 3 and 6 months post-shelter. There average length of shelter stay was 20 days for the participants with an average of seven sessions completed. Results showed that women reported a reduction of PTSD symptoms and depression, and more effective use of resources compared to shelter entry.
A larger evaluation of HOPE was conducted by Johnson, Zlotnick, and Perez (2011). Seventy women living in two domestic violence shelters were randomized to receive HOPE or to standard shelter services. Those randomized to the control condition were provided referrals for treatment in the community upon leaving the shelter. All participants were assessed for follow-up 1 week, 3 months, and 6 months after leaving the shelter. Participants received a maximum of 12 sessions of HOPE while in shelter over roughly 8 weeks. Sessions were offered bi-weekly and lasted approximately 60–90 min. While there was no difference in PTSD rates overall between the treatment and experimental groups, women who received HOPE showed significant improvement over time on depression severity, empowerment, and social support compared to the control condition women. The HOPE group was also less likely to report partner abuse 6 months after leaving the shelter.
Johnson has continued to work on the development of the HOPE treatment program, and published a description of HOPE + SSSs which was specifically designed to be used for women who were residents of a shelter (Johnson, Johnson, Perez, Palmieri, & Zlotnick, 2016). The added SSSs referred to the additional standard shelter services that the women were also receiving. Follow-up assessments of 30 women were done. A comparison group of 30 women who only received the standard shelter treatment was also used in the study. Analyses indicated lowered PTSD scores for the HOPE+SSSs group as compared to the SSSs group. The HOPE+ group also showed more improvement in terms of lowered depressive symptoms, more gains in personal and social resources, and increased feelings of empowerment over the 6-month follow-up.
8.1.5.4 Other Therapies for Survivors of IPV
There are a number of other therapies offered for female survivors of IPV. Many of these are short-term. Arroyo and her colleagues provide a systematic review of some of these (Arroyo et al., 2017). Many are specialized, treating immigrant women, or working on substance abuse along with IPV victimization, for example. Overall, it was clear that short-term therapies can be effective, leading to declines in PTSD, general distress, and depression, and increased general life functioning. Positive, but more moderate effects were found for feelings of safety, emotional well-being, substance abuse, and re-occurrence of IPV.
8.1.6 Assessment of Treatments or Interventions for IPV Survivors
Trabold, McMahon, et al. (2018) published a systematic review of the literature (looking at U.S. studies as well as those done in other countries) looking across many different types of treatment for female survivors of IPV. Overall, they found evidence that treatments often reduced re-victimization, although the evidence was mixed, with some studies failing to find this effect. Evidence for decreased levels of depression showed short-term effects, but not long-term lowering of depression in the IPV survivors. Similarly mixed results were seen for lowering of PTSD symptoms. Results were most positive for psychological well-being, with most studies showing improvements in this measure. In assessing their findings, Trabold et al. noted that much of the therapy offered was short-term, and perhaps survivors needed more sessions than they often received. Key elements of the more successful interventions identified by these researchers were a focus on altering distorted self-thinking of the survivors, along with assistance in problem-solving for those leaving their abusers. Cognitive and CBT interventions appeared to be effective in treating psychological distress and PTSD. None of the treatments provided clear evidence of long-term reductions in depression for the survivors. Trabold et al. concluded by critiquing the quality of much of the research demonstrating the effectiveness of different treatments.
Although the treatments described earlier tend to be longer-term, they are sometimes offered as short-term treatment. Arroyo et al’s. (2017) review of IPV survivor treatment programs indicated that short-term cognitive behavioral therapies specifically targeted toward IPV survivors, such as CTT-BW appeared to be most effective of the short-term treatments. Therapies administered to individuals were more effective than group therapies. Those receiving more treatments fared better than less extensive treatment. Arroyo et al. concluded that there was evidence that these short-term therapies could be quite effective, although they noted that often their findings were based on a small number of studies for each of the treatments included in the study. Long term effects were not assessed in this review.
8.2 Children Exposed to IPV and Survivors of Child Abuse and Neglect
There are several ways in which children or adolescents develop trauma and PTSD that relate directly to the types of family violence discussed in this book. One is through exposure to IPV in their parents or caregivers. Many children grow up in homes where IPV is present. These children are frequently exposed to the violence; they hear it, see it, and sometimes get caught in the middle of it (Fusco & Fantuzzo, 2009). They experience some of the same symptoms as abused and neglected children (Fusco, 2017; McTavish, MacGregor, Wathen, & MacMillan, 2016). These children may be identified at a battered women’s shelter. They may also be identified by CPS (see Chap. 9) when acting out in inappropriate ways at school. An example of this can be seen in the description of Emma in the cases below from our case files.
Case Example
Emma, 10 years old, was referred to therapeutic services after she was caught damaging school property. Emma’s parents, Mary and Don, had recently separated and were in the process of divorce. Don was physically abusive to Mary and verbally abusive to both Mary and Emma. In the 6 months since Mary and Emma left the family home Emma had become hostile and defiant toward her mother, and she was having problems with her peers at school. Mary was angry with Emma for being disruptive and could not understand why she was not happier to be away from her abusive father. Emma said she was angry that she had to leave her house, her neighborhood, and her dog. It was recommended that Emma and her mother engage in therapy together so that they could work on their issues related to the abuse they experienced, and strengthen their parent-child bond.

Eight-year old Basim’s story below illustrates how children exposed to IPV may imitate such violence or casually disclose it to others, such as a teacher. Sometimes, as illustrated here, such situations are complicated by cultural issues around gender roles and norms. In this case, long-term in-home services were seen as the most appropriate intervention.
Case Example #3
Basim’s school called with concern that his behavior is increasingly violent, and seems to be particularly directed toward his mother. Most recently Basim had asked his mother to take him to McDonalds after school for dinner because he prefers American food and didn’t want to eat his mom’s more traditional cooking. When Nur refused, Basim began hitting and kicking her. The principal and guidance counselor both spoke with Nur and found that she has been experiencing this quite a lot, and is concerned that Basim is copying his father’s behavior. Nur states that he often shoves and slaps her, though she has never been bruised by him. Basim has told female teachers and staff that he doesn’t have to listen to them because he is going to be a man, and they are only women. Social services began an investigation into the family.

Neglect is the most common form of child maltreatment followed by physical abuse. This can take for form of physical, emotional or sexual child maltreatment. Sexual maltreatment within the family is often referred to as incest. Details about these types of abuse can be found in Chap. 6. Case #18 illustrates how incest can occur and continue because some families normalize incest and justify it as a way to teach children about sex. Children who experience sexual abuse sometimes respond by perpetrating abuse against younger children. In addition, a sexual abuse history may contribute to aggressive or destructive behaviors in youth

.
Case Example #18
13 year old Shannon was referred to Child Protective Services by her teacher after put her hands inside the front of an 8 year-old boy’s pants and rubbed herself against him at a school assembly. During a meeting with Shannon’s parents, her stepfather Dave reported that he has fondled her breasts and has purchased lingerie that he expected her to model for him. He also watched online pornography with Shannon. Dave did not think these behaviors were a problem, and stated: “I am the only father she has and the only man she has in her life so it is my job to teach her how to be a woman.” Shannon’s mother, Julie, agreed with this behavior and shared that her own father treated her and her sisters the same way. Julie and Dave viewed the response toward Shannon touching the younger boy and the investigation as an overreaction. Neither had any interest in attending parenting classes and repeatedly said this was all a ‘private family matter’.
It was determined to be unsafe for Shannon to remain in her home since her parents believed their actions were appropriate. Since sexual abuse was prevalent in her extended family, kinship care options were not explored. It emerged that Shannon had a history of sexually acting out with younger boys so she was placed in Multidimensional Treatment Foster Care. After an incident where she slapped her foster mother, Shannon was transferred to a Residential Treatment Facility (RTF) where she received individual and group therapy. Her parents were encouraged to participate in family therapy with a future goal of reunification but they only attended one session. Shannon spent 15 months in the RTF but after running away and setting a small fire in a common room she was transferred to a juvenile detention center. She was eventually returned to her mother’s care after Dave was arrested and sentenced to 5 years in prison for a drug-related charge.

8.2.1 Therapeutic Programs for Maltreated Children and their Parents
When a family is identified as abusing or neglecting a child, a caseworker is assigned to work with the family (see Chap. 9). As Larrieu (2018) explained, when it appears that the child is experiencing trauma, and that the parent may be receptive to addressing that trauma, the family may be referred to some type of specialized treatment. This treatment may occur at the agency, at a specialized clinic, or in the home of the family. A number of different treatment programs used in these cases are outlined below. As will be seen, there are a large number of these programs. We briefly discuss some of the most well-known of these programs at this point in time.
8.2.1.1 Parent-Child Interaction Therapy
Parent–child interaction therapy (PCIT) was developed for children with conduct problems and their families in the 1970s, but evolved for use with families experiencing maltreatment (Eyberg, 2005). PCIT is an evidence-based dyadic behavioral intervention for children ages 2–7 and their caregivers. The focus is on decreasing child externalizing behaviors and increasing child-parent attachment. This manualized intervention is rooted in social learning theory and attachment theory, and it occurs in two stages: (1) a focus on enhancing the parent –child relationship, referred to as child-directed interaction; and (2) a focus on improving child compliance, known as parent-directed interaction. PCIT involves using therapists to teach parents skills and coach them as they practice implementation. This coaching is performed using wireless communication and one-way mirrors (Hembree-Kigin & McNeil, 1995). The average number of recommended sessions is 14 conducted in 1 or 2 h

.
The evidence base for PCIT is robust (e.g., Eisenstaadt, Eyberg, McNeil, Newcomb, & Funderbunk, 1993; Eyberg, 1988) and positive gains in child behaviors has been sustained for as many as 6 years post treatment (Hood & Eyberg, 2003; Lieneman, Brabson, Highlander, Wallace, & McNeil, 2017). When used with families where maltreatment has occurred, the emphasis is more on parenting behaviors than on child externalizing problems (Herschell & McNeil, 2005). While child behavior problems do not need to be in the clinical range when working with these families, externalizing problems are still central to this model (Thomas & Zimmer-Gembeck, 2012). In a review of the existing research with families who received PCIT as a result of child maltreatment, varying degrees of effectiveness were found (Batzer, Berg, Godinet, & Stotzer, 2018). PCIT was found to reduce maltreatment recidivism more than other models, and to significantly reduce child behavior problems. However, the results on whether negative parenting behaviors decreased and positive parenting behaviors increased was equivocal, with one study showing only a 5% improvement in parental sensitivity (Thomas & Zimmer-Gembeck, 2011). There is also evidence that PCIT might improve child-parent attachment in families with physical abuse but not with other types of maltreatment (Chaffin et al., 2004).
8.2.1.2 Child Parent Psychotherapy
CPP is a dyadic relationship-based treatment for parents and young children that helps restore normal developmental functioning after experiences of violence and trauma (Lieberman, Ippen, & Van Horn, 2006). This intervention focuses on restoring attachment bonds that are negatively affected by violence, establishing a sense of safety and trust within the parent-child relationship, and addressing the co-constructed meaning of the event or trauma shared by parent and child. Sessions focus on parent-child interactions to support and foster health coping, affect regulation, and increased appropriate reciprocity between parent and child. Parent guidance on development, behavioral management, crisis intervention, and case management are provided as needed in an unstructured way. Recommended intervention is 50 weekly session of 60–90 min.
An evaluation of CPP was conducted with mother–child dyads referred for services. Some were referred because of problematic behavior of the maltreated child in school. Other families were referred because of CPS concerns about the mother’s parenting skills. Seventy-five mothers and their preschool-aged children were randomized to receive CPP or case management plus community referral for individual treatment. The perpetrator of the IPV was no longer living in the home, and children who had been physically or sexually abused were excluded from the sample. The CPP group had weekly hour long sessions with a therapist for up to 50 weeks. Families attended an average of 32 CPP sessions. Data from a 6 month follow-up indicated that children in the CPP group showed decreased traumatic stress and fewer behavior problems than the control group children. Mothers also showed a reduction in PTSD and reported better overall functioning than women who received only case management. Lieberman and her colleagues did note that improvements were found in both groups over time, although they were stronger for the CPP group. A later reanalysis of the original data indicated that CPP was also effective in helping children exposed to other forms of trauma in addition to IPV as well as leading to more positive outcomes in their mothers (Ippen, Harris, Van Horn, & Lieberman, 2011).
CPP has also been used as an intervention for maternal neglect by Toth and Manly (2019; Toth, Sturge-Apple, Rogosch, & Cicchetti, 2015). This treatment was developed to help mothers better understand how earlier experiences of mothers with abuse or neglect when they were children might affect their interactions with their children as mothers. This was predicted to help build stronger mother-child relationships and well as giving mothers a more positive image of their children. In one of the more recent of these studies, Toth et al. (2015) identified a sample of families with 13 month infants being served by Child Protective Services for child neglect, as well a comparison group of 52 families being served by the Department of Human Services for poverty-related needs where there was no evidence of child maltreatment. Within the group identified as neglectful, 44 of the families were assigned to receive CPP, another 34 families received a form of therapy relating to parenting style (PPI), and 27 families served as a control group, receiving only the usual services. Data collection included a 1-year follow-up. Analyses indicated that parental stress


 associated with negative views of children decreased over time for the CPP group, while increasing for the other groups in the study. The researchers attributed this increase in stress for the comparison group to the fact that the initial ratings were taken when the children were infants. They argued that children became more difficult for parents to manage as they got older. Other forms of stress associated with parenting decreased for the PPI group, but there were no significant differences for the CPP group.
Larrieu (2018) discussed how CPP was currently being implemented within the child welfare system. She argued that it incorporated trauma informed care and helped promote safety for children previously identified as being abused. CPP treatment was also described as helping parents and children to learn adaptive coping strategies. This may suggest that CPP treatment now incorporates aspects of some of the other treatment programs described below.
8.2.1.3 
Trauma Focused Cognitive Behavioral Therapy (TF-CBT)

TF-CBT is an evidence-based treatment approach developed to help children ages 3–18 and their families cope with traumatic events, such as experiencing child sexual abuse (Cohen & Mannarino, 2017; Cohen, Mannarino, & Deblinger, 2017). It has now been tested in at least 20 randomized controlled trials for many types of trauma involving children, including sexual, physical or emotional abuse or neglect as well as exposure to IPV. This type of treatment has also been used for those exposed to community violence, serious accidents and natural or other disasters. Although the therapy is not intended to treat the traumatic experiences themselves, it does address trauma-related mental health problems as well as other PTSD symptoms.
The intervention incorporates both learning and cognitive theories to help individuals recognize and address cognitive distortions that may develop after traumatic experiences. For example, children who have lived in homes with IPV often develop maladaptive beliefs such as blaming themselves for the abuse, feeling powerless in their lives, and fearing that people will treat them differently than other children. They may show post-traumatic stress symptomology


 including intrusive thoughts, avoidance of people, places, or things, and physical and emotional hyperarousal, which can contribute to emotional and behavioral problems. The assumption is that when children are able to recognize distorted beliefs and attributions that arise from trauma they are better able to change negative emotions and behaviors. Their treatment program was designed to address these issues.
TF-CBT involves child and (nonoffending) parent psychosocial therapy


 for children and youth with emotional/behavioral difficulties associated with trauma. Parents, including foster parents for abused or neglected children, may be frustrated by behavior problems in the children and are taught about why the children may be acting in these ways. The treatment enables the parents to become more supportive and may also lead to improvements in sibling relationships as well as general family functioning. The treatment also addresses trauma-related symptoms of the parents. Parents are offered guidance on how to appropriately respond to their children’s needs and offer emotional support to them. Some hourly sessions as split between the child and the parents, while conjoint sessions include both parents and children together, with a brief private meeting with the child and then with the parents before the conjoint session. Typically, treatment duration is 12 to 15 session, but may be extended for more complex trauma.
There are eight core components of TF-CBT. These components include: (1) Psychoeducation about the nature of the child’s traumatic experiences; (2) Parenting Skills that are taught to parents, often using role-playing to help parents implement these skills; (3) Relaxation skills individualized to the child and parent; (4) Affective modulation skills training children to express emotions through enjoyable games and other interactive activities and educating parents to assist children in doing this; (5) Cognitive coping skills including connecting thoughts, feelings, and behaviors related to the trauma; (6) Trauma narrative development and processing; (7) In-vivo exposure to reduce anxiety relating to trauma reminders; (8) Conjoint parent-child sessions to practice skills and enhance trauma-related discussions; and (9) Enhancing personal safety and optimal development through providing safety and social skills training as needed. The strength of the therapeutic relationship is very important to this intervention, and clinicians must show a high level of sensitivity, flexibility, and creativity as they work with families.
Many studies have been published by Cohen and Mannarino and other colleagues demonstrating the effectiveness of TF-CBT beginning in 1996 (summarized in Cohen & Mannarino, 2017). Declines in PTSD symptoms and improvements in social behaviors for children have been demonstrated in these studies. Other researchers are also using this treatment protocol. For example, Goldbeck, Muche, Sachser, Tutus, and Rosner (2016), compared TF-CBT to non-treatment for children aged 7–17 in eight German outpatient clinics. The children had been exposed to a variety of different types of trauma. The TF-CBT children showed significantly fewer PTSD symptoms than those on the waiting list. After treatment 45% of the children no longer met PTSD diagnostic criteria. This was also true for 29% of those who were on the waiting list, but did not get treatment (indicating that symptoms do sometimes disappear over time without treatment). The treatment appeared to be most effective for the younger children with fewer PTSD symptoms.
In another randomized controlled trial, Cohen, Mannarino, and Iyengar (2011) provided TF-CBT to a sample of 64 children who had been exposed to partner violence. The sample was recruited from a shelter for women experiencing IPV, Mothers and children receiving 8 sessions of TF-CBT were compared to a group of 60 children receiving child-centered therapy for 8 sessions, the standard treatment for the shelter. Children in the TF-CBT group had significantly greater declines in hyperarousal and avoidance, symptoms of PTSD. There were no differences in other PTSD symptoms such as trauma-related thoughts. Researchers suggested this was not unexpected since many had continued contact with their abusive father. It was also noted that there was a relatively high drop-out rate within both groups.
In a more recent study, Stewart, Orengo-Aguayo, Cohen, Mannarino, and de Arellano (2017), working with Cohen and Mannarino, experimented with providing TF-CBT to a small sample of 15 traumatized youth aged 7–16 through videoconferencing. Five had experienced sexual abuse, one had physical abuse, another had witnessed abuse of a sibling, and others had multiple traumas. It was not clear if any had been exposed to parental IPV. After treatment, there were declines in PTSD symptoms. Although the sample was small, the researchers suggested that this type of service delivery would be helpful for those who are not able to received face-to-face treatment due to living in rural areas or who are unable to come for other reasons.
8.2.1.4 Alternatives for Families: A Cognitive-Behavioral Therapy
AF-CBT also incorporates cognitive-behavioral techniques to work with family conflict, coercion or aggression, including physical child abuse (Kolko et al., 2012). It is designed to increase the well-being and safety of children in families with high levels of physical and verbal aggression. As in CF-CBT, both children and their caregivers participate in individual and joint sessions. A website explaining this type of therapy and providing additional information can be found at https://​www.​afcbt.​org .
These risks include coercive parenting practices, anger hyperarousal, negative child attributions, and family conflict. The consequences include, but are not limited to, child aggression, poor interpersonal skills/functioning, and emotional distress. Thus, the intervention incorporates methods designed to address specific child, caregiver, and family adjustment problems commonly documented among such families in the research literature.
AF-CBT treatment duration varies by severity, scope of problems, frequency of sessions, and level of family motivation. Some families may complete the work in 3 months while others might require as much as a year of the intervention. The treatment settings have included outpatient mental health clinics, schools, homes, and residential treatment facilities. AF-CBT draws from several theoretical perspectives including behavioral, learning, cognitive, and family systems.
There are three phases of the intervention. Phase I, Engagement and Psychoeducation, focuses on assessing family needs, enhancing motivation, and providing information. Phase II, Individual Skill Building and Processing of Conflict, involves developing emotional regulation in both children and caregivers, using cognitive restructuring to address child and caregiver attributions related to the abuse, and teaching alternative strategies to coercive, hostile, and abusive parenting. Phase III, Family Applications, includes the active participation of the caregiver–child dyads in communication training, clarification about the caregivers’ responsibility for abusive behaviors, family problem solving, relapse prevention strategies, and development of aftercare plans if needed.
In one of the earliest demonstrations of the effectiveness of AF-CBT, Kolko (1996) evaluated the effectiveness of CBT approaches in maltreated children compared to standard family therapy. Fifty-five physically abused children were randomly assigned to each treatment modality. After roughly 19 weeks of treatment, children receiving CBT showed greater improvements in child abuse risk and lower rates of internalizing and externalizing behaviors. Other published studies further supporting AF-CBT include Kolko et al. (2012) and Kolko, Herschell, Baumann, Hart, and Wisniewski (2018).
8.2.1.5 Project Support
Project Support was designed to be implemented when families were transitioning from a battered women’s shelter to a new home independent of the perpetrator of violence (Jouriles et al., 2001). The goal of Project Support was to reduce externalizing behavior problems which were frequently seen in children who had been exposed to IPV. In addition to targeting the child’s behaviors, this intervention focused on developing the mothers’ ability to appropriately address and cope with these problems in their children. The intervention was developed for children between the ages of 4 and 9 exhibiting clinical levels of conduct problems.
Families involved in Project Support received in-home services focused on two primary aims: teaching appropriate child management skills and providing emotional and instrumental support to mothers (McDonald, Jouriles, & Skopp, 2006). A Project Support manual discusses specific skills and includes both vignettes for practice role plays and homework assignments to demonstrate learning of the skills. The child management skills component includes 12 skills such as listening to your child, praising them, and appropriate ways to reprimand them. Skills are presented in a sequence that begins with a focus on improving the quality of the mother–child relationship and increasing prosocial child behavior, and then builds on these to focus on the reduction of problematic behavior. The program involves weekly sessions of 60–90 min with a trained therapist. Sessions last an average of 20 weeks.
An evaluation of the effectiveness of Project Support studied 36 mother-child dyads after leaving a domestic violence shelter (McDonald et al., 2006). To be eligible to participate in the study, mothers had to report the occurrence of at least one physically violent act from a male partner during the previous 12 months and have at least one child aged 4–9 who met Diagnostic and Statistical Manual of Mental Disorders (see Chap. 4) criteria for oppositional defiant disorder or conduct disorder. If women had more than one child in this age range the youngest child was selected. The family could not be returning to live with the abusive partner. Dyads were randomly assigned to either receive Project Support or services as usual.
Families in the intervention group received weekly sessions for up to 8 months post shelter exit (McDonald et al., 2006). The average number of sessions for the experimental group families was 23. Comparison group families were contacted monthly for up to 16 months and were encouraged to access local services. Both groups received in-home follow up assessments 24 months after leaving the shelter. Findings revealed that the children who received Project Support showed a significant decrease in conduct problems, internalizing problems, and externalizing problems compared to the control group. Mothers in the experimental group engaged in fewer aggressive parenting practices and were less likely to have returned to their abusive partners than mothers in the control group.
A subsequent evaluation randomized 66 mother-child dyads into Project Support or a control group after exiting a domestic violence shelter (Jouriles et al., 2009). Families were assessed on six occasions over 20 months, following their departure from the shelter. Mother-child dyads assigned to Project Support received weekly home visits for up to 8 months that included training in child management skills. Children in families receiving the Project Support intervention, compared with those in the control group, exhibited greater reductions in conduct problems. Mothers in Project Support displayed greater reductions in inconsistent and harsh parenting behaviors and psychiatric symptoms than mothers in the control group. Changes in mothers’ parenting and psychiatric symptoms accounted for a sizable proportion of Project Support’s effects on child conduct problems at the end of treatment. Project Support has continued to be used to assist mothers whose children have been exposed to IPV (e.g., McDonald, Dodson, Rosenfield, & Jouriles, 2011).
Aspects of Project Support have been expanded to be available for community members and labeled as the Change A Life program (Sargent, McDonald, Vu, & Jouriles, 2016). Goals of this expanded program were to educate the broader community about the consequences of children’s exposure to IPV through an interactive internet program. Within this program, there was an emphasis on directly helping these children, providing specific suggestions about how this would be done.
8.2.1.6 Multisystemic Therapy
MST-CAN is for families with serious clinical needs who have come to the attention of Child Protective Services (CPS) due to physical abuse and/or neglect. MST-CAN clinicians work on a team of three therapists, a crisis caseworker, a part-time psychiatrist who can treat children and adults, and a full-time supervisor (Swenson, Henggeler, Taylor, & Addison, 2009; Swenson & Schaeffer, 2018). Each therapist carries a maximum caseload of four families. Treatment is provided to all adults and children in the family. Services are provided in the family’s home or other convenient places. Extensive safety protocols are geared towards preventing re-abuse and placement of children and the team works to foster a close working relationship between CPS and the family. Empirically-based treatments are used when needed and include functional analysis of the use of force, family communication and problem solving, Cognitive Behavioral Therapy for anger management and PTSD, clarification of the abuse or neglect, and Reinforcement Based Therapy for adult substance abuse.
An evaluation of MST-CAN was conducted with 86 youth and the custodial parent who was indicated in a CPS report of physical abuse (Swenson, Schaeffer, Henggeler, Faldowski, & Mayhew, 2010). All youth in the study were between ages 10 and 17 and had a CPS case opened within the previous 90 days. Families were excluded if: (a) youth was currently or previously enrolled in an MST project, (b) the child had been removed from the home and there was no plan for family reunification; and (c) children or their parents experienced psychosis. Self-report measures were administered individually and separately for the youth and parent in their home at five time points (baseline, 2, 4, 10, and 16 months).
In a more recent follow-up paper, Swenson and Schaeffer (2018) discussed the history of MST-CAN treatment and noted that it was used not only for treating children and youth who have experienced physical abuse from their caregivers, but also for those experiencing neglect. As Henggeler and Schaeffer (2016) explained, MST, more generally, has been used to treat youth with serious antisocial behavior who are at risk for out-of home placement. Both the troubled young adult and their family are involved in this treatment.
8.2.1.7 SafeCare®
SafeCare is an in-home parenting program that targets risk factors for child maltreatment, with a particular focus on neglect. Parents are taught (1) how to interact in a positive manner with their children, to plan activities, and respond appropriately to challenging child behaviors; (2) to recognize hazards in the home in order to improve the home environment; and (3) to recognize and respond to symptoms of illness and injury, in addition to keeping good health records (Guastaferro, Lutzker, Graham, Shanley, & Whitaker, 2012).
SafeCare typically provides 18–22 weeks of training to parents with children from birth to age 5 who have experienced child maltreatment. Trained home visitors conduct 60- to 90-min weekly or biweekly home visits focusing on three modules: (1) parent-child/parent-infant interactions, (2) infant and child health, and (3) home safety. All SafeCare modules include baseline assessments and observations of parental knowledge and skills, parent training, and follow-up assessments to monitor change. Each module typically involves one assessment session and five training sessions. During the parent trainings, SafeCare home visitors explain the rationale for a particular concept, model the concept, have the parent practice the steps, and then provide feedback. SafeCare home visitors are not required to meet specific education requirements.
An evaluation involved families assigned to SafeCare compared to a matched control group of families receiving standard family preservation services (Gershater-Molko, Lutzker & Sherman, 2002). The experimental group received approximately 24 weeks of SafeCare services. Follow ups at 12, 24, and 36 months after the beginning of services showed that the SafeCare group had significantly fewer re-reports of child maltreatment across time.
In a later study, Chaffin, Hecht, Bard, Silovsky, and Beaskley (2012) evaluated the effectiveness of SafeCare by randomizing 2175 families with reported child neglect to receive either SafeCare or standard CPS services for 6 months. Cases were followed for 6 years after treatment to measure recidivism rates. Families receiving SafeCare showed greater compliance with treatment plans, and demonstrated significantly lower re-abuse rates than the control group families.
More recently, Gallitto, Romano and Drolet (2018) further examined SafeCare by asking 30 caregivers in Canada about their experiences while participating in the program. Neglect was the primary type of maltreatment identified in the sample, but there were also some families with exposure to IPV or where children had been physically abused. Overall, comments from the caregivers were positive about how the program helped them improve parenting skills. The health module was seen as most helpful, noting that it provided needed information about how address illness or injury in their children. Other modules were also cited as being helpful in helping them learn to better take care of their children.
8.2.2 Other Programs for Maltreated Children
Other programs have worked with preschool children to provide supportive and enriched environments, with benefits in school achievement as well as lower levels of criminal activity reported as outcomes (Niolon et al., 2017). Another sample that has been targeted is children with aggressive behavior who have been placed in juvenile detention. Psychologists argue that many of these children have a history of experiencing violence in their families. O’Hara, Suchschere, Shanholtz, Reznik, and Beck (2019) review some of the issues raised by these children and how these might be best addressed. Other treatments are being developed for men who were abused as children by a parent (Hopton & Huta, 2013) or sexually abused by a sibling (Caffaro, 2017).
8.2.3 Comparing Treatments for Children and their Families
Given the large number of treatment protocols developed to assist child survivors of physical abuse or neglect, or children exposed to IPV in their parents or caretakers, a number of formal reviews have been done to try to determine which of these programs are most effective. Our focus in this chapter has been on those which are evidence-based, so all these treatments have been shown to have demonstrated positive outcomes for parents or children or both. Some types of treatment do appear to be more effective than others. Overall, cognitive behavioral therapy has received the most endorsement for all of these troubled children. For example, Dorsey et al. (2017) did a formal review of treatments for child and adolescent trauma. They determined that treatment involving CBT, either for the child alone, for the child and the parent, or in a group setting achieved a well-established designation. None of the other treatments were as highly rated.
In another review of treatments, a German study (Ehring et al., 2014) examined treatments used for adults who had experienced physical or sexual child abuse and were experiencing PTSD symptoms as adults in a formal meta-analysis. Only studies meeting standards for evidence-based treatment were included. The large majority of these studies were TF-CBT treatment studies. Their conclusion was that trauma-focused CBT treatment was effective in lowering PTSD symptoms in adult survivors. They were also more effective than CBT treatment that was not trauma-focused. Similar conclusions were reached in a report by Benuto and O’Donohue (2015) who did a formal review of 7 different meta-analyses examining treatment for children or adolescents identified as survivors of sexual abuse. Overall, CBT, especially TF-CBT was the most effective treatment for lessening symptoms of PTSD, either for the individual child or for the family. They noted that there was no clear benefit for having the offending parent participate in the treatment. Longer treatments tended to be more effective. Play therapy was identified by one study as especially helpful for social functioning. They also identified a number of issues that should be addressed in future studies to enable one to draw clearer conclusions about the efficacy of different treatments. Often the details of the therapy offered were not included in the published reports, which would be very useful information. They also noted that most of the total of 77 studies included in the meta-analyses did not have randomized controls.
Some reviews have specifically examined programs for children exposed to IPV. Two researchers from Germany and the Netherlands evaluated treatment programs from many countries, with the majority being from the U.S. (Anderson & van Ee, 2018). Their analysis indicated that programs in which mothers and children work together and separately were the most effective. These programs showed reductions in PTSD and in conduct problems for the children while the mothers were rated as having improvements in parenting skills and lowered anxiety and depression. By combining individual and combined treatments, Anderson and van Ee suggested that this allowed the children time to talk openly about their experiences as well as engaging in therapeutic activities. For the mother, private sessions allowed them to focus on herself and not have to be concerned about how her child was reacting. The combined sessions to work together and aided communication between them in a healing environment. They did note that long-term treatment requirements of some of the types of interventions were difficult to put into practice. Austin, Shanahan, Barrios, and Macy (2017) have also published a review of program for mothers who were survivors of IPV and their children. In this systematic review of 19 different interventions, they found there was no clear evidence about which were most effective, especially given the limitations in published studies which were often based on small samples or incomplete research designs. They also noted that many of the programs were not conducted as planned, with many modifications as programs were put into practice.
8.3 Summary
This chapter described evidence-based interventions for women who are survivors of IPV and children who have experienced exposure to IPV and/or child maltreatment. For women, battered women’s shelters offer physical safety from abuse as well as many other services for the women and their children. However, many women never seek services from shelters, and turn instead to other sources of help, as do men since the shelters are generally receptive only to female survivors of abuse from a male partner. One of the services often offered at the shelters is referral to one of the formal treatment programs described in the chapter.
A variety of treatment options are available for the women and their children. These may be offered in the shelter or through other domestic violence agencies. Other treatments are discussed for children exposed to trauma either through witnessing partner violence in their parents or caretakers, and those personally abused by their caretakers physically, emotionally or sexually, or those who have been neglected. Again, a variety of different treatment options are available for these children. The interventions described in this chapter have been shown to improve outcomes in women and children. Most often cited as being effective are treatments associated with cognitive-behavioral therapy. For children, treatments involving both children and the non-abusing parent, who have separate sessions as well as sessions together appear to be most effective.
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This chapter examines the situation relating to treatment of those who engage in one of three major forms of partner or family violence discussed throughout this book. We first examine intimate partner violence and battering. Next is a discussion of physical and then sexual child abuse in the home. We briefly discuss elder abuse. More discussion of abuse of older adults in the family can be found in Chap. 7. We italicize the word treatment above because the clients or targets of this treatment are, in many cases, those who have committed a crime. Offenders rarely volunteer for help. Thus, the first step is to identify those who commit this violence. Although jail terms are sometimes the result when one is determined to have engaged in partner or family violence, increasingly the focus has been on trying to change the offending behavior through some type of formal program or to remove the violent individual to protect others in the household. Sometimes the victim or target of the abuse is moved to another living situation for protection. As will be discussed, many of these programs have not received clear evidence of effectiveness. Because of this, there is an increased emphasis on very basic educational programs that may prevent people from ever engaging in partner or family violence (Niolon et al., 2017).
9.1 Intimate Partner Violence: Treatment for Batterers
As discussed in Chaps. 4 and 5, partner violence can take many forms. In this section of the chapter, we focus on couples who live together. In most cases, these couples consist of a man and a woman, but other types of couples are briefly mentioned. Since most of the procedures for dealing with offenders (labeled as batterers, although the physical abuse may be relatively mild in some cases) address physical violence, we do not include discussion of emotional or psychological abuse, although these are often correlated with physical abuse (see Chap. 4). Sexual assault is briefly discussed at the end of this section, as is homicide. In both cases, procedures are generally quite different from the situation for less serious physical IPV. Accusations of sexual abuse or homicide involve criminal investigations and legal prosecution, with a jail term resulting if the offender is found guilty. An overview of the process for identifying physical IPV offenders and others who are violent to family members and societal responses to their offenses can be seen in Box 9.1.
Box 9.1: Societal Responses to Violence or Neglect among family members

	Target of Violence
	Intimate Partner or Spouse
	Child of Parent or Caretaker
	Older Person in the Family

	How is Violence Discovered?
	Police called for help with active violence
	Reporting by designated professional or others for physical abuse or neglect
	Reporting by designated professional or others. Sometimes by the abused person

	Consequences of report
	Arrest of violent partner. Could be both. Court action to determine who offended
	Investigation by child protective services to see if abuse or neglect present
	Investigation by Adult Protective Services and police

	Long term consequences for offender(s)
	Mandatory attendance at educational programs
	Continuing CPS home visits, parent training or other program, mental health or counseling services if needed
	Jailing or served with a restraining order

	Consequences for victim(s)
	May be referred to shelter for battered women or victim program for men
	Child placed in foster care if determined necessary. Court action may be needed
	Older person placed in nursing home or separated from abusive caretaker

	Homicide or sexual assault
	Jail for offender
	Jail for offender
	Jail for offender





Data come from published reports and personal clinical experiences of authors.

9.1.1 Identification of Offenders
When someone calls


 the police for assistance with partner violence (IPV), the violent offender is identified when the police arrive. This is typically the way that these offenders enter treatment programs. Many states now have laws requiring arrest for the violent partner. This is a clear change from the situation before the 1980s, when it was argued that police did not take partner violence seriously and arrests were not common (Feder & Henning, 2005). However, note that it is necessary that either the victim or someone else call the police for the IPV perpetrator to be identified. If no police report is made, the partner violence may be hidden (see Chaps. 4 and 5), and it is unlikely for the offender to seek counseling or other help.
There have been attempts to identify those who are abusive to their partner through screening by health providers. However, in practice, few clinicians do this type of screening. There are a number of reasons that have been identified that contribute to a lack of effectiveness for this type of screening. Clinicians have reported fears of offending patients, personal discomfort with the issue of partner violence, lack of time, and lack of knowledge about how to respond if IPV is identified (Paterno & Draughon, 2016). Sometimes, however, a patient is seen in a medical setting with injuries severe enough that it is likely that the patient has been abused. In such cases, inquiry about abuse is more likely to happen as illustrated in the following case example.
This case illustrates how victims of intimate partner violence are often seen in the emergency room when they sustain injuries that must be treated. This opens an opportunity for emergency personnel to identify the presence of abuse and arrange for help. The abused individual may even make a suicide gesture or attempt, as Rose did, either to force access to help or as an act of desperation. Emergency room contact is often a time when victims are most motivated to seek help as they are safe in that environment, the most recent violence may be severe, and transportation to a shelter for battered women (see Chap. 8) can usually be safely arranged.
Case Example #8
Rose is a 44 year old married white female who was brought to a rural community hospital emergency room by her husband, Tom. Tom told the ER doctor that his wife had taken pills in a suicide attempt. Rose denied this, stating that her husband lies all the time. Later, however, when talking with the crisis social worker, Rose admitted that she had taken the pills because she had felt hopeless about the situation with her husband. She didn’t want to die, but just wanted to “go to sleep and escape” the physical and emotional pain she was experiencing.
Upon evaluation by the crisis social worker, Rose presented as alert, completely oriented, although she thought today is February 4th when it was actually December 14th. Rose states that her husband has abused her for 15 years of her 18 year marriage and that she wants help. She has a large hematoma on her forehead and is complaining of severe stomach pain - her husband had kicked her in the stomach. Rose states that Tom has, over the years, broken both of her wrists, broken both her legs, cracked her ribs and given her multiple black eyes, cuts, and abrasions. Up until now she hoped he would change and stop the violence if she were a “better wife” but realizes now that hope is futile and she is motivated to get help. Rose agreed to go to the Battered Women’s Shelter and I contacted them and they agreed to accept her once she is completely medically stable and ready for discharge. Rose told the social worker that she felt better after talking.

Even if a victim of partner violence is identified as such by medical staff, the offenders are not required to or even necessarily asked to seek help. In the case of Rose, her husband Tom brought her to the emergency room, but the medical staff did not attempt to call the police about his violence. By the time the social worker arrived at the ER, Tom had left. It appears that the focus of medical screening and treatment was on helping the victim to find needed help when IPV was identified, rather than attempting to get the offender into some type of batterer treatment program. As will be discussed, the primary way that those who abuse their partners are encouraged to end their violence is through formal programs they may be required to attend after a call to the police. Unfortunately, since many battered women (or men) do not seek police assistance (see Chaps. 4 and 5), the offenders may never be identified.
9.1.2 When is Police Assistance Sought?
The U.S. Department


 of Justice summarized data from the National Crime Victimization Survey


 (see Chap. 1) indicating that police were involved for almost 60% of the women victimized by IPV and slightly more than 50% of the men victimized by IPV between 2006 and 2015. In 80% of these incidents, it was the victim who called the police (Reaves, 2017). Although police calls were sometimes made by neighbors or even strangers witnessing IPV, this was not common, since partner violence typically does not occur in public locations. The most common reason for not calling the police in the NCVS was that the IPV was seen as a personal matter. However, about a quarter of the women who were victimized said that fears of reprisal kept them from calling.
Analyses of data before the 1980s indicated that few, if any, cases were ever reported to any type of authorities. Once legal attention was directed to the situation of intimate partner violence in the 1980s, reporting rates began to rise (Buzawa, Buzawa, & Stark, 2017). However, as these authors explain, statistics about rates of reporting are often questioned, since the methodology used has a strong effect on the reported rates of victim calls for help from the police.
The following is an example of a clinical case in which the police were called by concerned neighbors. It illustrates the pathways a perpetrator and victim move through in accessing help, how multiple systems of care can become involved with a family in which there is intimate partner violence - once law enforcement becomes involved - and the nature of follow-up care following a crisis for both the victim and the perpetrator.
Case Example #6
John is a 36 year-old married white male with five children who was brought to the crisis clinic for evaluation by Sheriff’s deputies and a Department of Public Assistance (DPA) worker. John’s wife, Karen, was seen 4 days prior by one of the clinic social workers for evaluation of depression. John has abused Karen off and on throughout the 8 years of their marriage, but last Saturday he almost killed her. Because of the violence in the home, the five children were removed last year and placed in the Dependent Children’s Home by Child Protective Services and are currently in foster care. John reports that he injured his back in an auto accident 4 years ago and, because his back is still bad, John says nobody will hire him so he must work privately in a body shop he constructed in his garage. The shop, however, has been losing business and the family’s finances are in a squeeze. This past Saturday, John and Karen were having a yard sale. John was working in his body shop and told Karen to keep the people at the yard sale out of his way; she started to argue with him so he attacked and beat her; he broke a broom over her head and was about to ram the broken end through her but stopped in time. Karen immediately left, went to the hospital for treatment of her injuries, and then went to the local battered women’s shelter. Karen refused to press charges against John and never has after previous incidents of abuse. In John’s words, though: “If somebody did to me what I do to her, I’d have him thrown in jail or kill him.” Karen is now staying with a friend. This morning the DPA worker tried to reach Karen in order to discuss the situation with the children, but found out she was gone because of the recent incident of abuse. The DPA worker then attempted to make a home visit to talk to John, but neighbors said he was being held at the sheriff’s department. According to the neighbors, they called the sheriff after they observed the abuse going on in the yard, and when John admitted to the deputies that he had beaten his wife, they threw him in the squad car and brought him to the crisis clinic. The DPA worker then met them there. Upon evaluation, John initially threatened suicide (said he wanted to blow his brains out), but as the interview progressed, he said that if he could get some help, he would promise to get rid of his gun at home and could postpone any harm to himself.

One reason for not calling for assistance with IPV when being assaulted is the belief that no real help is available (Cerulli et al., 2015). In a study examining data from the National Crime Victimization Survey from 1996 through 2012, Xie and Lynch (2017) found that 12% of those who did report to the police further noted that the police did not respond, so such fears may be reasonable, at least for some IPV victims. Others may decide not to call for police assistance if they don’t want their partner to be arrested (Cerulli et al., 2015). Embarrassment about being a victim of partner violence can be another reason that women do not call the police. Such embarrassment is particularly a factor for male victims. Some people argue that men should never allow themselves to be assaulted by a woman, and if they are, they should not let others know. Such attitudes may keep a male victim from seeking help. Young, Cook, Smith, Turtletaub, and Hazlewood (2007) found that this bias against men calling for assistance when assaulted by a female partner was still present in the U.S. at the time of their study. These ideas about male victimization may not be as strong now as they were in the twentieth century, but there does not appear to be empirical data demonstrating this.
Now, let’s look at a case example which describes a situation involving a male victim of partner violence (see Chap. 5). Shame, self-rationalization (e.g. it’s not that bad, just “man up” and ignore it), and the belief that no services exist for men, may prevent a male victim from reporting his experience. This particular case also demonstrates how undocumented immigrants, male or female, may be especially reluctant to report partner violence because of fear that contact with the police could lead to identifying their immigration status and result in deportation. In such situations, our advice is that those in this situation should be encouraged to make contact with immigrant rights groups who can provide information on where to obtain support, including how to apply for the right to stay in the United States.
Case Example # 5
Juanita and Pedro moved to the U.S. 15 years ago. Both have become fluent in English, and while their son is a natural-born U.S. citizen, neither have made efforts to obtain citizenship. When asked why, they state they are afraid to let the government know of their presence lest they face potential deportation. Both parents work very long hours at various informal jobs. Vicente is a model student and a well-liked, well-behaved boy by all accounts from the school and acquaintances. Social services became involved when it was alleged that Vicente often is alone overnight and even for full weekends when his parents are working. When Vicente was interviewed at school, he also disclosed that his mother often gets very angry when she is stressed, and that she takes it out on both Vicente and Pedro. She will slap and punch Pedro during arguments. Vicente stated that while Pedro will yell as much as Juanita, he never uses physical violence. Vicente stated that his mom still spanks him on his bare bottom with a belt or extension cord, but that it doesn’t happen as much as when he was younger. Vicente states he thinks his mom hits him less because he tries very, very hard to be good in school. Pedro’s account of fights with Juanita fits with Vicente’s. Pedro states that he does not hit back because he grew up in a very violent household in which he was afraid of his father. Additionally, Pedro fears that if he hits back, it will come to the attention of police and risk deportation. Pedro was embarrassed to talk about the hitting, and feels that there is no point in looking for help, not only because of the risk of deportation, but because he assumes there is no help for men. Juanita admitted in her interview that she sometimes hits Pedro, but claims she doesn’t do it very often. Juanita also says she has told Pedro he can hit her back, which Vicente says he has heard as well. Juanita denied ever using an instrument to hit Vicente, though she admits she still spanks his bare bottom when he is bad because it will embarrass him and shame him into behaving. Neither adult wanted to leave the home; each stated they still love each other, would have no place to go, and would lose their son. The family were transferred to in-home services for long-term support.

The likelihood of reporting IPV also depends on race or ethnicity. For example, Black women are more likely than other groups to report to the police as victims of partner violence, while Black men are the least likely group to report their victimization from partner violence (Buzawa et al., 2017). Reporting issues for immigrant Latina women were the focus of a quantitative study by Pitts (2014). Using a sample of 568 women born in Latin America who had immigrated to Los Angeles and who had sought services in an agency offering a shelter and other services for Latina battered women, Pitts found that overall only 40% of the women had ever reported the violence to the police. Statistical analysis indicated that the most important predictors of reporting were higher levels of education for the women, having witnesses to the violence, and having children. Pitts speculated that wanting to protect her children was an important concern of battered mothers. The data on the presence of witnesses was interpreted by the researchers as an indicator that the abused woman was not able to deny that the violence had occurred.
Reporting differences also relate to sexual orientation or identity. Miles-Johnson (2013) noted that those who identified as LGBTI (described as being lesbian, gay, bisexual, transsexual or intersex) were less likely to report being the victim of another’s assault. These data were based on surveys of people leaving bars in Australia. Researchers attributed the reporting differences to concerns of the victims that they might suffer negative consequences as a result of bringing themselves to the attention of the police. Although partner violence victimization was not directly assessed in this study, it is likely that similar concerns about negative and unintended consequences of reporting might exist for immigrant Hispanic or LGBTX victims. Aside from fears of deportation or having one’s sexual orientation made public, others may feel that the arrest of the violent partner could have negative consequences when this person returned to the home (Novisky & Perlata, 2015).
The following are two related case examples from the appendix which illustrate how intimate partner violence can occur in same-sex relationships with many similar dynamics to such violence in heterosexual relationships. Case #9 describes the situation for one of the partners in the relationship and Case #10 describes the situation of the other partner in the relationship and illustrates how each partner in an abusive relationship may describe the violence differently. In these cases, each participant described the other as the controlling abusive partner. The cases also illustrate how fear of the violence getting worse may prevent an abused partner from involving the police and how an abused partner may stay due to continuing to love the abuser and her children.
Case Example #9
Elaine is a 28 year old single African-American woman with four children. Only two of the children are with her; the other two are with their father…a friend introduced her to a woman named Lettie. Lettie had a young child and had her own problems and attached herself to Elaine in a very dependent demanding fashion—began calling her at work and the family she worked for became angry about Lettie’s constant calls but instead of Elaine telling Lettie not to call, she quit her job and moved in with Lettie and they both then moved to Sacramento. Lettie became more controlling, Elaine ended up taking care of Lettie’s child along with her own children when Lettie got high on drugs and Lettie began almost terrorizing Elaine and her children and this eventually accelerated into Lettie beating Elaine physically and abusing Elaine’s children almost daily. The beatings got worse but Elaine was afraid to call the police because she felt even if Lettie was jailed, when she got out of jail, Elaine would suffer worse beatings. Finally, last Friday, Lettie beat Elaine with a wooden chair, and Elaine tried to defend herself with a knife. Elaine didn’t stab Lettie but did manage to get her children and leave. A community service worker referred Elaine to the shelter and to mental health services. Elaine states the apartment where she lives with Lettie is in Elaine’s name and her furniture is still there but she is too afraid to go back. Currently, her plans are to stay at the shelter until she can get a new place, enroll her children in the school nearby and friends will provide her with furniture once she gets a new place. She is clear that she is not going back to Lettie and wants to start her life over. Since counseling helped her in the past, she is very anxious to start again. One issue she wants to have resolved is whether she is gay or straight and she feels very confused about this. She supports herself currently with welfare and all of her family and friends are in Oakland.

Case Example #10
Lettie is a 26 year old single black female referred to county mental health services by the Women’s Center. For the past 3 years, Lettie has been involved in a live-in gay relationship with a woman named Elaine. Approximately a week ago, Elaine left Lettie and, with her two children, Elaine went to the Battered Women’s Shelter asking for placement there, claiming that Lettie had beaten her and was threatening her, adding that she—Elaine—was planning to permanently sever the relationship and wanted to “start a new life”. Lettie states that she has been devastated by Elaine’s leaving and relates a description of their relationship quite different from what Elaine related to me when I saw her earlier in the week. Essentially, Elaine describes Lettie as the villain and she as the victim and Lettie describes Elaine as the villain and she as the victim—the actual events and problems described are approximately the same but the roles of the actors are reversed. Lettie has one child—a 6 year old boy—and Elaine has two children. Lettie states she has been gay for 13 years but her relationship with Elaine is the longest and most committed relationship she has had with a woman. They moved all over the Bay area and Oakland before finally settling in Sacramento. Lettie feels she has sacrificed for Elaine—giving up jobs (Lettie is a certified welder) and so forth—to follow her but feels Elaine has not appreciated this. She states that throughout their relationship Elaine has abused her—both physically and emotionally. Lettie states that Elaine has a bad temper, gets easily insulted and seems to try to provoke Lettie into physical fights. When questioned about who starts the fights, Lettie admitted that both of them seem to mutually provoke each other. Elaine also lies about her to others—for example, Lettie states that Elaine has told others that Lettie uses drugs but Lettie denies any drug use except for an occasional beer—Lettie claims she has been the one who has primarily cared for the children—both hers and Elaine’s—but Elaine claims the opposite. Lettie states that Elaine has punched holes in the walls of the apartment and currently is arguing with the landlady about paying for the damages. Why has Lettie stayed all this time? She says she has stayed because she loves Elaine and her children. But now she doesn’t know what to do—she states she feels worse now than she has ever felt in her life. Last night she felt like killing herself (Elaine had left a loaded gun in the house) but she controlled herself because of her little boy. Currently, she says she is in control but has planned to stay in a motel tonight to avoid any temptation to harm herself. She was managing fairly well, but Elaine called her last night and began complaining about all their problems and this set Lettie off into a deep depression. She states she has no history of any suicide attempts, or even ideation. At this point she is planning to stay in Sacramento but wants very much to get involved in some counseling to get her life sorted out and figure out what she is going to do at this point.
Lettie’s family is all in the San Francisco Bay Area. She describes herself as basically a loner and says she really has no friends locally in Sacramento – also that Elaine has turned their neighbors against Lettie and “her talk” has eliminated the possibility for friends she might have had.

9.1.3 Police Responses to Partner Violence
When someone


 is assaulted by a partner, they may call the police to make the assault stop. Others may fear future victimization and feel that the police making an arrest may make the violence stop in the future (Ward-Lasher et al., 2018). Reviewing the literature, Ward-Lasher et al. concluded that arrest may result in an end to future violence, but can also have the reverse effect of increasing future violence. Xie and Lynch’s (2017) analysis of NCVS data indicated that calling the police for help was associated with a 34% reduction in the risk of repeated IPV, but whether or not an arrest was made showed no association with future IPV victimization.
Although the U.S. Department of Justice reported that the majority of police calls were responded to quite quickly (Reaves, 2017), a call to the police for assistance may not always be answered (Stout & Kennedy, 2017). Police may find IPV situations to be dangerous for them, and some express frustration over repeated calls from the same individuals. They may fail to respond for other reasons, as well. Although it is clear that calls about intimate partner violence are more attended to than in the past, the police response is sometimes determined by a formal assessment of how lethal the situation is likely to be (Klein, 2012). These assessments may be done by police screeners when the call is received, or by police officers who respond to the call by going to the home (Buzawa et al., 2017).
9.1.3.1 The Decision to Arrest
States vary across the United States in terms of how they request that police address calls for IPV assistance. Some have policies that require that the violent partner be arrested if there is clear evidence of this violence. These are known as mandatory arrest policies. Since it is common for a partner to fight back if assaulted, the mandatory arrest policies have resulted in both partners being arrested (Hirschel, McCormack, & Buzawa, 2017). In response to this, states have sometimes moved to a rule that only the primary aggressor be arrested. In an analysis of the effects of this modification of arrest policies, Hirschel and his colleagues found that there were fewer arrests made of either partner, as well as reducing dual arrests.
In their review of the literature, Ward-Lasher, Messing, Cimino, and Campbell (2018) noted that even when these mandatory arrest policies are in place, police may not make an arrest. This also happens in states with policies stating that arrest is preferred but not required, or where arrest is discretionary. Often the victim requests that an arrest is not made, and many argue that that victims should have this power. Others, in trying to protect the victim, refer to the fact that a victim may fear retaliation and that the arrest should be made in spite of a victim request not to (Ward-Lasher et al., 2018). In some cases, it is not possible to make the arrest if the offender has left after the call for help was made (Thorndike, 2015).
Arrests may be affected by the presence of children. Swerin, Bostaph, King, and Gillespie (2018) analyzed 345 police reports of IPV in the Northwestern U.S. in 2013. Women were the offenders in 18% of the cases. Children, often under the age of 6, were present in 47% of the cases. Police generally did not interact specifically with the children, but when children were there, they were less likely to make an arrest. There was evidence, though, that they made more efforts to ensure the victim was safe at the time and did more follow-up with the victim afterward.
When the assault is determined to be relatively minor, the victim may be directed to a counselor or battered women’s shelter rather than the police responding directly. Such referrals for the victim can also occur in addition to arrest of the offender (Klein, 2012). Police may even provide transportation to a battered women’s shelter for a female victim. If the victim is a man, shelters are not an option, and the police may not respond at all if they determine that the situation is not dangerous (Buzawa et al., 2017).
Many more men are arrested than women. When women are arrested, some report that they were acting in self-defense, while others said they were driven to violence after a period of verbal and physical abuse from their partner. All blamed their violence on earlier experiences of growing up in a violent home (Li et al., 2015). Sometimes both partners are arrested (Young et al., 2007). Once arrested, the offender may be released through court action but is requested to attend a Batterer Intervention Program. The nature of these programs is explained laterin the chapter.
9.1.3.2 Lethality Assessment
One assessment that police make is called a Lethality Assessment Program (LAP)


 to determine if there is a risk for homicide when a call is made relating to intimate partner violence. A field trial of the Maryland Network Against Domestic Violence LAP was done in Oklahoma (Messing et al., 2015). Questions


 asked of the victim included whether the offender had ever used a weapon or threatened to do so against the victim, or threatened killing the victim. Other questions concerned behaviors such as the offending being jealous or unemployed. Answers to these questions affect the behavior of police called about a current act of IPV. Messing and her colleagues also found in follow-up interviews that those responding to the LAP were more likely to take protective action against future violence and to reduce risk of future violence.
Although the LAP appeared to be useful, police were not always happy about having to do this formal assessment. Based on a qualitative assessment of police officers in Canada done in 2014, Ballucci, Gill, and Campbell (2017) found that police were not always supportive of these formal assessments. Some argued that the formal list of questions meant that their own knowledge gained over many personal experiences with IPV calls were discounted and that the questions did not always tap into specific factors they felt were relevant for the couple they were working with. It was noted that the questions were especially inappropriate when the offender was female and the victim male


. Collecting the data took time, and many expressed frustration that the data might not be used in the present situation or even placed where it could be used for future calls. Grant and Cross-Denny (2017) noted similar concerns in their interviews with police in Connecticut. They also pointed to situations where the victim of partner violence did not cooperate in answering the formal questions associated with the lethality assessment protocol. They did find evidence that police were concerned about partner violence, but with the dangerous environment in which they worked


, they did not see the formal assessment as necessary or helpful.
9.1.3.3 Other Factors Relating to the Police Response
Many have analyzed the decisions made by police and arguing that these may be biased in various ways. In one detailed but older analysis of what happens after these arrests, Henning and Renauer (2005) found that prosecutors often rejected arrests of women who were identified as the violent partner. According to their data relating to female domestic offenses gathered in 2000 in Tennessee, prosecutors rejected 47% of the cases, and judges dismissed another 16%. They concluded that the criminal justice system treated women arrested for partner violence more leniently than men. In another study done by Henning with a different colleague (Feder & Henning, 2005), also in Tennessee, cases involving arrests of both the male and female partner were examined. They found that male and female victims of those arrested reported similar levels in severity of abuse experienced, although the criminal justice system data indicated higher levels of severity for the male arrestees. Also, the men arrested had a more serious history of previous partner violence as well as other forms of antisocial behavior.
9.1.4 Consequences of Arrest for Partner Violence: Batterer Intervention Programs
Police policies relating to IPV calls changed greatly over the 20th century. As Hazelwood (2007) discussed in her analysis of the criminal justice response to partner violence, this evolved in the late 20th century from a pattern of nonintervention, to attempts to mediate, to the current situation of mandatory arrest policies in many states. Now, increasing numbers of communities require arrest of perpetrators of partner violence, and a growing number of programs have been developed to work with those arrested (Morrison et al., 2016). [See Box 9.2 for discussion of programs in other countries]. Often attendance at such programs, typically labeled as batterer intervention programs (BIPs), is mandated for those arrested. Those arrested can be male or female partners. In some situations, both members of the couple are arrested (Babcock et al., 2016).
Box 9.2: Violence Perpetrator Programs in Other Countries
Changes in legal practices to address the problems relating to partner violence began in the United States in the 1980s. Since that time, programs attempting to change the behavior of those who are violent to partners or other family members as well as a system of shelters or supports for victims have been developed in many other countries around the world (Hamel, 2016). However, there is little published literature about these programs.
In Sub-Saharan Africa, the legal system is not effective in identifying or prosecuting perpetrators, so the major focus is prevention (McCloskey, Boonzaier, Steinbrenner, & Hunter, 2016). McCloskey and her colleagues report that there are some effective programs for high school students to teach them about problems relating to partner violence. Other programs work at the community level to try to educate people about partner violence. Evidence for their effectiveness is not as strong, and many men and women in these African countries still accept or even encourage physical punishment for wives who are not submissive to their husbands.
There is also evidence of high levels of partner violence in Latin America and the Caribbean, and a number of programs have been designed to lower these levels (Santovena & Silva, 2016). However, formal data relating to their effectiveness or even to details about how they function are difficult to obtain. In a survey of programs from a number of countries in this region, Santovena and Silva conclude that these programs need clearer guidelines and need to be more closely tied to the particular type of perpetrator. It appears that there are many more programs for victims than for perpetrators.

The process by which the identified violent partner is handled by the legal system may not be straightforward. Police can potentially take a number of actions once they respond to a call (Xie & Lynch, 2017). In their NCVS data, about 25% of the calls resulted in arrests. Arrest decisions are affected by beliefs within the local community and the associated court system. An example of the role of these beliefs can be seen in a study done in Salt Lake City. Mirchandani’s (2006) interview of the staff associated with a domestic violence court there indicated that there was a strong feminist bias among court personnel in that location. During the interviews, many of those working within the courts strongly argued that men need to take responsibility for their violence toward a wife or partner and appeared to see men as responsible for the large majority of IPV cases. The female victims in these cases were told the violence was not their fault and that the men needed to understand this. Many of the judges were women, as were many of the prosecuting lawyers. Although these conclusions were based on one particular city, other locations appear to have a similar pattern of considering men to be the more violent partner in most situations (Young et al., 2007). Thus, offending men are more likely to be ordered to attend a formal treatment program (BIP) than offending women in many locations.
In their comprehensive review of BIPs, Babcock et al. (2016) identified and examined evidence of effectiveness of over 3000 such programs in the United States. Unfortunately, the empirical evidence supporting their effectiveness was not found to be strong. As Morrison et al. (2016) pointed out in their review of these programs, others have also questioned the quality of these programs, as did Babcock et al. (see Madden et al., 2019). We return to this issue after examining some of these programs.
9.1.4.1 Examining How BIPs Operate
In an attempt to better understand the overall nature of batterer intervention programs in the U.S. and Canada, Cannon, Hamel, Buttell, and Ferreira (2016) sent a survey to directors of over 3000 programs they were able to identify in these two countries. Responses were received from about 20% of these, yielding a sample of 238 programs for their analysis. About half of the programs in the sample were identified as being part of a larger social service or counseling agency, somewhat less than a third were identified as an independent private practice and another quarter of programs were associated with a battered women’s shelter. Programs ranged from 8 to 78 weeks, with an average of 30 weeks. Groups of 10 people were most typical. Slightly less than half the programs required that the facilitator had at least a bachelor’s degree, while a master’s degree was required for another 47%. Less than 4% required a doctoral level degree for the facilitator. This suggests that many of the existing programs may not have formally trained facilitators.
Cannon’s et al.’s survey asked for very detailed information about the nature of the programs offered. They first looked at the most common content across all the many different programs. They found that the educational topics included in at least 80% of the programs covered the effects of violence on children, the effects of IPV on the victims, the power and control tactics people generally use within couples, and the nature of gender roles within couple relationships and how these relate to IPV. Programs also included training of relevant skills. Specific skills included in at least 80% of programs included communication skills, conflict management and conflict resolution skills, helping clients to learn to manage and control their emotions, more specifically to change violence-related and irrational thoughts, and general coping skills. Other types of content that were used by smaller numbers of programs included the theoretical basis of the Duluth model (36%), followed by CBT (Cognitive Behavioral Therapy) which was mentioned by 29% of the programs.
9.1.4.2 Programs for Male Batterers
Much of the BIP


 focus is on programs for men who abuse their female partners. One of the more cited models for assisting batterers to stop their abusive behavior is the Duluth Model Batterer Intervention Program (Aaron & Beaulaurier, 2017; Babcock et al., 2016). This model focuses on patriarchal societal beliefs and how these contribute to male violence against female partners. Participants are taught about these beliefs in group sessions.
In a formal analysis of the outcomes a Duluth model program, Herman , Rotunda, Williamson, and Vodanovich (2014) analyzed data from male batterers who were required by the courts to participate in the program. A total of 103 of these men actually completed the program, and 53 dropped out. Thus, many of the men dropped out before completing the program. Looking only at those completing the program, over one third of these men were found to have committed some type of violent crime in the follow-up period of 9 years. These data were compared with recidivism rates of the group not completing the full Duluth program, and no differences were found between the two groups. These data did not provide any clear evidence supporting the Duluth model. The authors noted that their lack of good data supporting the effectiveness of the Duluth program was consistent with other published studies also failing to provide support for this type of program for male batterers.
In another attempt to evaluate the Duluth programs, Morrison et al. (2016) published a preliminary report of a major study to better understand the content of these programs as well as the clients and the professionals who work with them. In this initial 2016 report, they have analyzed data from two programs that focused on male batterers with female partners. They used an ethnographic approach with interviews of the therapists or other care providers associated with those programs, who we refer to as facilitators. One of the first issues identified by Morrison’s group was the lack of information available to these facilitators about the mental health or other background for the men referred to the programs. They were forced to rely almost entirely on what the men themselves told them. In some cases, they were able to talk to the female partners of the men in the programs, but this was not always possible. When facilitators did speak with the abused partners, they complained that they were not able to tell the men in later sessions what the abused partner had told them. Another difficulty was that the facilitators were not able to effectively monitor the behavior of the men in the program. Thus, rules about the men not using violence while in the program could not be enforced. Finally, many facilitators lacked formal training. They reported that the pay was quite low and trained professionals typically had other, higher paying options and did not tend to opt for these types of positions. Some of these data and other elaborations can be found in Morrison et al. (2017, 2018).
As Babcock et al. (2016) explained, these Duluth-model programs are not based on any standard therapeutic models. Other programs for batterers do build on formal types of therapeutic interventions, typically a cognitive-behavioral therapy (CBT) model


. In a CBT program, participants are taught about how their thinking about themselves and their partners might be distorted in ways that increase conflict and the potential for violence. Techniques for anger management may rehearsed in the group setting. Lee and DiGiuseppe (2018) provided a review and meta-analysis of therapies for anger management generally. Many use CBT techniques, and these were found to be the most effective for many types of anger. Unfortunately, as they noted, they found no evidence that these therapies were being used for BIPs. As explained below, CBT theory-based programs have been successfully used for couples.
Adding to the negative views of BIPs for male batterers, Aaron and Beaulaurier (2017) also pointed to the growing concern about their effectiveness. Some judges have stopped referring batterers to them and many programs have closed or have been experiencing reduced funding. Aaron and Beaulaurier argued that having effective programs for batterers is essential for the safety of battered women and that new programs are needed to better target particular types of batterers and asked that researchers work to help develop such programs.
Many have suggested that a major concern about BIPs


 is the lack of training for the facilitators of these programs. In particular, Cannon et al. (2016) noted that treatment providers did not appear to be sufficiently knowledgeable about the empirical data on partner violence and abuse (see Chaps. 4 and 5). High levels of mutual violence, in particular, were identified as an issue that needed to be more widely understood by those attempting to help batterers stop their abuse


. Cannon et al. also noted, though, that although the empirical data are not strongly supportive of the male batterer intervention programs, the facilitators themselves were very satisfied with the job they were doing.
9.1.4.3 Programs for Female Batterers
As Fraehlich and Ursel (2014) explained, police departments in the United States and Canada have generally adopted policies that require that anyone committing violent acts against a partner must be arrested, when there is a call for police assistance. Such policies began to be instituted in the 1980s. The original intent of these policies was to require arrests of male batterers as a means of protecting battered women. However, the reality is that even the most severely battered women do fight back, at least on some occasions. Women also initiated partner violence outside of the context of immediate self-defense, and there are cases when the woman is the most violent partner in the relationship (see Chap. 5). Since women may be violent, even if only fighting back, police may be confronted with a situation in which both parties in the couple have engaged in physical IPV. The mandatory arrest policies have, therefore, led to arrests of both men and women. In their study of IPV arrests in Winnipeg, Canada, Fraehlich and Ursel examined court records from September 1999 to September 2005. A total of more than 17,000 cases were in these files, and women were arrested in about 3000 of them. In order to better understand the consequences when women were arrested for partner abuse, a sample of 2736 cases was established that involved one female offender and one male victim, who was a partner of the woman. The researchers noted that a smaller proportion of women were arrested in the more recent cases as the police moved toward a policy of only arresting the primary aggressor in situations when both partners engaged in violence. Before this change, if there was any evidence of mutual violence, both partners were arrested. Looking at the final sample of arrested women, many of the women were not prosecuted by the courts after their arrest. This was a lower percentage of prosecution than experienced by the arrested men, suggesting some leniency of the courts for women accused of partner violence. Detailed data were presented about the variables associated with arrests and with prosecution in the courts.
Others have also noted the arrests of women for partner violence, and further pointed out that most of the batterer intervention programs are based on a model of male violence against women based on underlying patriarchy. Such logic is not helpful for explaining why women might be violent toward a male partner (Dowd & Leisring, 2008). Thus, there is a need for new programs intended for women who batter or otherwise use physical aggression against their male partner. In an analysis of 23 existing studies looking at motives for female violence, Bair-Merritt et al. (2010) found that the primary motives for these women were anger, wanting to get the partner’s attention, self-defense, retaliation and “coercive control” (p. 185). Although coercive control would imply that these women might have been classified as batterers (see Chap. 4), the authors noted that the actual data did not always support this interpretation since the female-initiated violence was rarely severe. The other motives that were identified do support the idea that programs based on very different ideas about the causes of violence are needed.
Following this earlier research, Tutty, Babins-Wagner, and Rothery (2017), in an attempt to better understand the women arrested for partner violence, compared a group of these women to the female partners (designated as the survivor group) of men arrested for partner violence in Calgary, Canada. Both groups were participating in formal programs designed for both types of women. Analyses comparing these two groups of women indicated there were relatively few differences for a number of psychological measures. In both groups, the women reported their male partners as being more violent than they were, although there were higher levels of overall violence in the survivor group. Over the course of the 14-week program, both groups showed improvements in depression, stress and general distress. However, the survivor group showed more improvement on these measures than the women arrested for their own abuse.
Others have also attempted to develop BIPs for women. Dowd and Leisring (2008) listed a number of characteristics of programs for female offenders that they considered essential. These included safety planning for the women. They noted that in most cases, the violent women were in relationships with mutual violence and their own safety was something that had to be considered since they might also be victims of partner violence. It was also recommended that the women should be taught to manage conflict. This would be helpful in lessening the possibility of escalation of conflicts in the future. Other content might include education about the costs and consequences of their own aggressive behavior. A number of skills relating to emotional regulation were also seen as important. These included basic emotional education about how emotions function in daily life, teaching the women to be more aware of when they were experiencing emotional arousal, explaining how anger and gender expectations were socialized in families, and discussing how their reactions to negative events in their relationships might be modified. A number of general relationship skills were included: Communication skills, assertiveness and negotiation, and characteristics of healthy relationships. Skills relating to stress management and ways of coping were included. As needed, other aspects that might be added included parenting skills and dealing with substance abuse issues. These guidelines were not directly translated, though, into a specific treatment program that could be formally evaluated.
9.1.4.4 Programs for Violent Couples and Other BIP Models
In comparing their more recent findings to those from earlier


 studies, Cannon et al. (2016) noted that their more recent data suggested there was less reliance now on the Duluth model for BIPs. Those working to develop BIPs appeared to be trying to find other, possibly more effective, models such as working with violent couples together. Recent data on the possibly greater effectiveness of couples counseling rather than working only with the identified violent partner have not yet been incorporated into the many programs across the U.S. and Canada, though. As Messing et al. (2015) pointed out, most of the traditional BIPs may not be appropriate for couples who wish to continue to be together.
Others, too, have advocated for couples’ programs. Noting the lack of data demonstrating a high level of effectiveness for either programs for male or for female batterers, Stith, McCollum, and Smith (2012) argued that programs for couples would be a better fit to our current understanding of the dynamics of family violence. There is clear evidence that the majority of couples experience at least some level of mutual violence rather than being in a relationship with one-sided violence. They also pointed to the growing evidence that both women and men experience negative mental health consequences from partner violence, either as perpetrators or victims of this violence, or both. Another issue that suggests that both the woman and the man in the violent couple need to be treated together is the high frequency of co-occurring substance abuse. For example, many violence incidents involve alcohol in either or both of those in the couple. (See Chaps. 4 and 5 for more discussion of these issues).
Stith et al. (2012) reviewed a number of couples’ programs for those involved with IPV. They pointed to evidence that these programs were effective in reducing violence, and that many of the participants were more positive about such couples’ focused programs than they were about programs aimed at only the identified violent partner. An example of one of these was developed by Bradley, Friend, and Gottman (2011). Rather than the exclusive focus on violence seen in many BIPs, this program grew out of more than 30 years of work by Gottman and his colleagues to develop healthy relationships in couples (CHRP, Creating Healthy Relationships Program). Data from a randomized design where half the sample experienced the program and the others had no treatment indicated higher satisfaction and reductions of conflict in the treatment group.
In a later paper on this model (Bradley, Drummey, Gottman, & Gottman, 2014), the team evaluated 115 couples with mutual violence. They again assigned half of their sample to a no-treatment group. However, results did not indicate that there were changes over time in self-reported violence within the treatment couples. There was evidence, though, of less negative behavior in men in the treatment group, using a measure based on observations of belligerence, domineering, anger and defensiveness, but the differences for women were not statistically significant. Thus, formal evidence for this type of couples’ treatment is mixed, at best.
Others have criticized the couples approach, and the cognitive-behavioral therapy model (CBT)


 often incorporated. Barner and Carney (2011) found that the outcomes from traditional BIPs were no worse than those associated with CBT. Murphy, Eckhardt, Clifford, Lamotte, and Meis (2017) reported that in their comparison of individual couple treatment as compared to group therapy with couples, the group approach appeared to be more effective, possibly because of social support from others in the group, and seeing others able to reduce their violence. In their comprehensive review of evaluation studies published since 1990, Eckhardt et al. (2013) found that although CBT principles were increasingly being incorporated into all the BIP programs, there was still no convincing evidence that any of these programs were effective in ending or even reducing partner violence. They did note, though, that programs providing services for victims of partner violence (discussed in Chap. 8) appeared to have much better evidence of having a positive impact than those for the violent member(s) of the couple.
9.1.4.5 Programs for LGBTX Couples
As discussed in Chap. 5, gay couples also experience partner violence. Many do not seek help, and when they do, the police may not be helpful (Calton, Cattaneo, & Gebhard, 2016). Using data from a 2011 statewide survey asking about health issues for LGBTQ individuals in Colorado, Langenderfer-Magruder, Whitfield, Walls, Kattari, and Ramos (2016) analyzed data relating to police calls for lesbians and gays and for transgender individuals. They reported that 31% of those identified as transgender had experienced IPV, and within this group, 18% had reported this to the police. For lesbians and gay men, 20% reported IPV, and 26% of this group had called the police. Even if police assistance was sought, very few BIP programs addressed this type of couple. As Ford, Slavin, Hilton, and Holt (2012), pointed out, the LGBT community is not well served by the police or by other social agencies when problems with IPV arise. A published description of one program is the Virginia Anti-Violence program which has a general mission of promoting LGBTQ community health and safety through a variety of educational programs for the society generally as well as specifically for those identified as LGBT or Q (Strickler Jr. & Drew, 2015). As is often true for other types of partner violence (see Chap. 8), much of the focus of this program is on help for victims. Calton et al. (2016) describe some of the issues for these victim populations in seeking help for IPV.
9.1.4.6 Overall Assessment of Batterer Intervention Programs
As already noted, the data supporting batterer intervention programs is not encouraging. There have been questions about implementation (e.g., Wagers, Pate, & Brinkley, 2017), as well as about the basic theory underlying the widely used Duluth model (Cantos & O’Leary, 2014). In their NCVS data that looked generally at IPV victims, Xie and Lynch (2017) found that just reporting the IPV to the police had the greatest impact on a lowered chance of revictimization within the couple, and appeared to be more important than participation in any type of BIP. When the victim received services, this was more impactful than the BIP, which works with the offender, as others have also noted. In a review of programs to intervene when dating violence was identified, Jennings et al. (2017) found only modest evidence of effectiveness in these programs as well.
One reason for the lack of supporting data for BIPs is that programs tend to have low response rates in surveys of the programs. When data is available, there is a high dropout rate for participating batterers. As Jackson (2003) pointed out in her review of these programs, one explanation for the poor data on program effectiveness is that the measures used to assess how well the program is doing may be flawed. In these assessments, it is not clear what the desired outcome is. Is it merely having some reduction in the amount of violence or is it necessary that the violence be stopped completely? Hammett, Karney, and Bradbury (2018) observed the effects of changes in aggression levels (as measured by the CTS scale) over time in a general sample of couples. When aggression levels dropped there was better marital functioning. Increases in aggression levels were associated with worsened communication levels and greater stress. Levels of aggression in husbands was even more predictive of couple outcomes than aggression levels in wives.
If violence reduction is the goal of a couples BIP, what is the appropriate comparison group to be used for statistical comparisons? In clinical studies, a procedure of random assignment is used so that one group gets the treatment being assessed and another group gets no treatment or a placebo. For batterers mandated to attend a batterer intervention program, it would not be ethical to assign no treatment. So, the batterers need to be given some type of program. Another difficulty is that most programs are eclectic and do not rigidly follow a defined model, making it hard to compare across programs or even know what exactly is being assessed.
Perhaps more targeted programs are needed? As noted earlier, programs designed for male batterers may be especially ineffective for women who are the identified violent member of the couple. Another issue underlying all the programs is that offenders may differ in terms of how willing they are to make changes. Some studies have found that BIPs are largely ineffective for those forced to participate and having no desire to change (Alexander, Morris, Tracy, & Frye, 2010). Other batterer characteristics may also be important. For example, Welland and Ribner (2010) argued that programs for Latino immigrant men needed to include culturally appropriate content, including parenting skills for men, ideas about appropriate gender roles, spirtuality and discussion of discrimination toward immigrants. Montalvo-Liendo, Matthews, Gilroy, Nava, and Gangialla (2018) explore these issues further in a qualitative study of Mexican origin men who about women.
9.1.5 Other Forms of Partner Violence
9.1.5.1 Marital Rape
Although partner violence may include rape and other forms of sexual assault, and generally these do not occur outside the context of other forms of partner violence (Frieze, 1983), most states in the United States now consider forced sex within marriage to be a crime. This has not always been the case (Jackson, 2015). Before the 1970s, there was a general assumption that because agreement to sexual contact was assumed as a typical part of marriage, there was no such thing as marital rape. As awareness of rape as a social problem grew, more and more states began to include forced sex within marriage to be criminal acts, especially when a couple was separated. By 2007, 30 states included marital rape in their criminal codes, while others had various marital rape exemptions (Jackson, 2015). Since then, several states still exempt a rape verdict for a married couple. Falk (2015) discussed some of these cases, focusing on one in Ohio. Falk concluded that in general, now, when there is an accusation of marital rape



, and laws are present to criminalize this, the rapist is tried within the court system and possibly jailed if found guilty.
9.1.5.2 Homicide
Whether intended

, or occurring without prior intent in an act of violence against a partner, the violence can lead to death. When homicide occurs, there is a formal criminal process and a police investigation to determine the guilty party in the homicide and the circumstances under which it occurs. Campbell, Webster, and Glass (2009) estimate there are at least twice as many men who kill their female partner or ex-partner as women who kill a partner or former partner. Predictive factors for homicide include a history of partner violence, a relationship breakup, mental illness, drug use, and the presence of firearms. When the person is found to be guilty, a jail sentence is the typical outcome.
A number of studies have examined the situation in which a battered woman kills her abuser, possibly in self-defense. An important issue here is whether or not the woman will be formally prosecuted (Follingstad, Rogers, Welling, & Priesmeyer, 2015). When this occurs, the woman will typically be jailed while awaiting the outcome of her trial. There have been attempts to argue that when a battered woman has committed murder against her abuser

, she should be excused because her actions can be seen as retaliation for past abuse, regardless of the circumstances of the murder. Fallingstad and her colleagues argue that this type of defense has rarely been successful. When law students completing a course in Criminal Law were surveyed about their decision-making in regard to whether to prosecute a battered woman accused of killing her partner, most did support prosecution, especially in cases where the man killed was not seen as a bad person.
One very unfortunate form of partner homicide is a situation where a male abuser kills his female partner, and then commits suicide

 (see opening vignette, Chap. 4) (Salari & Sillito, 2015). Generally, there has been a history of previous partner violence in these cases, but not always One situation in which this appears to occur is in response to the female partner leaving her male abuser. Cases were identified where he reacted to her leaving by searching for her and stalking her even when she had made extreme efforts to hide.
Although it is very rare for women to kill an intimate partner, it does happen. The case described below is one example:
Case Example #2
“Joyce” is a 22-year-old single African-American woman who, under extreme stress, came to the crisis clinic with her 4 year old daughter for help because of trauma flashbacks and periods of dissociation. Joyce tells the crisis worker that a little over 2 years ago, she started going out with a man named “George”. Their relationship went well at first, and so she allowed him to move with her (her other child, a 2-year-old boy, is his biological child). Soon, however, George started beating Joyce frequently and severely. Once he beat her breasts so badly they got infected and she had to have surgery. Joyce finally kicked George out of the house, but he continued to come around and abuse her – he would follow her in parks and on the street, and then would attack her. Sometimes she was successful in pressing charges and having him put in jail, but recently the police had been unwilling to act on her complaints.
Joyce tried to get help from every resource she could think of including the police (repeatedly), the local district attorney, and Haven House∗ (the local domestic violence shelter), but got nowhere. The situation had progressed to the point that George was calling her constantly and threatening that he was going to kill her. Joyce developed ulcers, couldn’t sleep, had problems concentrating and lost weight. When she was able to fall asleep, Joyce reported having nightmares related to the abuse. George had also beaten Joyce’s two children, and the children began having nightmares, flashbacks of the abuse, angry outbursts and showed fear toward adult men in general. Finally, in desperation, Joyce borrowed a gun from her sister, and after a particularly brutal beating in which George poked Joyce’s eye in with a stick (she required many stitches), she finally went out, found George sitting on a park bench, and after much deliberation, walked up and shot him. She then went to a pay phone and turned herself in to the police. Joyce states that for the first time—sitting in jail - she felt safe.
George did not die from the gunshot wound

 and was still recovering in the county hospital when Joyce came to the crisis clinic for help…

9.1.6 Prevention of Partner Violence Through Community Educational Programs
The Centers for Disease Control have developed a public document that reports on a large variety of programs developed to help prevent all types of partner violence and concludes by discussing prevention through educational programs targeted to many different audiences rather than attempting to work with violence perpetrators directly (Niolon et al., 2017). Thus, the focus is on prevention of violence before it occurs. They further suggest that these types of educational programs may also have beneficial effects on preventing other forms of interpersonal violence such as child abuse.
The first programs described fall under the heading of programs to “Teach Safe and Healthy Relationship Skills” (Niolon et al., 2017, p. 13). This is classified as a primary prevention approach, since it teaches attitudes that could serve to lower the frequency of partner violence. They further argue that such programs can also have beneficial effects on other forms of interpersonal violence. Two targets are identified—youth and couples. Several specific programs are discussed, with supporting evidence based on long-term follow-ups. Over a period of years, there was less reported partner violence for each of the programs for teenagers, especially that perpetrated by the men. Programs for couples were also described, and again were found to reduce reported partner violence in follow-up studies.
Another set of programs were based on the belief that if influential adults and peers were taught about positive relationship expectations and learned about the harmful effects of physical and psychological violence in couples, there would be an overall lowering of partner violence within the communities where these programs were done. One set of programs worked with men and boys. An example was a program with male high school athletes and their coaches (Miller et al., 2013). Follow up data indicated less social approval for partner violence, as well as lower levels of reported physical, sexual and psychological aggression. Another set of programs attempted to work with a broader community such as a school or workplace to teach attitudes that would discourage all types of violence, including partner violence. Reported effectiveness of these programs was mixed, however, especially as relating to reducing levels of reported partner violence.
Overall, there does appear to be more support in the research literature for educational programs being more effective in preventing IPV than the direct intervention seen in the BIPs discussed earlier (Fox & Shjarback, 2016). Many different types of prevention programs are being developed, many using quite innovative techniques. Dill-Shackleford, Green, Scharrer, Wetterer, and Shackleford (2015) reported on using theatre to demonstrate myths about partner violence, addressing both physical and psychological abuse. The plays were shown to a general audience at a university theatre. Another type of approach that has been suggested involves working with faith-based communities



 (Choi, Elkins, & Disney, 2016). Choi and her colleagues suggest that education within these groups may be especially important for preventing partner violence in immigrant populations. Another example of this approach can be seen in work done in Minneapolis with faith-based communities within African American populations. In this project, focus group discussions were held with lay and secular leaders to discuss better ways of helping people to better understand and address potential issues with partner violence (Raymond, Spender, Lynch, & Clark, 2016).
9.2 Child Physical and Emotional Abuse and Neglect: Identification and Treatment for Parental Abusers
The situation for mothers or fathers who neglect or physically or psychologically abuse their children is quite different from procedures for those who physically abuse an adult partner. In this section, we review the various steps in identifying parents who abuse or neglect a child, and then discuss what the treatments or punishments are for those found to be abusers. As briefly discussed at the end of this section, this process is quite different for sexual abuse of a child or when a child dies, as it is for partner rape or homicide.
Child abuse was recognized as a serious problem by U.S. society long before partner violence was labeled as a social problem (see Chap. 6). Some of the first formal laws relating to identification of parents abusing their children were passed in the United States in the 1960s (Mathews & Kenny, 2008). In response to concerns about identifying those engaging in child physical or other abuse or neglect, laws were developed in the United States, as well as many other countries, requiring that people who might have knowledge of abused children or their parents report their concerns to designated authorities (Mathews & Bross, 2015). Once such laws were in place, societal institutions were developed to identify and address those found to be offenders.
Identification of child abusers is a complex process as discussed in more detail below. One issue with such reporting is that people’s personal definitions of abuse may differ. Although more common and more often fatal, neglect is even more difficult to define than abuse (Proctor & Dubowitz, 2014). Emotional abuse and neglect are even more complex and open to varying interpretations (Glaser, 2011; Runyan, 2015). See Box 9.1 for an outline of the process of addressing physical child abuse.
Once a report is made to Child Protective Services (CPS), a formal investigation is done to determine if there is merit in the report and if there is evidence that one or both parents are abusive or neglectful (Cross, Goulet, Helton, Lux, & Fuller, 2015). If abuse is confirmed, the next step in this process is the decision about what services are needed to assist the child and the abusing adult(s). Cases of neglect are often referred to other agencies if determined to be related to very low income for the family. For other forms of abuse, mental health or other services are offered for family members under the guidance of CPS. Typically, a monitoring system is also set up, and CPS case workers begin a regular monitoring of the family to make sure the abuse did not occur again.
In addition to having programs for assistance of the identified abusive families, another possibility is that the identified child may be removed from the custody of the abusive parent and placed in foster care. This occurs when it is believed that there is a high level of risk for the identified child and requires legal action by family courts. These steps in the identification are discussed in more detail in the next sections of the chapter.
9.2.1 Identification of Offenders
9.2.1.1 Reporting of Suspected Abuse
Like the situation





 for those who are violent or abusive to an adult partner, parents who abuse children rarely come forward requesting treatment or other assistance. Since children are not likely to report being victimized by their parents (in contrast to the situation for victims of partner violence), an important first step in lessening or ending parental abuse of children is the identification of abusive or neglectful parents by the broader society. This almost always means that someone else has to suspect abuse and report it to the appropriate authorities.
Laws about reporting child abuse vary across countries as well as across states within the United States (Korbin & Krugman, 2014). These laws specify what type of abuse needs to be reported, how these reports should be done, and what categories of people are required to make such reports. Generally, those mandated by these laws to report possible child maltreatment are professionals who come in contact with children through their work, and who are seen as having some level of knowledge or expertise about the characteristics of abused children. They may be able to make such reports anonymously, meaning that accused parents are not informed about who made the report or why. In other states, reporters are identified. The types of maltreatment that are suspected that must be reported vary, but generally include physical, sexual and psychological abuse as well as neglect or being abandoned (a form of very serious neglect). Suspected abuse by parents or adult caregivers is always included in laws governing mandatory reporting, but sometimes abuse by other family members or people outside the family must also be reported. Definitions of abuse have changed over time, and are believed to be more inclusive in more recent time periods. For example, infants born to mothers using illegal drugs or otherwise affected by illegal drugs are now sometimes reported as being potentially abused. Some states also mandate reporting of cases when an infant was affected by alcohol use by the mother during pregnancy. Children in homes where they are exposed to violence in the parental couple have to be reported in some states. As described above, the first step in the identification process is a formal report made to Child Protective Services (CPS) of a suspected case of child abuse. Once this report is made, CPS staff must decide whether or not to investigate, do a formal investigation if this is the decision, and if abuse is determined, to determine the appropriate response based on the level of risk for the child. The following case illustrates how a referral to Child Protective Services can be perceived by the abusive parent as a positive mechanism for obtaining help.
Case Example # 16
Karen, a 28 year old married white female with three children, came to the crisis clinic asking to see a counselor. Upon evaluation, Karen began to cry stating that she feels completely overwhelmed and doesn’t know what to do. Karen’s three children include Tevine, aged 8; Casey aged 7; and Mikey aged 4½. Karen’s husband, Andy, works for a chemical company and was recently transferred from the town of Tracy to a much smaller town, Linden. Karen was quite happy living in Tracy because she had friends and family there, but hates living in Linden because she is very isolated, is stuck in the house all day with the kids (her husband uses their only car for work) and it is getting to her to the point she yells and screams at the kids “all the time”. Karen states that her children “act like brats” and recently she hit Casey so hard she was afraid she broke his arm. The crisis clinic social worker advised Karen that she is obligated to make a report to CPS (Child Protective Services), but Karen didn’t seem bothered by that, stating she would actually like to have a CPS social worker come out to her house and help her learn how to handle the kids better.
Karen indicates that she had a complete hysterectomy 3 years ago and was told she must take hormones but she has not filled her prescription because she can’t afford it. As a result, she has chronic severe hot flashes and mood swings. She has decided to go back to her family doctor and get the hormones and has an appointment to see the doctor today. The crisis clinic social worker spoke with her husband Andy, who seems to understand what is going on but admits when he comes home at night he doesn’t respond to her needs like he should because he wants his own needs met. Both Karen and Andy are very amenable to the idea of counseling.

9.2.2 Differences in Who Reports the Abuse
There is evidence that reports of possible abuse are more likely to come from some types of mandated reporters than others. In an analysis of national U.S. data form 2010, Kesner and Dever (2015) analyzed the reports made by different types of professionals mandated to report possible abuse or neglect. The largest group of reports (30%) came from police or other law enforcement staff. Forty-four percent of these reports were substantiated. Many of reports (29%) came from people working in educational settings, but only 19% of these were substantiated. Staff in social service agencies made 20% of the reports, with 29% of these being classified as abuse or neglect. Those working in medical settings submitted 13% of the reports and 33% of these were substantiated. An additional 8% of the reports of possible abuse came from those working in mental health settings; 19% were substantiated. Reasons why some types of reporters appeared to be more accurate than others in identifying abuse were not discussed. Kesner and Dever noted that many of the abused or neglected children identified in this study had already been identified previously in earlier reports. They further noted that there were more cases of potential neglect reported than of physical abuse, especially by those working in social service agencies.
As Ho, Gross, and Bettencourt (2017) explained, as mandatory reporting laws have been refined in many states, the group of professionals now under the requirement of mandated reporting of suspected child abuse or neglect includes health care providers, law enforcement staff, social service staff, teachers, childcare providers and mental health providers. In a number of states, this list has been expanded to include anyone who might have knowledge of child abuse (called “Universal Mandatory Reporting,” Ho et al., p. 709). However, in a formal assessment of the effects of these expanded reporting requirements using a national data set from 2013, Ho et al. found that although the total numbers of reports did rise with universal reporting, many of the reports were not confirmed with formal investigation. A negative consequence of broadening the types of people making formal reports to CPS was that the staff needed to engage in more formal investigations, all of which are time consuming. Overall, only 13% of reports were confirmed. Of these confirmed reports 84% came from identified professionals and 16% from others. Thus, encouraging others to report suspicions of child abuse did not appear to be beneficial to the process of identifying abusive parents, and may cause problems because of an expansion in the number of allegations filed.
9.2.2.1 Investigation of Reports of Suspected Abuse
The process of investigating a complaint can be quite time consuming and difficult. In an analysis of national U.S. data in 2011, Cross et al. (2015) determined that about 61% of the initial reports of suspected maltreatment that were made to CPS resulted in a formal investigation. Reasons for not doing a formal investigation varied, but often related to a lack of information about how to find the parents, a lack of jurisdiction or other technical reasons. The decision to investigate as well as the outcome of the investigation varied widely across states and individual CPS offices. Smith and Donovan’s (2003) interviews of caseworkers doing these investigations demonstrated the complexities of this process. One issue that emerged from these data was that there were few formal guidelines for how these investigations should be done. Often, quite subjective judgments were made about what constituted abuse.
In a very ambitious study, Putnam-Hornstein, Needell, King, and Johnson-Motoyama (2013) analyzed both the reports made and the investigations of these reports. Their sample of potential cases included all children born in California in 2002. Any reports filed for these children up to the age of 5 were examined. Data are summarized in Box 9.3. Specific comparisons were made for White as compared to Black children. Looking first at cases where children were reported to CPS as potentially being abused, it was clear that a much higher rate of Black than White children were investigated for abuse. Overall, 38% of all the cases that were investigated were substantiated by CPS. The rate of substantiation was much higher for Blacks than Whites. The same pattern of higher rates for the Black children was seen for children who were removed from the parents found to be abusive and placed in foster care. Overall, this was the outcome for 42% of the cases determined to be abuse, but rates of Black children placed in foster care were higher than for Whites. Thus, these data imply a clear racial bias in the reporting process. To investigate this further, Putnam-Hornstein and her colleagues further analyzed the data looking only at those children born to mothers receiving public health insurance. They argued that this was the best indicator they had for identifying children in low SES families. Looking only at the children in the low SES group, the racial differences tended to disappear. Overall, there were much higher rates of reporting, substantiation of abuse and placement in foster care for the lower SES children, regardless of race. These data suggest that what appears to be a higher rate of child abuse within Black families may, instead, be a result of more of these families living in poverty. Chap. 6 discusses some of the reasons that parents may experience high levels of stress that might affect their parenting behavior when there are serious concerns about money in the family.
Box 9.3: Reporting of Child Abuse and Neglect

	 	Total population
	White
	Black

	% of all children referred for abuse
	14%
	13%
	30%

	% substantiated overall
	–
	5%
	12%

	% placed in foster care
	2%
	2%
	6%

	 	Children of Mothers with Public Health Insurance

	% referred to CPS
	–
	38%
	41%

	% substantiated
	–
	18%
	17%

	% placed in foster care
	–
	9%
	10%





Based on data from Putnam-Hornstein et al. (2013) who analyzed data from all birth records of 531,035 children born in California in 2002 and then used this to look at Child Protective Services data for children up to the age of 5.

Victor and his colleagues (2018) identified another potential bias in the investigative process. After noting the high levels of parental substance abuse and IPV found in other studies of families identified as abusive of children and families where an abused child was placed in foster care, Victor et al. used data from a statewide child welfare agency to better understand the role of parental substance and IPV in the parents or caretakers when neither had a direct relationship to the suspected abuse or neglect. The final sample included over 150,000 alleged perpetrators who were investigated by CPS, but neither IPV nor substance abuse was mentioned in the initial complaint. Outcomes of these investigations were either no evidence of abuse, weak evidence or strong evidence of abuse. Only in cases of strong evidence, was the family determined to have substantiated child abuse. Analysis of the data indicated that when substance abuse was identified in the family, the odds of the family being determined to be abusive were more than three times higher that if there was no substance. The presence of IPV nearly doubled the odds of a determination of abuse. When both were present, the odds were nearly five times higher. Thus, in spite of the face that there was no evidence that these issues of substance abuse or partner violence in the parents were directly related to how they interacted with the children, the mere presence of these factors led to caseworkers being more likely to decide that the family was abusive.
Because of these types of limitations, many attempts have been made to improve and formalize the investigative process. In one such example, Camasso and Jagannathan (2013) proposed a formal mathematical approach for the investigations. However, our personal assessment was that this type of very formal approach would not solve problems relating to the types of definitional and subjective judgements required. They would also have little effect when there were external pressures on the agency and the caseworkers doing the investigation that might impact the decisions made.
9.2.3 Responding to a Determination that Child Maltreatment is Present
Just as the reporting process varies across regions within the United States, so does the process of determining what to do if abuse is verified. The circumstances of the family and the child have to be considered (Font & Maguire-Jack, 2015). Decisions depend on specific agency factors such as whether or not there has been recent publicity about a particular case of highly abusive parenting. The overall case load of the CPS office may also be a factor. The first basic decision is whether or not the maltreated child should remain with the abusive family.
9.2.3.1 Protection for the Abused Child
If a parent is determined to be highly neglectful or abusive, there is a very real potential danger for the child. Damashek, Drass, and Bonner (2014) noted that 1500 children died in the United States in 2011 because of some form of child maltreatment. In a more detailed analysis of deaths of children in the state of Oklahoma that were associated with child maltreatment, they found that about half of these deaths were due to inadequate supervision of the child by the parent leading to a fatal accident. Other deaths were directly caused by the parents and were classified as homicides. Overall, more boys than girls were homicide victims. Deaths relating to inadequate supervision tended to occur more for somewhat older children (4 as compared to 2 years of age) and for children living in homes with 3 as compared to 2 children. The most common cause of death was drowning, often related to lack of supervision of bathing. Death is the worst outcome, of course, but serious injuries may also result from neglect or physical abuse (see Chap. 6).
9.2.3.2 Removing the Child From the Home: Placement in Foster Care
Once a determination is made that the situation



 is abusive, the first question is whether the parents are willing to work with CPS to improve the situation for the child. Glaser (2011) pointed to concerns if the caregiver was not willing to cooperate or was unable to make necessary changes. In such situations, it may be necessary to remove the child from these caregivers and place her or him in alternative housing. In their 2011 data, foster care placement varied from a low of 2–14% of the cases investigated (in California) to a high of 28% (in Hawaii) (Cross et al., 2015). Although removing the abused child from the parents and placing her or him with other, typically paid caregivers or foster parents, is sometimes determined to be the best way to protect the child from future abuse, this is generally not a desired outcome. Clinical psychologists are sometimes asked to assess the child’s mental health, and testify in court in formal custody hearings.
Sometimes, a child is placed temporarily in foster care, when there is a question about the best long-term option for that child. When this occurs, the birth parent[s] are encouraged to have regular visits with the child, but these are done under the supervision of an employee of CPS (Saini, Van Wert, & Gofman, 2012). This supervised visitation is often a stressful situation for the social worker (who needs to observe the patterns of interaction between the child and the parent) and for the parent who knows she is being observed. Such visits are necessary, though, for the parent and child to maintain emotional bonds and to ease reunification if this is the final decision made.
There is a clear desire to find a permanent solution for the child as soon as possible (Aguiniga et al., 2015; Brown & Ward, 2014). Without permanent caregivers, the child may have difficulty in developing attachment with the current caregiver. Strong child-parent attachment is believed to be necessary for developing good relationships throughout one’s life and are especially important for infants. A permanent caregiver is more likely to understand the needs of the child and help the child develop a sense of trust in the world. Aguiniga and her colleagues (2015) worked with a program that involved training some of the CPS staff to assist in helping foster children find a permanent placement. They provided data about what types of placements were developed in a sample of 311 cases. The most typical situation was that the child was reunited with his or her birth family, although this tended to be least likely to happen if the parent was using drugs or had serious mental health difficulties. Permanent placement with some other family member, or with the temporary foster caregiver was the next most common outcome. Although adoption was often believed to be an excellent situation, this was relatively rare, especially for older children and for African American children.
In a related study of adoption as a permanent solution for foster children, Scott, Lee, Harrell, and Smkith-West (2013) analyzed barriers to adoption among family caregivers who had assumed legal guardianship in the state of Florida. Such a placement was seen as preferable to placement with a non-family member. One benefit was that continuing contact between the child and the birth parent was facilitated when the child was living with a family member. Often, these caregiving family members reported not wanting to move to formal adoption of the child. This was primarily for financial reasons, and because of concerns about pressure from other family members and/or the birth parents not to do a formal adoption. In a review of the published literature, Hegar and Maria Scannapieco (2017) argued that adoption or guardianship by family members led to more beneficial outcomes for the children placed by CPS, even if the abusive parent was living in the same household. They pointed to evidence that there was evidence that the percentage of such placements was increasing, suggesting that others, too, perceived this type of placement as a good option.
Many have critiqued the system of foster care for a variety of reasons (e.g., Wildeman & Waldfogel, 2014). As Villodas et al. (2016) have found, many of the children placed in foster care show evidence of post-traumatic stress (see Chap. 3) as a result of their prior experiences of being abused by their parents. Their placements can be unstable, possibly because their PTSD may result in them being difficult children for the foster parents. Sometimes the foster parents find it impossible to care for these traumatized children. This creates a situation where this is a need to assign a different foster parent when problems appear. The lack of stability in their placement is associated with continuing mental health difficulties for the children. In a very careful analysis of the data on children in foster care as compared to children living with abusive or neglectful parents, Wildeman and Waldfogel (2014) concluded that both groups suffer from a variety of problems including higher rates of mental health problems and homelessness as adults, lower rates of educational attainment, and poorer employment histories. There was no clear evidence that foster care led to better or to worse outcomes for these already troubled children, especially if their birth parents continued to be abusive.
9.2.3.3 Underlying Goals of Child Protective Services
As society has worked to address child abuse, a number of different strategies have been attempted. These have changed over time. Current national priorities in the U.S. today are probably best found in publications of U.S. government agencies. In a non-technical publication, the U.S. Centers for Disease Control (https://​www.​cdc.​gov/​violencepreventi​on/​pdf/​essentials_​for_​childhood_​framework.​pdf) outline three major goals in their publication on Essentials for Childhood: Steps to Create Safe, Stable, Nurturing Relationships and Environments (2014). These goals are safety for the child (defined as freedom from fear and security from physical or psychological harm); stability (predictability and consistency in the child’s social, emotional and physical environment; and nurturing (having a caregiver who is sensitive to and meets the needs of the child).
As Whitt-Woosley and Sprang (2014) explained, since the Adoption and Safe Families Act was adopted.in 1997, federal policy mandated that the protection of the child from future abuse should be the most important concern for CPS. This was a change from earlier views that family preservation was the primary goal, to be achieved if at all possible. This law was passed in response to reports of children who were returned to their abusive families and then continued to be abused (or even killed). Another concern was that when children were removed from the family and assigned to foster care, they often lived in very unstable situations because of the need to continually seek family reunification. Case workers, though, have personal views on these issues. As Fluke, Corwin, Hollinshead, and Maher (2016) found, it was the newer child welfare staff who were most concerned about child safety, while the older, more experienced staff saw family preservation as more important.
9.2.4 Working With the Abusive Families
Once the decision


 has been made that one or more children in a family are being maltreated, either through physical abuse or neglect, and CPS chooses not to place the children in foster care, the child welfare system works with the abusive families to improve the conditions and create a safer situation for the maltreated child or children (Stephens, Gopalan, Acri, Bowman, & McKay, 2018). Working with these families can be quite difficult. As Stephens and her colleagues explained, the parents may be angry with the investigation process and with the whole role of CPS. Once the case workers begin to make recommendations about what must be done to better protect the children, parents may resent these requests. They may feel forced to comply, since there is the threat that the children could be taken away if they don’t cooperate. This can lead to a feeling of helplessness in the parents. In describing this situation, Stephens et al. stressed the importance of working cooperatively with parents, and seeing their role as providing social support to help them become better parents. At the same time, they noted that case workers often have a large number of families they work with, and may not have sufficient time to develop this supportive approach. As Chap. 10 explains, often case workers have limited training for their difficult jobs. Many experience burnout and other negative reactions to their jobs. The fact that many CPS staff work


 with families from different cultures or racial groups may also create barriers to communication between case workers and the families they work with (Brown, Hansen, & Saxe, 2018).
Along with providing advice themselves, CPS staff often recommend that the parents and children enter some type of formal program. Some of these are briefly described below. These programs are discussed in more detail in Chap. 8, since the focus of many of these programs is not only helping the parents gain parenting skills, but also helping the traumatized children. As Brown et al. (2018) explained, participation in these programs is mandatory for the parents and children, making these mental health programs function differently than they normally would as voluntary programs. The CDC publishes information providing details about how various programs might be implemented (Fortson, Klevens, Merrick, Gilbert, & Alexander, 2016).
9.2.4.1 Programs for Parents of Abused Children
There are many types of programs. Once a parent is determined to be abusive, they may be asked to participate in a parenting program being conducted by a local hospital or social service agency. These may be designed to help mothers or, sometimes both parents, develop skills to enable them to interact with their children in a positive way, and, in this way, prevent future child abuse (Baker, Brassard, Schneiderman, Donnelly, & Bahl, 2011). Some programs even target potentially abusive mothers. These programs have been used to prevent child fatalities, and include education about safe ways of interacting with children (Krugman & Lane, 2014). All of the programs require participating parents to confront their abusive behavior (Brown et al., 2018).
SafeCare



 is a home-based program intended to work with parents of very young children who are neglecting their children (Proctor & Dubowitz, 2014). Parents are taught about how to manage children in nonabusive ways, as well as being given information about household management and home safety. Information about how children develop over time is also provided. This program has received some supporting data, and is often used in conjunction with other services. Rosenblum et al. (2017) outline another similar program that provides parenting skills for abusive mothers called MomPower. Other programs are discussed in Chap. 8.
Programs for parents may be incorporated into BIPs. As discussed in Chap. 6, there is clear evidence indicating a relationship between partner violence between the parents and negative effects on children. In response to such concerns about the effects of IPV on the children of the violent couple, a number of programs have been developed to assist the female victims of partner battering and their children (e.g., Macy, Rizo, Guo, & Ermentrout, 2013). In many cases, the women are mandated to attend such programs when the violent male partner is arrested, or when they, themselves are arrested for partner violence. One such program is called MOVE (Mothers Overcoming Violence through Education and Empowerment)

 (Turner, Gilbert, Hendricks, & Demaree, 2006). This program included both safety training for the mothers as well as teaching parenting skills. The sessions also served as a support-group for the mothers.
In an assessment of a MOVE program, 73 women either referred by Child Protective Services or by the courts involved in an IPV case were assessed to determine if participation in the program led to reductions of partner violence (Macy et al., 2013). Data indicated that 3 months after completion of this 13 session intervention, there were reported reductions in male partner violence as well as in violent of the woman toward her partner. [However, rates of violence were slightly higher at the 3 month follow-up before they declined by the end of the 13th session of the program]. The researchers noted that the sample of women in the program were generally highly educated, with 70% having some post-secondary education. About half of the women identified their race as African American or Black.
9.2.4.2 Other Responses to Child Abuse
Ideas about providing more safety for the abused child in other ways are being developed. In one example of this, Nelson-Dusek, Rothe, Roberts, and Pecora (2017) report on a program that goes beyond the immediate family, and asks for involvement of other family members and friends in assisting in ensuring the safety of the children. The parent (generally the mother) was asked to work out a plan for the future safety of her child and to think about who could be called upon for help among family and friends. Parents often interpreted this as thinking about who they could call on if they were feeling frustrated by their children. Doing this planning was seen as difficult but necessary by the participating parents. Very preliminary data were collected to determine how well this program would work. Difficulties in finding families to participate were noted, although those who did get involved in this pilot program had positive comments.
9.2.4.3 How Effective are Programs Treating Child Abuse Offenders?
Overall, the evidence supporting the effectiveness of any the types of programs discussed above is mixed, at best. Unfortunately, few of these programs have been tested in a randomized, controlled study (Batzer, Berg, Godinet, & Stotzer, 2018). Existing evaluation data does not indicate strong effects, at least in preventing future abuse (Euser, Alink, Stoltenborgh, Bakermans-Kranenburg, & van Uzendoorn, 2015: Finkelhor, 2018). Studies have indicated that sometimes the abuse gets worse over time after the family enters a treatment program if the child remains with the abusive parent (Yampolskaya, Greenbaum, Brown, & Armstrong, 2015). Many programs do show positive effects for some families, but none are completely effective in completely overcoming parental abuse or neglect in all the participating families (Fortson et al., 2016).
There are a number of reasons for lack of evidence-based treatments for parents who maltreat their children. Haskett, Neupert, and Okado (2014) outlined some of the complexities in evaluating parenting programs. First, parental behavior changes over time and may be dependent on personal issues in the lives of the parents. Their empirical data also indicated that parental behavior often became more abusive once CPS was involved in working with the parents. Second, programs may not target important issues beyond physical abuse or neglect. In a review of ten apparently evidence-based parenting programs identified by SAMSHA, Baker et al. (2011) found that none of these dealt adequately with issues relating to psychological maltreatment of children by caregivers and urged that this be given more attention. Special issues arise when parental neglect is not intentional, but is related to poverty in the family (Mathews & Kenny, 2008).
Another type of family that appears to be at risk for child maltreatment is military families (Milner, 2015). As Milner described, military families may be forced to relocate frequently, making it difficult to develop close relationships with others outside the family. The nature of being in the military is associated with high levels of stress for the active duty member as well as other members of the family. These families have also had high rates of partner violence. In response to these concerns, the military Family Advocacy Program (FAP) has been working to provide a number of services to their families. One is general education about all forms of family violence. In addition, FAP staff do investigations of suspected abuse and encourage others on the base to report suspicions of abuse. If abuse is verified, they work with abusing parents to develop better parenting skills. In some cases, the active duty parent may be separated from the military if the abuse is severe, so there is an added incentive for these parents to end or change their abusive behavior before it is reported. Perhaps as a result of these programs, the rates of reported child maltreatment and the rates of substantiated reports are both lower than in the general U.S. population (Milner, 2015).
9.2.4.4 Should Child Protection Goals Be Changed?
As noted above, current policy is that the protection of the abused child from physical harm should be the most important goal of CPS, but it does not appear that we do a good job of meeting this goal in the U.S. In an analysis of programs for addressing child abuse in England and Australia, as well as in the U.S., Broadhurst and Mason (2017) argued that the strong focus on protecting the abused child in all these countries may have been misguided. As they point out, data indicate that many children who are removed from the home are upset by this and often make strong efforts to reunite with their birth family as adults. Policies encouraging removal of children may also create many difficulties for the offending parents. They often experience grief over the loss of a child, and the mother may become pregnant again as a response to this grief. Court documents related to the removal of the child become lasting evidence of their failure as parents. Whitt-Woosley and Sprang (2014) further build on these arguments supporting making greater attempts to help families found to be abusive to function in less abusive ways. They note that many of the criteria used to determine that a child should be removed are much more likely to apply to poorer families, creating a basic injustice.
Other goals for CPS have been suggested by other researchers. Hart and Glaser (2011) argue that increased attention should be given to emotional abuse as well as to physical abuse and neglect. Wald (2014) further broadened these program aims to suggest that another goal should be to help children develop social and academic skills they will need as successful adults. Methods for achieving this goal are not as clear. Other goals mentioned by Wald such as helping children lead happy and healthy lives may be less widely accepted and may be goals that require societal changes rather than relying solely on parents.
9.3 Child Sexual Abuse: Identification and Treatment for Parental Abusers
9.3.1 Identification of Parents Who Sexually Abuse Children
As has been discussed, when there is a suspicion of physical abuse or neglect of a child, CPS investigates these complaints. If confirmed, a program is developed to either remove the maltreated child from the home, or work with the abusive family members to lessen the abuse. However, suspected child abuse is treated quite differently by agencies in the U.S. (see Box 9.1). Suspicions of sexual abuse from parents or siblings may be reported by any of those mandated to also report physical abuse or neglect. Or it may be reported by the child who is being victimized. When there is suspected sexual abuse within the home, a criminal process is initiated, and there is a police investigation rather than a CPS investigation. Evidence is presented in a court case, and if found guilty, the abuser is jailed (Heger, 2014).
Since there may be less physical evidence of sexual abuse than of other forms of child maltreatment, it may be difficult to determine if sexual abuse has occurred. As Heger (2014) explains, a medical exam is generally required, although this may not provide definitive evidence. There is rarely injury in the genital region that would clearly demonstrate abuse. There is also limited information about the normal appearance of the genitals in young children which might allow the examiner to see if there were clear abnormalities or evidence of genital sexual activity. If there is evidence of the child having a sexually transmitted infection, or being pregnant, this is seen as relatively clear evidence, but this is not common.
Generally, the child’s testimony about what has occurred is needed to substantiate suspected sexual abuse. As discussed in Chap. 6, there was a period when investigators used leading questions that led to children accusing a parent or caregiver of abuse that apparently never happened. As a result of this, new interviewing techniques have been developed to avoid such leading questions so that the child’s testimony is more reliable.
Possibly because of the resulting criminal prosecution, when children disclose abuse, the results are not always positive for the child. There may also be emotional trauma for siblings or others in the family (Schreier, Pogue, & Hansen, 2017). Looking at data from a clinical sample of adults seeking treatment at an outpatient trauma clinic for earlier sexual abuse as children, Swingle et al. (2016) found that that majority of their sample did not disclose the abuse as children. When they did tell someone, it was most often a parent. In the majority of cases, disclosure was not met with supportive action, and often the abuse continued. The large majority of the sample also reported that there was partner violence in their household. As discussed in Chap. 4, a battered wife may not feel she can do anything to stop sexual abuse from the partner who is abusing her, and, thus, may not be willing to do anything for the child who reports this to her.
Sexual abuse may not be reported or investigated at the time the abuse is happening. The following case illustrates how sexual abuse, even abuse that is long-lasting and cuts across many victims, can be kept “secret” in the family for an extensive period of time. However, if just one of several victims reports the abuse, those victimized in the family can access help and the perpetrators punished and provided with help. This case also demonstrates the extensive trauma that sexual abuse causes for the victims and how victims within a family can serve as positive social support for each other.
Case Example #14
Janet is a 25 year-old white female who came to the crisis clinic, at the referral of a local judge, for an appointment with an outpatient therapist for counseling. Janet is married, has a 4 year old daughter and is currently pregnant. Janet revealed that she and her three sisters have a history of extensive sexual abuse from their biological father occurring over the course of many years. The abuse was a well-kept family secret until the oldest sister left home; she then confided in Janet and her twin sister Becky about her own abuse and then they admitted that they had also been abused by their father. The oldest sister Katie, was abused from age 8 on, with her father forcing her to have intercourse with him 3–4 times a week. Janet states she was fondled but never had sexual intercourse with her father, although Becky did. The lid was blown off the whole thing when the youngest sister Edie, now 15 years old, was approached by her father for intercourse after he had insisted on taking nude photos of her. Edie then rode her bike over to the judge’s home (the judge is a long-time family friend) and told her about what was going on. The judge was furious, called child protective services, and insisted that Edie be removed from the home. Edie is now living with Janet. The father was arrested and taken to the police station, however the older sisters could not press charges because their abuse occurred too long ago. Edie’s mother insisted that Edie forgive her father which infuriated Edie and she no longer wants to go home to her mother even though the father is now living in a different town while the criminal case is working its way through the court. Currently, both parents are attending an incest perpetrators group. Janet and Edie wish to obtain counseling together because Edie is afraid to come without her sister present because she would like to deny the whole thing, yet at the same time, knows she needs help. Janet is, for the first time, feeling truly enraged and feels she and her sister both need help- the older sisters are living elsewhere. I contacted one of our clinical psychologists who specializes in treating victims of sexual abuse and she agreed to see both sisters next Friday. Both sisters are also interested in attending our incest survivors group.

9.3.2 What Happens to the Convicted Abuser and the Rest of the Family?
If there is evidence


 that the suspicions of sexual abuse have merit, these cases have a formal court process, and if convicted, the offender is typically jailed. Once jailed, some type of treatment programs may be offered, but this is not always the case. The length of jail time depends on assessments of the likelihood of recidivism. After release from jail, any sex offender involved with children has to register as a sex offender, and various requirements regarding housing and contact with children are present (Grossi, 2017).
While in jail, the offender may be required to attend a program for sex offenders. As Finklehor (2009) discussed, many of these programs for sexual abuse offenders were directed at all types of convicted child sex offenders. Sexual abuse within the family was a relatively small group within this larger group. Thus, specific data on family sexual abusers were not readily available. In a more recent international review of the offender literature, Langstrom et al. (2013) also noted this limitation. Many of the programs involved group therapy, using cognitive-behavioral principles. Both Finkelhor and Langstrom et al. concluded that the data supporting the effectiveness of these programs was limited.
Given the lack of demonstrated effectiveness in the existing sex offender programs, both Finklehor (2009) and Langstrom et al. (2013) have pointed to educational programs for children as a preventive method of addressing this issue. As Del Campo and Fávero (2019) found after reviewing 70 studies examining these programs, these tend to be administered through schools. They typically provide knowledge to children about the issue of child sex abuse, and educate children about their right to have control over their own bodies. They encourage children to report attempts to abuse them sexually. Such programs appear to be helpful to the children exposed to them, although there is little formal evaluation data.
When a family member, often the father, is convicted of child sex abuse, there are often problems for the remaining family members (Vaughan-Eden, 2014). The mother may be upset about the jailing of the father, and may blame the abused child for this. At the same time, CPS staff often wonder why the mother did not report the abuse earlier or stop it from happening. Negative assessments of the mother, the non-offending parent, may lead to removal of the child victim, as well as other children, from the home. Other mothers may blame themselves for not being aware of the abuse and protecting their children. This might also have negative effects on the dynamics of the family (Vaughan-Eden, 2014).
9.4 Child Homicide or Death From Neglect: Identification and Treatment for Parental Abusers
As is the case for sexual abuse, when a child dies, a criminal process is initiated, and there is a police investigation rather than a CPS investigation. Evidence is presented in a court case, and if found guilty, the abuser is jailed (Krugman & Lane, 2014). Although these cases are not common, they do occur. According to the United States Department of Health and Human Services (2017), it was estimated that 1670 children died from physical abuse or neglect in the U.S. in 2015. The largest group of deaths was for children 1 year old or younger. Boys were more likely to die than girls. Rates were highest for African-American children and lowest for Hispanic children. About 70% of those who died had suffered from neglect, while 44% had experienced physical abuse. (Some had experienced both). More than 75% of these deaths were caused by parents of the children.
Looking at a smaller sample, Whitt-Woosley, Sprang, and Gustman (2014) compared a set of 50 families under the supervision of CPS with another 15 families from this same agency where there was a child fatality and compared this group with 35 families who had experienced a near-fatal event. Both types of families were compared to CPS families where no fatality had occurred. One major finding was that the fatal or near-near fatal aggressor was much more likely to be a male, whereas the majority of abusers in the non-fatal child maltreatment were mothers. The fatal group was also associated to a higher degree than the comparison group with partner violence (see Chaps. 4 and 6) as well as to previous violence toward the child.
In another analysis based on reports of 135 case workers who had experienced the death of a child in their case load, Douglas (2013) reported that these deaths occurred in families that they had been closely monitoring. Thus, this sample consists only of families already under the supervision of CPS. Many of the children died because of neglect or lack of parental supervision. In 36% of the total group of cases in which a child died, the mother was determined to be the offender, while the father was the offender in 20%. Step fathers were responsible in 19% of the cases. Other family members were blamed in the other cases. Family characteristics included parental unemployment or other major negative life events that probably added to parental stress. Many of the families were seen as socially isolated. Mental health issues in the parents were also noted. When infants had died, there was more likelihood of parental alcohol or substance abuse. When the deceased child was older, the parents were more likely to have reported the child as being “difficult.” The case workers did note that these families had not taken advantage of the many social services available to them.
Jaffe, Campbell, Olszowy, and Hamilton (2014) identified one special risk factor for fathers who kill a child in their review of their own research in Canada. It appears that some fathers who are physically abusive toward their female partner may have been motivated by anger at the mother, especially when she was trying to leave the abusive relationship. (As noted earlier, this situation may also result in his killing of the mother). One of the distinctive signs of a potential child homicide by the father was found to be prior threats to kill a child (Jaffe et al., 2014).
Although not common, women were more likely than men to be acquitted for homicide because of insanity (Ferranti, McDermott, & Scott, 2013). This was true for 18 or the 47 women in the sample. The one man who had killed his child targeted his adult child. Both the men and the women in this study were hospitalized in a facility for the criminally insane for their homicide offense.
9.5 Abuse of the Older Adults in Family Settings
Abuse of older adults can take the form of physical, sexual, or emotional abuse or neglect of adults aged 60 or older (Beach, Carpenter, Rosen, Sharps, & Gelles, 2016; Roberto, 2016; Teresi et al., 2016, see Chap. 7). Neglect (not providing needed care) is another form of abuse, and is the most commonly found. One form of neglect is abandonment, which might involve leaving an older person at a hospital or other location with no information about who the person is or how to contact family (Rzeszut, 2017). Unlike other forms of family abuse, financial abuse is also considered to be a form of abuse and is one of the most common forms of elder abuse. Financial exploitation is especially difficult to detect and prosecute since it requires a psychological assessment of the decision-making ability of the potentially abused elder (Gibson & Greene, 2013). Although any of these forms of abuse can occur in nursing homes or other institutional settings, the focus here is on the perpetrators of elder abuse occurring within the family setting.
The abuser in a family setting is most often the partner or spouse or an adult child of the older person (Bernal, 2017). It might be another family member as well. As Beach and his colleagues point out (Beach et al., 2016), the partner abuse of an older adult can either be a continuation of earlier partner abuse, or it can be initiated when one partner is caring for the other or becomes cognitively impaired. Cognitive impairment in the partner can lead to sexual demands that cause injury or to forced sex may occur. Another pattern sometimes seen is that a formerly battered woman may herself become abusive as her male partner becomes frail.
9.5.1 Reporting and Investigating Suspected Elder Abuse
The situation for elder abuse is similar in many ways to that of child abuse. Although abuse may be reported by the older person her or himself, this is relatively rare (Jackson, 2017). Laws vary by state, but most now require reporting of suspected elder abuse by a large group of professionals such as health care providers or employees of financial institutions who might gain knowledge of abuse through their work (Crandall et al., 2016). Reports may be made to Adult Protective Services or to the police. States vary in terms of the procedure that needs to be following in making a report (Mukherjee, 2011). After a report is made, as in the situation for reports of child maltreatment, the agency staff need to make a determination about whether a formal investigation is needed. If so, the investigation is done and a decision is made about what needs to be done.
As Jackson and Hafemeister (2015) and Jackson (2017) explained, there are a number of reasons that many cases of elder abuse are not identified nor reported. One reason for this is that people doing investigations, and the applicable state laws, may have varying definitions about what constitutes abuse. In addition, the maltreatment is often hidden from others. Many older adults who are living at home may have little regular contact with those outside the family. Another reason is that even those states with reporting requirements for various groups may not enforce them (Bernal, 2017). Thus, there may not be a strong incentive to report, especially if one is not certain whether abuse is actually occurring or not. Sometimes a report is made only when the observer is concerned about very serious harm to the older person.
Evidence of physical harm of an elderly person is not always clear. Carney (2015) provides some of the indicators that medical staff might use. In a study of five hospitals with trauma centers, Friedman, Avila, Rizvi, Partida, and Friedman (2017) found that only 57% of the 111 cases of physical trauma to a person aged 60 or older were reported to Adult Protective Services or to the police. Many of the cases involved someone who had been brought to the hospital for earlier trauma, implying a long-term pattern of physical abuse. Crandall et al. (2016) argued that many of the mandated reporting professionals are not well trained to recognize signs of elder abuse which may explain these hospital data.
The outcome of an investigation may be that the abusing caretaker is asked to move away, and a restraining order is issued requiring them not to go back to the home of the abused older adult. Unfortunately, this outcome may not be seen as desirable for the older adult, who values the caretaking of the accused offender. Another possibility is that the older adult determined to be abused is removed to a nursing home (Jackson, 2017). This may be more likely when the older adult has been judged to have reduced cognitive capacity. Given the possibilities of these undesirable outcomes, the potentially victimized older adult may refuse to have an investigation done after a report is made, which is possible in some states, but not all (Jackson, 2017).
Those determined to have committed elder abuse may be prosecuted and jailed if found to be guilty. One group of abusers that have been largely ignored, and who are likely to be the worst offenders are those with serious mental illness (Labrum & Solomon, 2015). Research suggests that although most of those who are mentally ill are not violent, this group are from 2 to 8 times more likely to be violent than others in the general population, and much of their violence occurs within the home. This violence may be directed at any family member or close associate, but might include older members of the family. Labrum and Solomon argued that older adults might be especially likely targets of those with serious mental illness, and that such individuals need to be identified and given treatment before serious violence occurs. Once they have been violent, these offenders may be institutionalized in a hospital for the criminally insane.
9.5.2 Societal Responses to Confirmed Reports of Elder Abuse
Attitudes about elder abuse have changed in major ways since the 1950s (Jackson, 2016, 2017). With increasing life spans and more and more older widows living alone, and often in poverty, many people became concerned and urged that the government take some action. Protective legislation was included in the Older American’s Act of 1965 to help needy those who were seen as not being able to take care of themselves. Jackson (2016) argued that these efforts led to high levels of institutionalization of older adults, which many saw as an undesirable outcome. As the issue of child abuse gained attention in the 1970s, physicians and others argued that some of the older members of the population were also being abused by their caretakers. Corresponding to the battered women’s movement with advocacy for arresting partner batterers, there was increasing demand that those who abused a dependent older adult should be arrested and punished.
Social services have continued to respond to cases of elder maltreatment and to develop preventative programs. Just as there are attempts to identify parents at risk for child abuse, there are also programs that attempt to prevent or help caretakers deal with elder abuse (Hattery & Smith, 2017). Such programs are targeted to an adult child of an older parent or other relative. Physicians may refer these adult children to an existing program or suggest institutionalization of the older adult when this person is brought for a medical checkup. However, such programs are much less common than those available for potentially abusing parents of young children (Moore & Browne, 2017). Hattery and Smith argue that older adults are not seen as being as needy as young children. This may be changing, though. As part of the Patient Protection and Affordable Care Act passed by Congress in 2010, some funding was made available to improve the government response to suspected abuse of the elderly (DeLiema, Navarro, Moss, & Wilber, 2016). However, Teresi et al. (2016) argued that much more research is needed on the prevention of elder abuse. They outline a number of ways such programs might be developed based on models from child abuse or partner violence programs.
9.6 Conclusions
As discussed, there is both a social services approach and a criminal justice approach toward perpetrators of each of the major forms of family violence discussed in this chapter. Unfortunately, programs to try to cure these perpetrators and keep them from being physically abusive or highly neglectful have not been highly successful. It appears that prevention may be more successful. It is interesting and reassuring to note that reports of confirmed cases of both physical and sexual child abuse have been gradually declining in the U.S. since the early 1990s (Sedlak & Ellis, 2014). However, there has been no similar major decline in reported cases of neglect. Neglect is the largest category of all forms of child abuse and maltreatment now as it was in 1993. But, neglect of a child may be more related to lack of ability to provide adequate care and may not be as affected by underlying attitudes. Evidence of attitude change can also be seen in regards to the acceptability of spanking as a form of discipline. Although once widely accepted, attitudes of the general public (Ryan, Kalil, Ziol-Guest, & Padilla, 2016) and among professionals working with children (Taylor, Fleckman, & Lee, 2017) have shown large declines in the view of this practice which has been linked to child abuse.
9.7 Summary
This chapter discusses issues relating to the identification of family violence offenders and the many ways in which U.S. society attempts to either work with offenders to help end partner violence or abuse of a child or an older person in the home. In some cases of extreme violence or neglect, sexual abuse, or homicide, the offender is sent to jail if found by the courts to have committed the crime.
Looking first at partner violence, the most typical situation is that the offender is identified when the abused partner calls for police assistance. Although it is impossible to know for sure, it appears that a relatively small proportion of battered spouses or partners do seek police assistance, so in many cases, nothing is done to stop offenders. When police are called, they do not always respond, and if they do go to the location of the on-going abuse, they may not arrest the offender. Arrests can involve both partners if there is mutual fighting occurring. Once arrested, present practice is that the violent party (or parties) are released from jail relatively quickly, but are expected to participate in a batterer intervention program (BIP). These programs take many forms, and none have strong evidence of being effective at stopping partner violence. Other forms of partner abuse, such as rape or homicide, typically result in arrest and criminal prosecution, with jail terms as a likely consequence if found guilty. Since BIP participation does not appear to stop partner violence, the CDC now recommends that general education programs to help people understand that violence should not be tolerated. Preventing violence or stopping it when first done may be a better long-term solution to problems of partner violence than trying to change batterer behavior.
The chapter next turns to the issues surrounding child abuse or neglect. Here, the situation is quite different and many types of professionals are mandated by law to report any suspicions of child abuse or neglect. Such reports are made to Child Protective Services (CSP) which typically, but not always, do a formal investigation of the family to determine if maltreatment is occurring. If this determination is made, the family may be offered any needed mental health or other services and education to help find better ways for the parents to interact with the child. If the child appears to be in serious danger of harm, the child may be removed from the family on a short-term basis and may eventually be placed in permanent foster care or offered to other families for adoption. Abusing parents and children are often asked to participate in some form of family therapy. They are also monitored by CPS.
Issues relating to identifying offenders for elder abuse and the results of these investigations for perpetrators are next discussed. Both criminal prosecution and removal of an offending person may occur if elder abuse is found to be happening.
Although evidence for the effectiveness of any of the reported programs for getting any of these types of perpetrators to end their abusive behavior is not strong, there is evidence that work on changing societal attitudes can be effective if continued over many years.
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This chapter addresses the experiences of the people who are paid or volunteer to assist the victims of family violence. As other chapters in this book have explained, victims of family violence experience a range of psychological reactions to the abuse they have received, as well as having concerns about physical injury and psychological abuse in the future. Helping these victims is essential for their well-being. Such help is provided by staff in public and private agencies, as well as by counselors, who may or may not have formal academic training in their area of practice. These staff may work in Child Protective Services or in Adult Protective Services (see Chap. 9). Assistance may also be provided by paid and unpaid staff as victim advocates or shelter staff in shelters for battered women and by those who work as private counselors or as staff in mental health centers (see Chap. 8).
At least some of the staff who work in these fields have had personal experience as survivors of some form of family or partner abuse including when they were children (Frey, Beesley, Abbott, & Kendrick, 2017; Lee, Pang, Lee, & Melby, 2017). This pattern of experiencing a high level of experience with abuse or neglect as children has been seen in a survey of MSW students at a social work program in the U.S. (Thomas, 2016). One reason these students and staff may select this field is that being able to help others with similar issues may be empowering for them and/or a way to pay forward the help that they received. Some students in social work explicitly express feelings of being called to help others (Newell & Nelson-Gardell, 2014). However, although many are drawn to the idea of being able to help other people with personal problems, such as being victimized by some type of violence in their family or from a romantic partner, Our work has indicated that the reality is that those who choose to work in this field may find it more challenging than expected (Kanno & Newhill, 2009). Perhaps because of this, as will be discussed, turnover is relatively high for those who provide services to those victimized by family or partner violence (Kim, 2011).
In this chapter, we explore some of the frustrations and difficulties that caregivers of those who are victimized may experience, keeping in mind that the negative responses to these work situations are not universal and not all caregivers experience these negative reactions to their work. We focus on those who provide services relating to child abuse and neglect, intimate partner violence (IPV), or abuse or neglect of older adults. We first examine data on the backgrounds of such service providers, and the nature of what they do within these three fields. We also outline some of the commonly experienced problems faced by service providers, and then describe some of the negative and positive reactions to these problems. Finally, we conclude with advice about what can be done in the workplace, and how service providers need to take care of themselves through various forms of self-care. To illustrate these issues, we include a real-life case example from one of the authors’(Newhill) practice experience at the beginning of her career. This case will be divided into excerpts connected to the different topics addressed in this chapter.
10.1 Who Are the Providers of Services?
As discussed earlier in Chaps. 8 and 9, those who provide assistance in some way to victims of family violence are quite diverse. Looking first at education levels, one can find a wide range of educational attainment among this group. Formal educational training


 can include Ph.D. degrees in Clinical or Counseling Psychology, although this is relatively rare. Some of these staff have a Masters degree in Social Work (MSW

 degree) or Counseling (MA degree in Psychology or Counseling). Others may have only a bachelor’s degree in social work (BSW

 degree), or in other fields (often in psychology, but not necessarily). A small number are not college graduates at all and may serve as volunteers. Thus, the amount of training varies greatly, and, as will be discussed, this can have an impact on job turnover and negative reactions to the challengies faced in their work as service providers.
Knowledge about child abuse, intimate partner violence (IPV), elder abuse and/or other forms of family violence would be expected to be greater for those educated in the field of social work than those earning degrees in other fields. Both of these groups would have more knowledge than who are not college graduates. Information about the dynamics of family violence would not be expected within the typical curriculum for non-social work fields, although relevant course work might exist at some institutions. Looking at textbooks within different fields outside of social work, one can find a few books in psychology (e.g., Barnett, Miller-Perrin, & Perrin, 2010; Frieze, 2005) and sociology (Hattery & Smith, 2017) that discuss family violence, but there are relatively few of these textbooks. Thus, the majority of those working in child welfare, adult protective services or battered women’s shelters most likely have little, if any, formal education related directly to their work. Many service providers, particularly those in child welfare or mental health resource coordination, are provided with some agency-based training. However, such training may vary in terms of coverage (Morazes, Benton, Clark, & Jacquet, 2010).
The Case of Ethel – Part 1
After graduating from college with a bachelor’s degree in sociology and philosophy, I was hired by a public community mental health agency serving a rural two county area to develop and administer a 24-h mobile crisis service. I had no background in crisis work, social work or mental health services, but I figured this job would be better than continuing to work as a waitress. With only a small budget to work with, I hired volunteers from the community to respond to the crisis calls, covering the service 24 h a day, 7 days a week. These volunteers had at least an associate’s degree or bachelor’s degree in a social science field and some were graduate students from the local university. We did not have offices where we could see clients needing help. We met our clients in crisis in their homes or at the local emergency room. One day, when I was on call, I received a telephone call from a woman who said she was concerned about her next door neighbor, Ethel, because she had not seen her outside for many weeks, Ethel did not answer her door or telephone, and the neighbor smelled a foul odor emanating from under the door.

Understanding of the dynamics of family violence also varies across service providers, and may not depend on the level of formal education. It may even be lacking for those with degrees in social work. For example, in a survey of MSW programs across the United States, Vacca (2016) found that none of them offered a special concentration or certificate in Domestic Violence. For her MSW thesis, Vacca surveyed the students in her program to see how knowledgeable they were about issues related to IPV, with a focus on psychological abuse. She found very low levels of knowledge among the students. Individual courses addressing domestic violence, IPV and/or family violence are offered in some schools of social work (e.g. the University of Texas at Austin and the University of Pittsburgh). Such courses are usually elective, though, and not all students are able to or interested in taking such a class.
The following is the first part of the case based on Newhill’s own experiences which illustrates how a service provider may be hired for a social work type position with highly demanding and challenging work responsibilities, but equipped with only a bachelor’s degree in a related but distinctly different field.
10.1.1 Helping Children and their Families Who Have Experienced Abuse and Neglect
As discussed in Chap. 8, staff in child welfare offices and, more specifically, in Child Protective Services (CPS), investigate situations in which there is an accusation of child abuse or neglect. If abuse is substantiated during this investigation, the CPS or child welfare staff continue to work with the abusive family members. This may involve finding a placement for the abused or neglected children in foster care. If the abused children remain with their parents, than the staff monitor the families to ensure that the abuse does not continue and that the abused child is safe. They may help parents improve their parenting skills. Child welfare services may assist the families with getting access to other services such as food stamps, behavioral health care or other types of services (Edwards & Wildeman, 2018).
In doing this work, child welfare staff at first rely on any training they have received earlier or on their own personal experiences. Workplace training may provide some additional help, but this may not occur for some time. Perhaps because of this, practices of the agencies may not follow scientifically-based recommendations. Beginning in 2010, Horwitz and her colleagues (2014) surveyed a national U.S. sample of 92 child welfare agencies to determine if evidence-based procedures were being used in helping families. Unfortunately, they concluded that often this was not done in about a quarter of the agencies. (Other research examines some of the difficulties in implementation of the findings of social work research; see Palinkas, He, Choy-Brown, & Hertel, 2017, for example). Only 16% of the case worker staff in the agencies in the Horwitz et al. sample had MSW degrees. Those with a BSW degree were more common at 29%. Far more likely (53%) was that staff held a BA degree or less, in a field different than social work. It was further noted that these agencies had difficulty filling vacant case worker positions and had to rely on the available workforce to fill vacancies.
Perhaps because of the lack of staff training and the difficulties of the job, turnover is high. The fact that pay is often low adds to this turnover. Evidence for high turnover can be seen in data from a national survey of case workers done by Edwards and Wildeman (2018). Their data relied on case records of the National Child Abuse and Neglect System from 2003 through 2015. Each caseworker in the data had a unique identifier, making it possible to track how long various caseworkers were actually working within the CPS system between 2003 and 2015. Over 140,000 unique caseworkers were identified, working in 46 states. Data indicated that between 14% and 22% of caseworkers left the system every year. The median caseworker in their database entered cases within the system a total of 1.8 years, indicating relatively short tenure for more than half of the caseworkers.
A number of studies have documented the concerns of CPS staff. As Stephens, Gopalan, Acri, Bowman, and McKay (2018) explained, there is often a fundamental conflict between these staff and the parents they work with. Parents may feel that CPS wants to take their children away and may feel quite hostile towards them. This may make them resistant to complying with the things staff ask them to do. These tensions create a difficult work environment.
In another study, Tavormina and Clossey (2017) interviewed CPS workers in a rural area about their daily job duties. A consistent theme was that there were frequent emergencies that the CPS staff needed to address. The nature of these crises was highly variable. A crisis in their caseload might involve a father discovering that the abusive mother was using prescription drugs at dangerous levels. Another crisis example might be a report of children in one of their families observing the father being violent to the mother, and the children being quite upset. Such situations require immediate action on the part of the caseworker. Such problems occurred on a daily basis. Part 2 of the Case of Ethel illustrates how turnover in front line positions, in this case volunteers, results in increased job responsibilities for paid staff who themselves may feel overwhelmed, underpaid and underprepared for the work they must do.
The Case of Ethel – Part 2
The call from Ethel’s neighbor was worrisome and I knew I needed to respond right away. However, I was exhausted because I had been up for most of the night fielding crisis calls because the two volunteers who would have been on call had quit, stating that they were not prepared for doing this kind of work. I had begun having similar feelings myself but, for now, I had to go out to Ethel’s house to see what was going on. Ethel lived in a tiny village about a half hour from our town which could be reached only by a winding hilly two lane road. It was late winter, and I knew from experience that this road could be icy and treacherous.

When asked about how they viewed their jobs in another study, caseworkers were found to be relatively negative in a study based on quantitative and qualitative data from a sample of child welfare workers in Florida (Radey & Stanley, 2018). As these authors noted, the job is clearly a demanding one that involves decisions about the physical and emotional wellbeing of many children as well as their abusive family members. Caseworkers often noted how stressful and demanding the work was for them, especially with the high caseloads they were assigned. Adding to their discontent, caseworkers explained that theirs was not a well-paid job, sometimes creating personal financial problems for them. Others have also noted that high workloads contributed to the high rates of leaving for child welfare agency staff (Griffiths, Royse, Culver, Piescher, & Zhang, 2017). To further complicate this discouraging work environment, many agencies have growing workloads as child welfare agencies have suffered funding cuts and fewer staff (Mignon, 2016). Workloads may also be high because so many caseworkers leave the field, and, as Palinkas et al. (2017) found, vacant positions are hard to fill. Child welfare caseloads have also been impacted by higher societal rates of parental and family substance use, particularly the increased use of opioids and methamphetamine resulting in an increase in cases of child neglect and need for foster care (Ghertner, Waters, Radel, & Crouse, 2018).
10.1.2 Helping Older Adults Who Are Abused or Neglected
As is the case for children who are abused or neglected, there are publically funded agencies that take charge when there is suspicion of abuse or neglect of an older adult (see Chap. 9). These agencies are called Adult Protective Services (APS)



. APS staff investigate notifications of potential abuse or neglect of adults. In addition to working with abused older adults, they might also work with anyone over 18 with physical, intellectual or psychological disabilities. Like other types of caregiving staff already discussed, APS staff may have high case loads, low salaries, and limited training or background in the situations they encounter in their jobs (Ghesquiere, Plichta, McAfee, & Rogers, 2018).
One aspect of APS work, elder abuse or neglect, is the focus of this section. If an elder abuse claim is confirmed, APS staff work with the older adult (and the family) to remedy the situation. This may involve helping the abused adult to move to some type of assisted living situation or to live with or be cared by a different family member. For an older adult living alone and displaying hoarding behavior or otherwise engaging in self-neglect, the APS staff member may work to help them remain at home by linking them to existing community resources and/or finding a family member who might help.
As is also the case for children experiencing abuse or neglect (see Chaps. 6 and 7), abused older adults are unlikely to report the abuse they are experiencing to authorities. Even if reported by someone else, the older individual may deny the abuse, making the APS investigation more difficult (DeLiema, Navarro, Enguidanos, & Wilber, 2015). As Jackson (2017) discusses, one of the special issues that APS staff must consider is that the potentially abused older adult may not want services of APS. Even if abuse or neglect is found, the person may wish to remain with the abuser, especially if this person is a family member. Unless the older adult is judged by the court system to be mentally incompetent, the person has the right to make decisions about how and where to live. Judgments about competence, personal freedom and self-determination may create difficult ethical issues for the caseworker and for the courts. An especially complex ethical issue relates to self-neglect, which is often an issue for APS (Day, 2016). Again, judgments about neglect can be subjective, and the APS staff member may have to consider ethical issues about when to attempt to remove the person from self-imposed behavior that appears to result in neglect of her or his physical needs.
Ghesquiere et al. (2018) conducted a survey of APS workers in a large urban area in 2015. The response rate of 78% was relatively high, giving a total sample of 321 APS workers. The majority of respondents had a Bachelor’s degree (60%), 28% had a Master’s degree, and 8% had less than a Bachelor’s level of education. The median time working for APS was 6 years with the range from less than a year to 33 years of APS employment. Over 80% of the sample said they had been exposed to dangerously cluttered or dirty living spaces and/or had been yelled at or cursed by a client or a family member of the client during an investigation. Nearly 25% of the APS staff said they had been physically attacked by a client or family member, and even higher percentages reported being threatened. In spite of these negative experiences, many also saw positive aspects of their work. For example, 69% of respondents reported that they felt their work gave them a sense of personal accomplishment, and over half believed their talents were being well used. When asked about overall job satisfaction, 69% were somewhat satisfied or very satisfied, and 16% reported being very or somewhat dissatisfied.
The Case of Ethel – Part 3
I reached Ethel’s house and surveyed the surroundings. The house seemed run-down, sagging to one side and needing a coat of paint. There was a weather-beaten sign out front that read “Smith Championship Yorkshire Terriers”. Hmmm…I thought, maybe she breeds dogs. I walked up the splintered front steps and rang the doorbell; it didn’t work. I knocked loudly and heard barking and what sounded like scratching at the door. Nobody came to the door even after repeated knocking. I went around to the side of the house and peered through a dirty window. Small creatures were scuttling about and I figured it was a mixture of small dogs and maybe rats. I saw what looked like a pair of human legs through the hallway. I went next door to the neighbor’s and she tried calling Ethel but nobody answered (this was before the era of cell phones). I realized the only option was to call the sheriff’s office to see if an officer could come out and pry the door open. The dispatcher I reached was not happy: “We don’t like social work type calls; our job is to fight crime, but alright, I’ll send an officer out—don’t know how long it’ll be though”. I sat down on the one porch step that wasn’t broken and waited for the sheriff, and I wondered once again why I was doing this job, especially given that my pay was so low I had to continue to live with my parents because I couldn’t afford an apartment. Two hours later the officer arrived and tried to pry open the door—no luck. “Well, do you want me to break down the door? Your call” he said. I told him to go ahead and he kicked in the door. The smell of garbage, feces, and something dead hit us. “Put this orange oil under your nose” the officer said, handing me a small bottle, “It’ll mask the odor.” What seemed like dozens of emaciated tiny dogs ran up to us, pawing our legs. Dead dogs in various stages of decomposition covered the front hallway floor and as we peered into the room we could see an elderly woman, probably Ethel, sitting in a chair.

10.1.3 Helping Battered Women and their Children at Battered Women’s Shelters
As discussed in Chap. 4, many battered women turn to battered women’s shelters or intimate partner violence agencies (Wood, 2016) when they feel physically threatened by an abusive partner or if they need help in leaving their abusive relationship. They may bring children or even pets (see Chap. 7) with them when they seek shelter. The children and the pets may also be abused and may also need services. The women and their children and pets may stay at the shelter overnight, or for several days or even several weeks when there is room at the shelter. While there, a staff of caregivers, often called domestic violence advocates (Frey et al., 2017) offer various forms of assistance. These caregivers may be paid staff members or volunteers.
In addition to emergency shelter, services offered by shelters include personal counseling for the battered woman, legal advice relating to protection from abuse orders or filing formal assault charges, and assistance in locating appropriate social services, housing and a source of income if she wants to leave her partner (Burnett, Ford-Gilboe, Berman, Wathen, & Ward-Griffin, 2016). Burnett and her colleagues interviewed staff from four shelters in Ontario, Canada to get a better sense of the day-to-day work of these staff. One of the most common issues mentioned was the need to provide the many different types of assistance needed. Poverty was a common issue for many of the women wanting to leave their abusive situation. Attempting to set up a new household with limited income was challenging for the battered women and the staff attempting to help them do this. Other commonly cited problems were mental health issues and substance abuse in the women seeking shelter. In discussing their own work situation, staff complained of low pay and lots of turnover among staff.
A similar vision of the situation for staff working at battered women’s shelters emerges from a study involving in-depth interviews of 19 shelter workers from nine different shelters in the southwest region of the U.S. (Merchant & Whiting, 2015). When asked about when they first started working at the shelter, a common theme was that the first few months were “eye opening…both personally and professionally” (p. 470). Many workers were surprised by the severity of violence they learned about, and by the fact that many of the women downplayed this violence. Other researchers have also discussed the need to provide careful supervision for social work students who begin a field placement working at a shelter for battered women, noting the possibility of indirect trauma for these students (Tarshis & Baird, 2018).
Many of the shelter staff have had personal experiences as a battered woman and now see themselves as survivors who want to help other battered women (Wood, 2016). Wood’s interviews with shelter advocates indicated that many of them identified with their clients and that empathy for the battered women they worked with grew over time. However, for some, hearing about trauma experienced by other women brought back memories of their own experiences and created psychological difficulties for these advocates.
Merchant and Whiting’s (2015) interviews asked about how more experienced advocates handled their work. Balancing all the different needs of the women seeking help was seen as a major concern by many of the staff. They also discussed the need not to try to be a hero in helping the women leave their abusers. A more satisfying goal was defined as learning to listen to the women and help them with their concerns.
As Frey et al. (2017) found in a study of advocates working at battered women’s shelters and rape crisis centers, many had had personal experiences with traumas similar to those of the women they were assisting. When the advocate had worked through this personal trauma, often with the help of a good social support network, helping the client work through similar traumas sometimes led to posttraumatic growth and positive feelings in the advocate. Thus, the work could be highly satisfying for the advocate.
As this summary has suggested, the work situation for staff of battered women’s shelters is much different than that of those working to assist abused and neglected children and their families, or older adults who are physically or otherwise abused or neglected. The victims of abuse have chosen to come to the shelter, so there are no issues relating to investigation of an abuse complaint for those working at battered women’s shelters. The women seeking shelter are also free to leave, and there is often little follow-up after they leave. This, staff do not have the duty of continuing to monitor a potentially continuing abusive situation, and they do not interact with the abusers.
10.2 General Sources of Frustration in Caregivers for Family Violence Victims
Overall, national U.S. data indicated that the job category of “community and social services” (most of whom were described as “social workers” although they may or may not have had social work degrees)



 (Shockey, Zack, & Sussell, 2017, p. 1320) had the highest rates of mental distress across all of these large occupational groups. Others have also pointed out that social work is a “challenging profession” (Thomas, 2016, p.235). As Thomas went on to note, “social workers regularly witness oppression, injustice, poverty, and violence and provide services to persons who are traumatized, disenfranchised, and suffering” (p. 235). The work often requires working with many different types of people, each of whom has their own needs, and there may be no solutions to their problems that satisfy everyone. Although the staff positions are demanding, as already noted, many of the staff working with victims of family violence come to this job without a degree in social work, and often with a bachelor’s degree in some related field. It does not appear that new staff have typically learned much about child abuse or neglect, elder abuse or IPV or domestic violence before accepting these staff positions.
The Case of Ethel – Part 4
Although Ethel was confused, clearly had not bathed or eaten for some time and had open sores on her legs, the sheriff opted to transport her in his car to the nearest hospital for evaluation rather than calling for an ambulance. While he did that, my next job was to call the animal control officers about the dogs. The animal control officers responded quickly, arriving on the scene in less than an hour. They surveyed the dogs and shook their heads. “I doubt any of these pups can be salvaged. We’ll take them to the animal care and welfare shelter but it doesn’t look good.” I said I’d be willing to adopt one or two of them and the officer looked at me skeptically, “Well, give them a call in the next day or so”, handing me a card. The outcome was that all three dozen dogs had to be euthanized. Ethel was hospitalized and finally provided with the care she needed. Later, I found out that she had an adult son living in the next county over. I was so furious about the whole situation that I called him, informed him about what happened with his mother and, although I was only 21 years old, and he was probably middle-aged, I read him the riot act for neglecting his mother. His only concern was whether he could salvage his mother’s house somehow and get some money by selling it.

Research studies have identified a number of factors common to all three of the types of agencies and staff that we have been discussing in this chapter that may be reasons for the high dissatisfaction seen in those working in agencies relating to family violence. First, as noted, especially in child protective services, staff typically have high caseloads resulting in having little time to work as closely as many would like with the abused and neglected children and their families. To a lesser degree, this has also been noted in adult protective services and in battered women’s shelters. Also seen across all these agencies is generally low pay for staff, which is probably related to the fact that many staff have not had formal training to prepare themselves for this type of work. Another factor common across all these staff is a lack of promotion opportunities or other types of job advancement (Johnco, Salloum, Olson, & Edwards, 2014).
Another source of frustration seen by staff is that their work may not be valued by the public. In a study of public child welfare agencies by Lawrence and her collaborators (Lawrence, Zeitlin, Auerbach, Chakravarty, & Rienks, 2018), a sample of 2910 staff responded to a series of items about how their work was viewed by others. Four different themes emerged when these data were factor analyzed. First was perceived general stigma associated with items such as “when people find out I am a child welfare worker, they seem to look down on me” (p. 7). Another set of items referred to a lack of understanding by others about the work. Items under the general heading of respect were another theme. A sample item, which was reverse coded, was “Most people respect you for your choice to work in child welfare” (p. 7). Finally, was the theme of blame, represented by items such as “Most people blame the child welfare worker when something goes wrong with a case” (p. 7). Overall, the more agreement with each of these themes, the more likely the staff members were to intend to leave their jobs. The theme with the highest level of agreement was lack of respect.
Other general types of dissatisfactions relate to frustration over not being able to help their clients, client aggression toward the caseworker, and having to spend too much time on paperwork. Each of these is examined briefly in this section. All of these issues can lead to a number of reactions in the staff member such as burnout and compassion fatigue described in more detail later in this chapter. There are steps that the practitioner can take to maintain psychological wellness and prevent burnout. These individual strategies are often referred to as self-care, and we will address this in the last section of the chapter.
10.2.1 Frustration over Not Being Able to Help the Client Victim
One common issue faced by those attempting to help those affected by family violence or neglect is the frustration that may arise from the fact that needed services may not be readily available for the individuals who could benefit from them. This may be especially relevant in cases of neglect, when a basic issue is lack of financial and material resources to provide needed care (see Chap. 6). There may be other factors, too, in not being able to provide the assistance needed.
For example, in their qualitative study of CPS staff, Tavormina and Clossey (2017) found that one of the frequent themes emerging from their interviews was a sense of frustration and feeling powerless to help the families they worked with. One of the staff members noted that it was impossible to be non-emotional when a child was hurt. Another mentioned that when families needed help with obtaining housing, there was no way they could help with this.
Staff investigating situations when elder abuse was reported, but the older person and the family denied this when they tried to investigate, find this to be frustrating. Their own belief often was that the abuse was occurring, but without some type of clear evidence, nothing could be done (DeLiema et al., 2015). In other cases, it appeared that a lack of financial resources was a major reason that an older person was not being cared for adequately. With everyone having to be employed, sometimes there was no one to take on necessary caretaking duties. Such issues could not be resolved by the APS staff.
Looking specifically at the situation of someone who is victimized by IPV, the social worker or other professional mental health worker attempting to help the victim is likely to find that the victim will encounter the same problem again. Efforts to assist the client in ending the violence are rarely successful and sometimes the help that staff are able to offer is not viewed by the client as something they want. All these issues can be a source of frustration for the staff member.
10.2.2 Client Aggression toward the Service Provider
Data indicate that individuals providing social services of all kinds are at high risk for workplace violence (Kanno & Newhill, 2009; Newhill, 1996), with CPS staff at particular risk (Kim & Hopkins, 2017; Newhill & Wexler, 1997; Strolin-Goltzman, Kollar, Shea, Walcott, & Ward, 2016). These professional staff may be verbally abused, or even attacked physically by the victim or by the abuser or by other family members. They may also experience sexual harassment (see Box 10.1). Reports of property damage have also been reported by shelter staff, damage apparently done by clients staying at a shelter for battered women. For child welfare and elder abuse workers, the most dangerous situation appears to be home visits (Ghesquiere et al., 2018; Kim & Hopkins, 2017). There are a number of strategies that agencies can take to promote worker safety, which are discussed later in this chapter.
Box 10.1: Sexual Harassment and Social Work Students
Moylan and Wood (2016) sent surveys to a sample of BSW and MSW students in 40 different schools. Over 500 students completed the surveys. The sample was largely female (91%). Overall, 56% reported at least one experience of sexual harassment in their field placements. The most common responses related to being told offensive sexual stories or jokes (28%), and being treated differently “due to sex” (p. 411) (20%). Being stared at in a way that made them feel uncomfortable was experienced by 16% of the sample. No one reported an actual sexual assault or having someone offer better treatment in exchange for sex. Typically, the perpetrator was another staff member (42%), but almost as common was a client doing this (41%). Both male and female students reported incidents of sexual harassment at equal rates.

Kim and Hopkins (2017) developed a scale to measure personal safety concerns of child welfare workers. A random sample was contacted for administration of an on-line survey, with 57% of those contacted responding. Their responses indicated that about 40% said that they had left the home during a home visit because they felt uncomfortable, while 60% had ended a visit early because of feeling uncomfortable. More than half the sample reported meeting a client at a public place because of not wanting to go to the client’s home due to safety concerns. In addition, half of the survey respondents reported wanting to decline an assignment because of the client having a past history of violence, and half said they wanted to decline an assignment because of the dangerousness of the neighborhood. However, less than 20% reported recommending that a case be closed because of a risk of violence. Thus, it appeared that the large majority of these workers were affected by personal safety concerns, but were still willing and able to do their assigned work.
High rates of experiences of client physical or psychological aggression were also reported in a Canadian study of CPS staff (Lamothe et al., 2018). In depth interviews were conducted with 30 CPS staff some of whom did fieldwork and others who worked at a residential treatment center. Violence levels were higher at the residential treatment center, but were experienced by both groups of CPS staff. Examples provided of psychological violence included name calling, while acts of physical violence included destroying the staff members property, hitting, kicking and biting. One staff member was stabbed with a knife by one of the children in the home she visited. Another was greeted by a client holding a shotgun. During the interviews, staff sometimes expressed shock at the violence, while others felt this was just part of the job. Most said they did not take the violence or aggression personally, but, at the same time, some expressed a need to be vigilant, as well as being discouraged or exhausted, or even overwhelmed in dealing with the violence.
Related issues arise for the staff at shelters for battered women as well as for social wok students working on IPV issues. Based on their review of the literature, Kanno and Newhill (2009) suggested that one reason for that violence was directed toward the victim advocate assisting battered women may be frustration on the part of the client that the violence and abuse she has been experiencing is not being helped at the shelter.
10.2.3 Too Much Paperwork
Another source of frustration expressed by the caregivers of those involved with family violence and abuse is the need to spend time doing paperwork to document the work being done. This is seen as taking time away from the important work they did with clients. Gibson, Samuels, and Pryce (2018) documented this concern in a qualitative study of 28 child welfare professionals in a Midwestern city. Many had been working in the child welfare field for many years and over half had degrees in social work. Individual interviews were done with this group who had volunteered to participate in a study of client well-being mandated and released by the U.S. Administration for Children, Youth and Families in 2010. This mandate outlined a need to show positive changes in well-being in clients served by child welfare services. In their discussions of this mandate, it was frequently noted that one factor that detracted from this mandate was the need to document their work by completing required forms during their workday. This paperwork was often described as overly time-consuming. A few of the study participants noted that writing reports about how they worked with clients was helpful in clarifying the work they were doing.
10.3 Job Reactions Experienced by Social Workers or Other Service Providers
Literature


 on those who work with victims of all types includes four major concepts that identify the types of reactions experienced by counselors and caseworkers in response to the stresses of their work: burnout, vicarious traumatization, secondary traumatic stress, and compassion fatigue. Each of these will be discussed below in this section. All of these are negative reactions experienced by social workers and others working in the human services fields. Not only do these reactions represent difficulties for the staff, but when mental health professionals experience any of these, there is a measurable result in poorer quality care of clients (e.g., Salyers et al., 2016). Fortunately, there is also evidence that some of the types of staff being discussed in this chapter find much satisfaction in their work in spite of the difficulties. A more positive reaction that has been labeled as compassion satisfaction may also occur.
Although all the service providers discussed in this chapter can sometimes experience stress in their jobs, it does appear that working in a child welfare agency is one of the more challenging assignments for helpgivers of those victimized by family violence (Leake, Rienks, & Obermann, 2017). For example, Kim (2011) compared registered social workers working in many different settings in California and noted that those in the child welfare agencies had the most negative reactions to their jobs. Dagan, Ben-Porat, and Itzhaky (2016) report a similar finding in a sample of social workers in Israel. In this study, the social workers working in child protective services reported highest levels of secondary trauma when compared to social workers in other types of jobs in Israel. Thus, there may be inherent difficulties for staff working with abused and neglected children and their families.
We discuss some of the research relating to burnout and compassion fatigue below. As will be seen, there is much overlap between these terms, but all are used in the research literature. A search on Psychinfo in 2017 identified that burnout was the concept cited most often. It first appeared in the mental health literature in 1978, followed by the other terms in 1995. The next most cited term was compassion fatigue, with vicarious traumatization least cited (Can, 2018).
10.3.1 Burnout
The idea of burnout has been in the published research literature for many years. As Maslach and Schaufeli (1993) explained, the term burnout became a popular research topic beginning in the mid-1970s. They argued that at that time, people in many professions were seeking personal fulfillment from their work and entered their jobs with high expectations for achieving this fulfillment. This was especially the case with those working in the human services field, who hoped to meet the needs of people looking to human services agencies to help them with the problems that might at one time have been addressed by relatives or neighbors. At the same time, many of the human service jobs were becoming more institutionalized and bureaucratic.
Some of the classic and most widely cited books on burnout were written by Cherniss (e.g., 1980, 1995). In his 1995 book, he wrote in the Preface that his work was with “human service professionals” who wanted to “serve others” and who “began their careers with enthusiasm and commitment, caring and compassion” (p. ix). The samples that were used in Cherniss’ work were a group of social workers as well as poverty lawyers, public health nurses, high school teachers and psychologists. All were studied during their first year of work. He explains that in that first year, there was evidence that they “lost much of their idealism and commitment” (p. ix). His 1995 book outlines not only their experiences that first year, but also examined how this group had responded and changed 10 years later.
Cherniss (1995) outlined a number of issues that the human service professionals he was studying encountered. First was that although they largely felt they would be able to do their jobs well prior to entering the workplace, many found that they did not feel they had gotten the training they needed and did not have the background they felt they should have received. Another difficulty related to an expectation many had that their clients would be grateful for the help they offered them. Given this expectation, they were quite disappointed when this did not happen. Instead the clients refused to follow the advice that they were being offered, and complained they were not getting the help they needed from the human service professionals. Expectations of having meaningful and interesting work were also violated when they found the work was often boring, and involved hours of clerical tasks.
Once they encountered this mismatch between their hopes and the actual job duties they had, these initially dedicated human service professionals began to change. As Cherniss explains, “they became less caring and committed. They began to see many of their clients as adversaries rather than as innocent victims of misfortune” (Cherniss, 1995, p. 37). They began to lower their own goals and began to blame their clients for their not being able to have the impact they expected to have on them. Others have also noted that blaming the client and becoming angry and frustrated were not uncommon feelings when efforts to help a client didn’t work (Friedman, 2008). Such reactions were labeled as burnout. Cherniss explains in his books that as a result of this burnout, many left their profession, but others managed to remain by changing their approach to their work.
Many have written about the concept of burnout, and the definitions of this concept have varied across authors (Maslach & Schaufeli, 1993). One of the more widely cited definitions was provided by Pines (1993). As Pines outlined, “the unique characteristic of burnout…is the fact that burnout is always the end result of a gradual process of disillusionment in the quest to derive a sense of existential significance from work” (p. 40). She further explained that “burnout happens only in people who entered their professions with an expectation to derive from it a sense…of significance…who work over long periods of time in situations that are emotionally demanding” (p. 40).
10.3.1.1 Measurement of Burnout with the MBI
The most widely used scale to measure burnout was and still is the Maslach Burnout Inventory (MBI)


 that measured three dimensions: emotional exhaustion, depersonalization [of clients], and reduced feelings of personal accomplishment (Maslach & Jackson, 1981). However, critiques of this scale have been appearing in the published literature for many years. For example, Koeske and Koeske (1989) used a sample of 328 social workers identified as doing work that “involved direct contact with clients” (p. 133) in a set of five different studies to examine the reliability and validity of the scale. Although the data were supportive of the internal consistency reliability and the validity of the scale, other data indicated that the emotional exhaustion component of burnout was the most important in predicting negative outcomes in the workplace. In a later study, Kim and Kao (2014) conducted a formal meta-analysis of the published U.S. studies of child welfare workers and found a strong association between burnout as measured by the MBI and the intention to leave their job among the workers studied, supporting earlier ideas of Cherniss.
In spite of its wide usage, there have been critiques of the MBI. In a recent paper, Walters, Brown, and Jones (2018) noted that many empirical studies of social workers continue to use the MBI, in spite of its limitations. They suggested that the Copenhagen Burnout Inventory (CBI) measure developed in Europe (Borritz et al., 2005) was more appropriate for use with human service workers. This scale assumed that burnout would have emotional effects and measured these directly. There were three subscales in the CBI: General levels of distress, distress specifically related to one’s work, and distress associated with work with clients (most associated with the MBI’s emotional exhaustion component). A sample of U.S. social workers with BSW or MSW degrees were recruited and asked to complete the CBI in an on-line survey. The U.S. version was found to have good internal consistency and reliability for this sample of those with social work degrees. This suggests that the CBI may be a useful alternative scale for measuring different types of burnout.
10.3.1.2 Empirical Research Examining Burnout in Human Service Staff
In a systematic review of the published research literature from 1970 to 2014 from many countries (although with the majority from the U.S.), Lizano and Barak (2015) noted that many studies have documented burnout in human service workers and further document that these jobs were more likely to be associated with higher levels of burnout than found in other types of work. Emotional exhaustion



 was especially predictive of negative feelings about the job for human service workers, replicating the earlier replicating the earlier Koeske and Koeske study (see Koeske & Koeske, 1989). Emotional exhaustion was also found to often be related to depression and anxiety and other forms of emotional distress, as were other dimensions of burnout. In another study, Lazano and Barak (2015) empirically tested some of these relationships in a longitudinal study of child welfare workers in California, again finding that emotional exhaustion was the most important component of burnout. Emotional exhaustion



 was correlated with low levels of job satisfaction and also appeared to predict depersonalization of clients. Such data are consistent with the findings of Lazano and her colleagues.
Looking at a sample of victim advocates



 working with battered women as well as rape victims, Bemille and Williams (2011) used the MBI to assess burnout levels. Overall levels of burnout were only moderate in this sample of 194 advocates in a rural midwestern state within the U.S. Although all of the correlations were relatively low, there was evidence of higher burnout for those who worked more hours per week, perhaps reflecting physical exhaustion along with emotional exhaustion. Many of the advocates reported that the rewards of the job decreased stress levels for them, and these lower stress ratings were associated with lower levels of burnout.
Using a different approach, Boyas, Wind, and Ruiz (2015) used a sample of child welfare workers from a northeastern state to do a cluster analysis to better understand how different groups of these workers might differ. Three distinct patterns emerged. Levels of job stress were one of the variables that most differentiated the groups. The group highest in job stress were labeled as Leavers (24% of the group). Job stress was lowest in the Thrivers group (32% of the group), and intermediate in a Perservers group (44%). Job stress levels followed a similar pattern, being highest in the Leavers and lowest in the Thrivers. The MBI was used to assess emotional exhaustion and depersonalization, with the emotional exhaustion



 levels most important in differentiating the groups. Not surprising was the fact that Leavers were highest in intending to leave their jobs, and Thrivers being relatively low on this variable. However, overall, the Thrivers and Perserverers were not statistically different in terms of overall well-being measures. As the researchers pointed out, in spite of the large body of research documenting high levels of burnout and job dissatisfaction for child welfare workers, many of their sample appeared relatively satisfied with their work. They further noted that the Leavers group contained more of the youngest workers, suggesting that this group might not have developed the coping skills needed to function in this potentially stressful work.
Noting the limitations of the MBI, other research has utilized the CBI to measure burnout in a sample of child welfare workers (Leake et al., 2017). A sample of 2302 case workers and their supervisors responded to an invitation to participate in a workforce study. The large majority of this group held a bachelor’s degree in a field other than social work. The CBI assesses distress associated with the workplace and associated with working with clients separately. These distress measures were equated with burnout in these two dimensions. This group of child welfare workers had higher scores for workplace-related distress than they did for client-related interactions. Based on comparisons of scores with other samples, the majority of the sample scored below the generally accepted cutoff for being identified as having client-related burnout, but above the cutoff for work-related burnout. These patterns were seen in case workers as well as supervisors. Additional analyses indicated that work-related burnout was more related to intending to leave the institution and to low levels of job satisfaction than client-related burnout. Leake and her colleagues suggested that their data supported the validity of the CBI with child welfare workers, and provided important information about the sources of distress for these workers.
10.3.2 Secondary Traumatic Stress, Compassion Fatigue and Compassion Satisfaction
Burnout is not the only response to the frustrations of social service work. Negative effects in service providers may be intensified as they listen to stories of the pain and fear experienced by victims of trauma, such as that produced by IPV. It is not uncommon for the staff to begin to experience these same feelings themselves. This reaction is called by a number of terms including “secondary traumatic stress” or “vicarious trauma” (Kanno & Newhill, 2009, p. 48). This creates many of the traumatic reactions (labeled as post traumatic stress disorder or PTSD)

 described in Chap. 3, but in this situation, they are being experienced by a care provider who did not personally experience the trauma, but learned about it from someone who did experience it directly.
Secondary traumatic stress (STS) was documented in a sample of victim advocates working with battered women by Benuto, Yang, Ahrendt, and Cummings (2018). As they explain, STS reactions are quite similar to those of posttraumatic stress disorder, discussed in Chap. 3, although STS is a result of indirect exposure to trauma through learning about trauma experienced by someone else (see Hensel, Ruiz, Finney, & Dewa, 2015, for a general discussion of STS). For the victim advocate, this would result from hearing about the experiences of the battered woman that led her to seek assistance at the shelter.
The term compassion fatigue



 is most associated with Charles Figley. Although Figley’s early work examined the reactions of veterans and others exposed to traumatic events, over time he began to study those who have not personally experienced trauma, but who work with those who have. As he observed, these professional care providers also experience trauma (Figley, 1995). In his 1995 edited book, Figley writes: “The professional work centered on the relief of the emotional suffering of clients automatically includes absorbing information that is about suffering. Often it includes absorbing that suffering itself as well… I now refer to it as compassion fatigue” (Figley, 1995, p. 2). Like STS, compassion fatigue is also associated with PTSD symptoms.
Although the concept of compassion fatigue has been widely used in the literature, this construct has received criticism from other researchers, although many find this idea to be useful in explaining the reactions they have observed. In a review of 90 published papers in the nursing field, Sinclair, Raffin-Bouchal, Venturato, Mijovic-Kondejew, and Smith-MacDonald (2017) noted that many of these studies supported the prediction that there would be of high levels of compassion fatigue in nurses. As the same time, there were a number of studies evaluated in this review that raised questions about the nature of compassion fatigue, how it is measured, and how it develops. They concluded their review with a request that the concept be re-conceptualized. Coming from a health care administration framework, Gerard (2017) also raised concerns about the idea of compassion fatigue, suggesting that rather than having too much compassion, the symptoms associated with compassion fatigue might result from having too little compassion for those experiencing trauma in their lives.
Perhaps in response to concerns such as these, Figley has continued to develop theory in this area. In a recent paper with Ludick (Ludick & Figley, 2017), a model was presented that suggested connections between exposure to suffering, secondary traumatic stress, and compassion fatigue and resilience. The model also included variables such as self-care and empathy, as well as social support and personal traumatic memories of the caregiver. The revised model proposed how all of these concepts interact. Ludick and Figley (2017) argued that having some level of empathy and concern for the person experiencing trauma was necessary for having STS (see Box 10.2). They also suggested that STS was intensified if the person had memories of their own personal traumatic experiences. An additional step was added to the model of STS, arguing that if the caregiver experienced a sense of satisfaction in helping the traumatized person, the caregiver might have increased feelings of worth and purpose and might experience “compassion fatigue resilience” (p. 114). They also added the prediction that social support for the provider of care could lower STS. This new model appeared to address the types of concerns in the literature about the prevalence of compassion fatigue in service providers. Ludick and Figley invited others to more formally test their new model and suggested ways that researchers might test their new model.
Box 10.2: The Importance of Empathy
In the Social Work journal of the National Association of Social Workers


, Wagaman, Geiger, Shockley, and Siegal (2015) discussed the importance for social workers of having empathy for their clients. Carl Rogers (1961) defined empathy as “accurate understanding of the [client’s] world as seen from the inside. To sense the [client’s] private world as if it were your own, but without losing the ‘as if’ quality—this is empathy” (p. 284). Gerdes, Lietz, and Segal (2011) suggest that empathy consists of four subjective components:	affective responses

	self–other awareness

	perspective taking, and

	emotion regulation




In an empirical study to examine the association of empathy with burnout and compassion for social workers, Wagaman et al. (2015) identified and surveyed field instructors at a southwestern university. The 173 who responded had degrees in social work and worked in a variety of settings. Average scores for each of the four components of empathy listed above were between 4 and 5 on a 1–6 point scale. Burnout scores were relatively low and compassion satisfaction was high, on average. Burnout was most associated with an inability to regulate one’s own emotions while compassion satisfaction was most associated with sharing the emotions of the client and being able to take the perspective of the client. The researchers concluded that better training is needed for social work students to learn how to develop their skills in empathy.

10.3.2.1 Empirical Research on Secondary Traumatic Stress, Compassion Fatigue and Related Variables
A number of studies looking a child welfare or CPS staff, APS staff and victim advocates at shelters for battered women have looked for evidence of STS, and compassion fatigue in these groups. As will be seen, there has been clear evidence that these reactions occur, but several studies also found evidence for some of the positive reactions included in the new Ludick and Figley (2017) model.
In 2016, Sorenson and her colleagues published a review of literature on compassion fatigue over the period from 2005 through 2015. After a systematic search, 43 articles were identified that met their search criteria, and involved samples of healthcare professionals. These studies indicated that there was often a high positive correlation between compassion fatigue and burnout, and that both of these were associated with less positive feelings about caring for others. Those working directly with patients reported higher levels of compassion fatigue overall. Both of these findings are consistent with the earlier models of burnout and compassion fatigue. Sorenson, Bolick, Wright, and Hamilton (2016) further noted that self-care, discussed below, was associated with lower levels of compassion fatigue.
Hunsaker, Chen, Maughan, and Heaston (2015) is an example of a study that examined both compassion fatigue and burnout in a sample of emergency department nurses. Correlated factors were quite similar for compassion fatigue and burnout. Compassion fatigue was defined as “emotional, physical, and spiritual exhaustion from witnessing and absorbing the problems and suffering of others” while suggesting that burnout involves feelings of hopelessness and apathy (p. 187). Nurses experiencing either of these were less effective in the workplace and had lower levels of patient satisfaction. Hunsaker et al. also suggested that it was important to better understand compassion satisfaction

, which was defined as deriving satisfaction from one’s work by helping others and being able to do one’s work well. In their empirical research, analyses indicated that older nurses were higher on compassion satisfaction and lower on compassion fatigue and burnout. Perhaps this result related to high dropout from nursing for those with the negative reactions? Both compassion fatigue and burnout were correlated with low levels of manager support for the nurses.
Indirect evidence for both compassion fatigue and compassion satisfaction was seen in a qualitative study child protective services workers discussed earlier (Tavormina & Clossey, 2017). Although some of the CPS staff mentioned how seeing so many negative events in the families they worked with changed them, they also noted that their work led to them learning things about being a better parent, and to experiencing personal growth. These findings are consistent with the newer theories outlining how caregivers might experience positive reactions to their work, as well as negative reactions such as burnout or compassion fatigue. A study of APS workers discussed earlier (Ghesquiere et al., 2018) reported that in this group, although nearly all reported exposure to difficult work situations, only 23% reported burnout and 25% reported secondary traumatic stress, suggesting that the majority of those working with elder abuse did not experience the negative reactions describe earlier. Compassion satisfaction was relatively high in this sample, with only 20% having low scores on this measure.
Evidence for burnout, secondary traumatic stress and compassion satisfaction can be seen in a study of victim advocates working in domestic violence services (Kulkarni et al., 2013). Providers of services in two statewide domestic violence coalitions were recruited for this study. Overall means were relatively low for burnout and secondary traumatic stress. Means were high for compassion satisfaction. Similar findings can be seen in a later study of a similar sample. Cummings, Singer, Hisaka, and Benuto (2018) used a convenience sample of victim advocates to investigate the interrelationships of secondary trauma, burnout and compassion satisfaction. As expected, secondary traumatic stress and burnout were positively associated. There was evidence of positive reactions, though. Burnout was negatively related to compassion satisfaction. Mean levels for these variables were not reported for this sample of victim advocates.
Frey et al. (2017) recruited a sample of victim advocates working with women victimized by sexual assault or partner violence to directly explore some of positive aspects of their work for this sample. They found evidence of compassion satisfaction and a response they labeled as posttraumatic growth in their sample. Those who had worked longer as advocates were higher in compassion satisfaction, as were those feeling they were receiving good organizational support. Levels of compassion satisfaction were at the high end of the scale.
10.3.3 Summarizing Research on Reactions of Caregivers to their Work
As this review has outlined, there is clear evidence that some of those working in CPS and APS, as well as in shelters for battered women, do experience burnout, secondary traumatic stress, and compassion fatigue, although this is not true for all of these professional caregivers. This is true for all three of these groups. In spite of the many problems experienced by child welfare workers, Boyas et al. (2015) did find that even some of those in the field did manage to thrive and reported high levels of job satisfaction. These thrivers tended to be older and more experienced, suggesting that those with more negative reactions to the work are less likely to remain in this type of work.
10.4 Help for the Service Provider
As discussed, many of those working in CPS, APS or as service providers for those experiencing IPV do experience a variety of debilitating emotional reactions, including burnout, compassion fatigue and secondary traumatic stress. Perhaps for this reason, many quit their jobs, creating high turnover among this staff. Although recognition of the problems faced by those staff who attempt to assist those victimized by family violence is growing in response to works such as Newhill (2003) book on client violence toward social workers, much still needs to be done. Two types of responses have been proposed to assist the staff and create a better working environment. First, the service provider herself or himself can engage in practices known as self-care (see Box 10.3). Some of the ways in which people engage in self-care are briefly reviewed in this section. In addition there are a number of steps that can be taken by the organization. These, too, are discussed in this section.
Box 10.3: Advice on Self-Care and Avoiding Burnout
Based on her years as a clinical social worker and School of Social Work faculty member, co-author Newhill advises the following:
It is important to emphasize that burnout is a very common occupational hazard amongst helping professionals, because our work involves direct personal contact involving emotionally intense work with other people who are having serious personal problems, may be traumatized, and are suffering in ways that we may not be able to completely relieve. When one has worked in the same agency doing the same work for a long time, it is only human to develop feelings of boredom, frustration and “burnout”. If not addressed, burnout only gets worse and can significantly impact the quality of services provided to clients. It can negatively affect one’s performance as a professional and co-worker, and ultimately lead to job dissatisfaction. The good news is that there are many strategies that can prevent burnout and relieve it when it occurs.
The first strategy is to recognize burnout when it occurs. It is important that burnout be openly acknowledged and identified. The following are examples of strategies that can prevent and relieve burnout:	1.All licensed social workers must amass a certain number of continuing education (CE) credits to maintain their license. It is important to choose continuing education opportunities that can enhance skills, provide networking opportunities, and enhance the learning of new knowledge and skills. Avoid CE courses that are too elementary; instead, challenge yourself. Use your CE gained knowledge to start working with new client populations presenting new types of problems or try working in a new type of service environment.

 

	2.If you are facing client situations that are frustrating, and you know you don’t have the right skills to handle them, go to your supervisor for help and seek out training to gain the skills that you need to be successful in practice.

 

	3.One learns something thoroughly when one teaches it. So, along with taking CE courses, volunteer to teach a CE course yourself—such experiences can incite new passion about your work. If there is a social work or counseling program in your area, inquire about teaching a course in the undergraduate or graduate programs. Teaching overlaps with but is different from practice and can provide a new and exciting experience.

 

	4.Serving as an internship supervisor or field instructor is another wonderful way to gain new insights, and bring new energy to your work. You will find that teaching others and supervising them can bring enormous rewards and serve to prevent burnout and renew the excitement you originally felt about your work.

 

	5.Volunteer in your community for something that has nothing to do with your regular job. You will meet new people and get the satisfaction of contributing to your community. This will also give you a break from your normal routine.

 

	6.Be open to seeking psychotherapy for yourself. This can be an important part of learning to be a good therapist and service provider. It may also be useful for caseworkers who are often angry or frustrated by their work or who are depressed or anxious and don’t know how to deal with such feelings.

 

	7.Make sure that you take care of yourself. People who go into the helping professions are commonly the “caretakers” of their families and live lives of constant giving. This is wonderful, but the giver needs to be given to as well. Take all of your vacation time and use it in the way that will best “recharge” your emotional and personal “batteries”. Take all your personal days, learn to say “no” diplomatically, and be assertive about fairness in workload distribution in your job.

 

	8.Finally, get plenty of sleep, exercise, eat regular meals and build in down time – you deserve it!

 





10.4.1 Self-Care
Self-care is defined in various ways in the published literature. For example, Newell and Nelson-Gardell (2014) describe self-care as use of various strategies that enable the social worker to “maintain their own personal, familial, emotional, and spiritual needs while attending to the needs and demands of their clients” (p. 431). They include participation in spiritual activities, as well as obtaining personal psychotherapy as two self-care activities, along with healthy life activities such as exercise and having a healthy diet.
Lee et al. (2017) described self-care as engaging in behaviors promoting positive outcomes such as stress relief or engaging in a positive lifestyle. Both quantitative and qualitative data were collected from a sample of 254 child welfare professionals working in Iowa. First looking at the characteristics of their sample, they noted a relatively high level of these staff having personally experienced difficulties in childhood (ACE), as well as feeling moderate or somewhat high stress levels now in their work on average. Qualitative data suggested that time pressures from high caseloads and feelings of guilt for not finishing their work on time were major sources of the stress. The sample was also asked what they did to cope with work stress. Strategies were classified as positive (including taking action to get rid of the problem, or developing a strategy for what to do) or negative (denial of the problem, using alcohol or drugs or other methods to disengage from the stressful feelings). The most used strategies within the sample were denial of the problem or using alcohol or drugs, both negative coping strategies. As might be expected, use of negative coping strategies was associated with higher levels of stress than using positive strategies.
In an interview study of child welfare workers in Canada described earlier, Lamothe et al. (2018) reported that seeking and finding social support was a major form of coping for this group. They typically turned to colleagues when wanting social support. This might occur when they wanted to talk about a troubling experience with someone they thought would understand. Sometimes they just wanted to vent. Others described turning to a supervisor for social support. Those who could not find a supportive coworker or supervisor were disappointed. In some of the interviews, caseworkers described being in an organizational culture where admitting that one was having trouble coping was frowned on and found this experience to be quite upsetting.
10.4.1.1 Self-Care Not Always Done
In is not clear how many of the caseworker staff engage in self-care. In an attempt to better understand this, Miller, Donohue-Dioh, Niu, and Shalash (2018) surveyed a convenience sample of 222 child welfare workers in one southeastern state. Within the sample, many did not rate their level of self-care very high, with the overall mean at the moderate level, indicating they sometimes did this. Data indicated that those who felt they were not doing well financially were less likely to be doing things to facilitate their self-care activities. A correlation was also found such that those who rated their physical health more favorably also rated their levels of self-care higher. Miller et al. conclude by noting that organizations need to do more to teach about and promote self-care.
As this review has suggested, those working in the caregiving roles discussed in this chapter may have great need of self-care, but it appears that many do not engage in this in an effective way. As Bloomquist, Wood, Friedmeyer-Trainor, and Kim (2015) found in a survey of 786 MSW graduates from over 200 programs, social workers who were asked how often they engaged in a long list of self-care activities, on average, they engaged at levels between sometimes (a few times a month) or rarely (once a month). Most common were eating well, sleeping regularly, laughing, spending time with those they enjoyed being with, chatting with coworkers, and setting limits with clients. When asked how much they valued self-care, ratings were quite high, as was the belief that self-care was effective in alleviating job-related stress. Newell and Nelson-Gardell (2014), suggest that training in self-care practices should be an essential part of social work education and outline ways in which this might be done.
10.4.1.2 Types of Self-Care
There are many types of self-self care. Box 10.2 presents some of our recommendations. Many others have offered advice on this. For example, Salloum, Kondrat, Johnco, and Olson (2015) discuss the benefits of trauma-informed self-care for those experiencing burnout or secondary trauma as a result of their work. This situation applies to all of the types of staff discussed in this chapter who work with those victimized by family violence. According to these authors, this type of self-care involves being aware of one’s emotional responses to the workplace and engaging in positive coping strategies such as seeking help from supervisors, getting training relating to secondary trauma, balancing one’s caseload, and finding a good work-home balance. Salloum et al. argue that trauma-induced self-care is especially important to child welfare workers.
Another technique for self-care increasingly used to increase health and well-being by a variety of professionals is mindfulness. Mindfulness continues to receive research attention with nearly 700 journal publications on this topic in 2016, a huge increase since the initial publication found by Baer (2018) in 1982. Mindfulness has its roots in early Buddhist texts, but researchers today define it in a number of different ways. Baer, Smith, Hopkins, Krietemeyer, and Toney (2006) analyzed some of the scales used at that time and found there were five basic dimensions of mindfulness in these scales: Nonreactivity to one’s inner feelings [I watch my feelings without getting lost in them]; observation of one’s inner perceptions or emotions [When I am walking, I deliberately notice the sensations of my body moving]; acting with awareness [I find it difficult to stay focused on what’s happening in the present (reverse scored)]; labeling one’s thoughts or feelings with words [I can usually describe how I feel at the moment in considerable detail]; and not judging oneself [I criticize myself for having irrational or inappropriate emotions (reverse scored)]. Further research (Baer et al., 2006) indicated that three of these dimensions were most important in predicting good psychological outcomes: being able to describe feelings or thoughts, being aware of them, and not reacting to them. As a result of these analyses, Baer et al. (2006) developed a widely used scale to for self-reported mindful behavior. Decker, Brown, Ong, and Stiney-Ziskind (2015) used all five of the Baer et al. dimensions to measure mindfulness in a sample of MSW students. As predicted, lower levels of mindfulness behavior were correlated with higher levels of compassion fatigue.
Paulson (2018) argued that mindfulness training has become an important intervention for social workers to use with clients. Summarizing the literature, Paulson reported that the effective use of mindfulness had been shown to be important for those in direct practice, allowing the social worker to be non-judgmental toward clients. It was also linked to reductions in compassion fatigue. However, he further noted that better teaching about mindfulness was needed in schools of social work since the skills were not always being properly taught.
10.4.2 Self-Care or Organizational Change?
As this chapter has documented, all of the service providers for those directly affected by family violence or neglect have high workloads, stressful jobs, and low pay. Bressi and Vaden (2017) suggest that the focus on helping these staff by asking them to engage in self-care may be misguided, since basic changes are needed in the agencies themselves to lessen workloads and make the jobs more manageable. Better supervision would also be helpful in alleviating burnout of compassion fatigue, according to Bressi and Vaden (2017). In addition, they note that the nature of self-care itself may need to change.
Critique of organizations. Personal self-care is stressed rather than professional self-care. Miller et al. (2018) also note that organizations need to do more.
10.4.3 Institutional Assistance
10.4.3.1 Encouraging Self-Care in Staff
In order to reduce some of the negative reactions in professional help-giving staff, training in self-care for the staff has been suggested as being helpful to them personally as well as making them more effective in their work. Such training can occur in school when staff are earning their degrees, but, as noted, many do not have degrees in social work where such training is most likely to occur. Thus, it is essential that the agencies themselves offer training in self-care. Since the stresses appear to be highest for those in child welfare work, these agencies, in particular need to offer such training (Miller et al., 2018). Miller and his colleagues also suggest that more training is needed for supervisors in these agencies. Encouraging staff members to join professional associations can also be beneficial since they, too, offer a variety of workshops for professional development. Social work associations, such as the National Association of Social Workers (NASW), provide continuing education programs both in-person and via webinars specifically in techniques of self-care.
In order to empirically test these recommendations, Salloum et al. (2015) anonymously surveyed a sample of 108 child welfare caseworkers and supervisors involved in a training program. Surveys were administered before and after the three training sessions conducted. Data analysis indicated that by the end of the training, those completing the survey rated themselves as having lower levels of burnout and higher levels of compassion satisfaction. No changes were found for ratings of secondary trauma stress. These data appear consistent with what might be predicted from Ludick and Figley’s theoretical model discussed earlier.
10.4.3.2 Making the Workplace Safe
Another important service agencies can do is to enable safety planning for staff members, and to have developed procedures for making the workplace safe (Kim & Hopkins, 2015). As Kim and Hopkins discussed, this problem may be somewhat hidden since many of the staff working in CPS may underreport their experiences of violence from clients since they perceive this as an inevitable part of their work. Gathering systematic information about the incidence of violence may be a first step in reducing it.
Based on their work in identifying the types of client violence encountered by child welfare staff, Lamothe et al. (2018) suggested that the institution needs to not only identify safety concerns, but provide tangible evidence that they want to know about the concerns of workers and are interested in helping with these concerns. Supervisors play an important role in helping reduce caseworker concerns. By encouraging open discussion of client aggression among the staff, others can be made more aware and learn from these examples. On-going staff training was also recommended.
Strolin-Goltzman et al. (2016) outline some of the efforts that could and should be made by organizations where child welfare workers are employed. These include developing plans for a unified organizational response when a violent individual is present. Making sure the service providers have cell phones or other means of calling for help is one of these plans. Having an on-going relationship with law enforcement authorities is also suggested. Staff training in de-escalation techniques and recognition of dangerous situations is needed. Keeping careful records of past violence or other abuse in the workplace would be helpful for identifying future situations with a potential for abuse of staff workers.
Other advice for improving workplace safety can be seen in Box 10.4. Other strategies that might be useful relate to the de-escalation skills offered in training for police officers (Olivia, Morgan, & Compton, 2010). For example, the first duty of a police officer arriving at a crisis event to to secure the scene and make sure everyone in the situation is safe. This may involve removing someone who is disruptive. The police officer is asked to remain calm and speak slowly, using short sentences. The officer is expected to show he or she wants to understand the person in crisis and provide whatever help is possible. These skills are often taught using role-playing.
Box 10.4: Enhancing Safety in the Workplace
Co-author Newhill (2003) offers these suggestions for making the workplace safer for those who work with potentially violent clients:	1.When talking with a potentially violent client:	Try to appear calm and relaxed.

	Speak in a non-judgmental manner.

	Introduce yourself with your name, position and agency affiliation.

	Begin the discussion by commenting in concrete terms about something obvious.

	Empathize with the client’s feelings and point of view. Show respect for the client.

	Listen carefully to what the client says and allow them to tell their story.

	Calmly and honestly state your own perceptions of the situation.

	Never make promises you cannot keep.

	It your find it difficult to remain calm, try to arrange a break.

	Don’t get pulled into arguments.





 

	2.Setting the stage for a meeting with a potentially violent client in the office.	If meeting in the office, you should decide whether others should be present with you and the client to ensure safety and whether the office door should be open or closed. When in doubt, decide on the approach that best promotes safety.

	Make sure everyone is sitting down; this mitigates perceptions of power imbalance.

	Make sure there are no heavy objects present that might be thrown or used as weapons.

	Remove any dangerous items from the client.

	Dress professionally.





 

	3.When meeting with a client outside the office in the community:	Notify a co-worker or supervisor about where you are going.

	Make sure your car or other transportation is in good working order.

	Make sure to park in a safe location, that can’t be blocked by an angry client.

	When entering the home, know where the exits are and try to remain near them. Have your keys handy and be ready to leave if you need to.

	If there are any signs of imminent violence, LEAVE.

	Never conduct an interview in the kitchen because kitchens have objects that can be used to harm someone, such as knives.





 





10.5 Summary
This chapter addresses the experiences of staff at agencies whose mission it is to assist the victims of family violence. Those working in child protective services, or, more generally, at child welfare agencies work with reported or verified cases of child abuse and neglect. Staff at adult protective services, among other duties, work with situations of elder abuse. Staff at shelters for battered women work with the women who seek shelter, as well as with children and animals they bring with them. All of these jobs may involve high caseloads and difficult work situations. Although most of these staff have college degrees, few are trained in social work. Many have a bachelor’s degree in another field, where their education has included very little information directly relevant to their work. Frustration is generated because the staff may feel they are not helping. They may experience aggression or even violence from clients or family members. Having to complete detailed reports and other paperwork is another source of frustration.
As a result of this workplace frustration, staff may experience burnout or compassion fatigue. This is especially for those in child welfare. Job turnover is very high in this area especially, but also for staff in adult protective services and battered women’s shelters. However, in spite of these frustrations and difficult work settings, some staff find great satisfaction in their work. For those whose burnout is high, self-care of various types is often recommended. The agencies themselves may provide training in self-care, as helping to enhance safety for staff. Many have suggested that agencies need to do more of this.
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Appendix: Case Vignettes from our Files
In this Appendix, we introduce the professionals whose clinical experiences we draw on throughout the book. These are followed by a number of short case vignettes based on the practice experiences of authors Christina Newhill, Rachel Fusco and special contributor, Allison Little. To provide a background context for these cases, we have described the location, settings and type of practice for each contributor below.
Introducing the Clinicians
Christina Newhill, Ph.D., LCSW

Christina Newhill holds an LSW (Licensed Social Worker)



license in Pennsylvania and an LCSW (Licensed Clinical Social Worker)



license in California. Her case examples are drawn from her practice experience in both states. In Pennsylvania, Christina worked for a year and a half as the Emergency Coordinator for one of

Pennsylvania’s Mental Health/Mental Retardation Programs.


This program provided mental health and intellectual/developmental disability

services



for two relatively rural counties in Western Pennsylvania, and psychiatric emergency services were available for anyone in the two county area 24-h a day. In this position, Christina supervised and trained volunteer crisis staff and directly provided psychiatric emergency and

crisis intervention services


. The cases from that work all involved “field” visits in which Christina made visits in the community to help clients in crisis in their homes, in the county emergency rooms, and at the various

psychiatric community services


across the two county area. Some of these client situations involved violent incidents in close relationships among family and friends. The population served was primarily white, many were working class or poor and resources were few and far between.


In California, Christina worked as a licensed clinical social worker for 7 years with a county community mental health center in central California. A “crisis” is an event or situation that results in a person’s need for immediate

mental health intervention


on the phone or in person in the clinic or in the community. This particular county was, at that time, mostly rural with much of the industry agricultural in nature. The county has always been racially and ethnically diverse with 58% of the population self-identifying as White non-Hispanic, 30% Hispanic or Latino of any race, 8% Black (African-American, Carribbean-American), 1% Native American, 12% Asian or Pacific Islander, 6% multi-racial, and 16% from other races or ethnicities. Clients served spoke multiple languages other than English including Spanish, Tagalog, Mon-Khmer or Cambodian, Vietnamese and Hmong as their first language and, thus, interventions sometimes were provided using an interpreter. The crisis clinic clinicians reflected this diversity during the time Christina worked there and included two

bilingual Mexican-American male clinicians


, one Asian-American male clinician, two white male clinicians and one white female clinician (Christina). There were two psychiatrists in the clinic; one was South Indian-American and one was Pakistani-American. The county was also home to many undocumented immigrants who were mostly from Mexico or Southeast Asia and worked as seasonal farm laborers. These individuals were not counted in the census figures above and, thus, the actual figures for these racial/ethnic groups was much higher than officially reported.


The Crisis Intervention

Service


phone line was available 24-h, 365 days a year, with a mental health clinician on call at all times. The goal of our service was to assist people in crisis to maintain their ability to function in the community to the fullest extent possible. Crisis services could be requested in person by appointment, on a walk-in basis, or by telephone and were/are provided throughout the community. Although the name of the clinic is

Crisis Services


, persons do not have to be in a “crisis” or an urgent condition to request our services. A

triage evaluation


by mental health professionals determines the level or urgency or crisis and the appropriate course of intervention. Following the triage evaluation, the crisis clinician refers the individual to appropriate resources including short term counseling provided in the crisis service, outpatient longer term counseling, evaluation for medication by the crisis psychiatrist, temporary out-of-home placement, acute inpatient care, adult or child protective services, or another community resource. A field clinician is assigned daily, to respond to community requests for crisis services, including mental health evaluations for temporary,

involuntary psychiatric inpatient care


in situations where the mental health consumer is a danger to self, danger to others or gravely disabled. Some of these situations involve violence between family members or other individuals in close relationships. The clinician assesses the individual’s ability to maintain community functioning in the least restrictive environment and determines the most appropriate level of care for that person at that time. Hospitals providing medical care may call

Crisis Services


to request a crisis evaluation for any person at the hospital who has already been medically cleared (ready for medical discharge), and who may be a danger to self, others or gravely disabled due to a mental disorder.

Rachel Fusco, Ph.D., LSW

Rachel Fusco is a

Licensed Social Worker (LSW)


in Pennsylvania and Oregon and a former

Licensed Clinical Social Worker (LCSW)


in Texas. Her case examples draw on her practice experience in both Texas and Oregon. In Texas Rachel worked with Children’s Protective Services (CPS) in a medium sized city. The population was primarily White and White Hispanic. Her first role with this agency was to investigate allegations of child abuse and neglect. Investigations involved interviews with

alleged child victims


, often in the school setting. Alleged perpetrators, family members, and other contacts were also interviewed as appropriate to establishing the facts of the case. This role also included determining whether a parent or guardian is able to provide adequate care, evaluating whether a child should be temporarily or permanently removed from his/her living situation, and placing children in out of home care when needed.


Rachel also provided in-home family

preservation services



at CPS. Family preservation services are family-focused, community-based

crisis intervention services


designed to maintain children safely in their homes and prevent separation of families whenever possible. Rachel provided intensive case management and weekly counselling sessions with families to help them develop parenting, problem solving, and stress management skills. Her caseload was largely composed of White Hispanic families, many of whom were new to the U.S., and some who were undocumented. The families were often struggling to reconcile their own cultural beliefs about physical punishment of children with U.S. laws and norms. Families commonly experienced intimate partner violence (IPV), mental health problems, and substance abuse issues in addition to child maltreatment.


After seeing the high percentage of CPS-involved families who were experiencing IPV, Rachel obtained a position with the Center for Battered Women. She was a social worker in their outreach center where she developed a program for children who were exposed to IPV. Mothers brought their children to the outreach center when they received their own therapy and support. The children ranged in age from 3 years old to 12 years old, and some of them had witnessed severe physical and sexual violence. A few children had seen their mother raped and one had witnessed the murder of her mother, and was now living with her aunt. Most of the children had spent time at the

battered women’s shelter


and were experiencing poverty, housing instability, and food insecurity. Some were still living with the perpetrator of the violence. Rachel conducted group and individual therapy with these children, including art and play therapy. Many of the children were experiencing significant

trauma symptomology


, including hyperarousal and re-experiencing, which was frequently demonstrated through their art and play.


Rachel moved to Oregon where she worked at a residential treatment

facility


for adolescents who were diagnosed with emotional and behavioral problems. She was the lead therapist on a unit that housed ten girls of varying racial, ethnic, and socio-economic backgrounds. The facility was in a medium-sized city but many girls were sent there from smaller communities that lacked adequate mental health resources, including American Indian reservations. Most of the girls had a history of child maltreatment and a few had experienced failed adoptions. Rachel worked with an interdisciplinary team that included a psychiatrist, a nurse, and an education specialist to develop treatment plans, and provided individual and group therapy. She also provided family therapy using a family systems perspective.

Allison Little, MSW

Allison Little has practiced as a social worker in multiple counties across North Carolina and in a suburban/urban county in London, England. Her case examples are drawn from practice experience in all of these locations. In North Carolina, Allison worked for 2 years in a medium sized city as an investigation and assessment social worker for the county child welfare agency. In this position, Allison investigated allegations of child abuse, neglect, and dependency made either by professionals involved with families or by non-professionals, such as friends, relatives, and neighbors. Investigations required interviews with alleged victim children and alleged perpetrators, as well as background checks and collateral community contacts in order to determine whether allegations should be dismissed and the case closed or the case should remain open and transferred to a long-term services social worker within the agency. A small number of these referrals led to the removal of children from

parental care and placement


in informal kinship or legally sanctioned foster

care


. A significant number of cases included concern about relationship violence as a primary or secondary referring issue; many also turned up these concerns in the process of investigation. While the majority of relationship violence

allegations


were based around concerns of men abusing female partners, many included concerns about other relationships, including women abusing male partners, abuse in same-sex relationships, abuse between siblings, and teenage children abusing their parents. The community served by this agency was majority White (about 85%) with smaller numbers of African American and Hispanic members (about 7% each). The community also included a small number of European immigrant families and a small but growing population identifying as two or more races (about 2%). After leaving this agency, Allison moved to work in the same position for 2 years at a very small child welfare agency in a rural county. Though the work and cases were similar, the population was less diverse at about 95% White and about 5% Hispanic.


Allison then spent 4 years working as a referral and assessment social worker in London, England in an urban/suburban Outer London borough. This position was essentially the same as the previous two positions in that it required accepting, screening, and responding to referrals of abuse, neglect, and dependency made either by professionals or non-professional community contacts. Though time frames, legal definitions, and policies differed from the U.S., the work was much the same. The greatest difference, however, was the great diversity within the agency and the community served. While the borough was majority White British (about 75%), the rest of the community was incredibly diverse, with about 5% describing themselves as White Other, and the remainder of the population representing about 15 racial and ethnic groups in small but significant percentages. The

agency reflected community diversity


, with social workers from over 20 countries. Interpreters were regularly needed for languages other than those spoken by the social workers. Referrals of maltreatment were often much the same as in the U.S., with the majority of relationship violence allegations concerning male abusers and female victims. Cultural differences in beliefs about roles and rights for women and girls versus men and boys sometimes influenced family violence, such as a father and brothers physically attacking a sister who wanted to date or a husband using violence to keep his wife from going out alone.


Finally, Allison spent 2 years back in North Carolina as a supervised visitation social worker in multiple North Carolina counties. Children who are removed from parents due to severe concerns about abuse or neglect are required to have regular visitation with parents both to maintain the family bond and to allow the agency to monitor progress on the case. The vast majority of these cases were based on substantiated concerns about

parental substance abuse


or family violence, with a significant number of families experiencing both. Cases in which family violence is the only or primary concern tend to exhibit severe physical and emotional violence resulting in physical injury or a substantial threat thereof. Case planning and management was focused on harm reduction, including safety planning with victim parents and mandated abuser treatment. The issue of separating the victim parent from his or her abuser is an especially difficult one in

child welfare case management


. The victim parent may not want to separate or may pretend to separate in order to regain custody or to end

social services


’ involvement. The parent may genuinely want to separate, but may find life alone to be emotionally and financially difficult. Separating from an abuser can also be an extremely dangerous undertaking, placing the victim at risk of harm or death from violence. Yet, allowing vulnerable children to be exposed to an abuser is a serious risk in itself.

Case planning and management


for families with minor children in which violence is an issue requires careful, supervised,

multi-level decision-making


.

The Cases
Case #1 (Christina Newhill)
This Case Demonstrates

	
How symptoms of

serious mental illness


can play a role in the occurrence of family violence;


	How repetitively violent/aggressive individuals with mental illness are most likely to target family members due to proximity and emotional involvement and attachment;

	
How difficult it can be for a family to manage violence exhibited by a family member with

serious mental illness


and protect themselves, particularly when the individual may be resistant to accepting treatment.






Initial Contact and Presenting Problem

Fred is a 42 year-old single white male with

paranoid schizophrenia


who has received outpatient and inpatient services at the county mental health service for many years. Recently he has not been doing well in terms of his psychiatric status, and has been seen in the crisis clinic both during the day and at night several times over the past 2–3 weeks. Fred complains of smelling foul odors and fears he will lose control and kill his mother. Fred has felt rage toward his mother for years because he blames her for bringing him into this world with a disability. Fred has attacked his mother several times in the past and has injured her severely enough for her to require medical care and even, on one occasion, hospitalization. Fred’s mother has never been willing to press charges against him, always insisting that he needs psychiatric treatment, not jail, however Fred is often unwilling to take prescribed medication or follow through with outpatient care. Many attempts have been made to secure stable housing for Fred so that he doesn’t have to live with his mother but he always leaves such situations to go back home and his mother takes him in and allows him to live with her.


Recently, although he has been treated with extremely high doses of

antipsychotic medications


(prolixin and mellaril) he has continued to maintain only marginally. A stay at our

transitional care facility


was attempted this past week but Fred would not even get out of his car when he arrived there, stating there were foul odors in the air that would contaminate him and make him sexually impotent. Tonight he states that he cannot control himself any longer from killing his mother. Upon evaluation he is calm and fairly appropriate except when talking about mother whereupon he becomes agitated. He states that he cannot stand living with mother but also can’t stay away so he believes that the only solution is to kill her, plus he feels she is influencing the increase of the foul odors that are bothering him.

We then received a telephone call from Fred’s brother, John, who stated that yesterday Fred tried to rape John’s wife (Fred’s sister-in-law). According to John, his wife states that she hugged Fred and subsequently he threw himself on her, knocked her to the ground and tried to rape her. The family states that Fred refuses to come to the mental health service to see the psychiatrist. We called Fred, and he was calm and cooperative on the phone. He stated that he did not try to rape his sister-in-law but claimed that she is always hugging and kissing everyone and that when he tried “to give her a taste of her own medicine” and hug her back, she screamed rape. He says that the family is trying to get him “put away for good in the state hospital” so they can get their hands on his mother’s house. He does not want to continue to take his medication and will only see the doctor if he ends up in jail and it is court ordered to treatment. He states he is now waiting for the sheriff to take him away, as his brother threatened to do. Outcome: Fred was taken by sheriff’s deputies to the county mental health inpatient unit and hospitalized on the basis of danger to others and grave disability.
Case #2 (Christina Newhill)
This Case Demonstrates

	How even when an abused victim takes action and evicts the abuser from the home, the abuser may stalk and continue to assault the victim;

	How victims may seek help through all the appropriate channels but not receive the help needed;

	
The profound physical and psychological toll that ongoing abuse can take on a mother and her children which led to post-traumatic stress

disorder



in both mother and children;


	How an individual who has been repeatedly victimized, has not been able to access help, and who fears for her life may use a violent action to fight back;

	How victims may view the only resort to be to cut all ties to their current life and “disappear”.





Initial Contact and Presenting Problem

“Joyce” is a 22-year-old single African-American woman who, under extreme stress, came to the crisis clinic with her 4 year old daughter for help because of

trauma flashbacks


and periods of dissociation. Joyce tells the crisis worker that a little over 2 years ago, she started going out with a man named “George”. Their relationship went well at first, and so she allowed him to move with her (her other child, a 2-year-old boy, is his biological child). Soon, however, George started beating Joyce frequently and severely. Once he beat her breasts so badly they got infected and she had to have surgery. Joyce finally kicked George out of the house, but he continued to come around and abuse her—he would follow her in parks and on the street, and then would attack her. Sometimes she was successful in pressing charges and having him put in jail, but recently the police had been unwilling to act on her complaints.

Joyce tried to get help from every resource she could think of including the police (repeatedly), the local district attorney, and Haven House∗ (the local domestic violence shelter), but got nowhere. The situation had progressed to the point that George was calling her constantly and threatening that he was going to kill her. Joyce developed ulcers, couldn’t sleep, had problems concentrating and lost weight. When she was able to fall asleep, Joyce reported having nightmares related to the abuse. George had also beaten Joyce’s two children, and the children began having nightmares, flashbacks of the abuse, angry outbursts and showed fear toward adult men in general. Finally, in desperation, Joyce borrowed a gun from her sister, and after a particularly brutal beating in which George poked Joyce’s eye in with a stick (she required many stitches), she finally went out, found George sitting on a park bench, and after much deliberation, walked up and shot him. She then went to a pay phone and turned herself in to the police. Joyce states that for the first time—sitting in jail - she felt safe.
George did not die from the gunshot wound and was still recovering in the county hospital when Joyce came to the crisis clinic for help. The crisis worker called Haven House and they said they now had room for Joyce and her children (they didn’t before, which is why they couldn’t help her previously) and staff agreed to come down to the clinic immediately to pick them up. Joyce’s sister had posted her bail. Joyce states that her nerves are so bad, she has had no sleep in days, and is at the end of her rope. The crisis worker referred her to the crisis psychiatrist for temporary medication (Joyce does not drink or use illicit drugs) and the doctor prescribed valium, 10 mg. twice a day.
Joyce states that she is planning to get some money together, get out of town and go somewhere secretly to disappear before George gets out of the hospital. As to what will happen with the court will remain to be seen.
Original DSM-III Diagnosis: Post Traumatic Stress Reaction.
Updated DSM-5 Diagnosis: Post Traumatic Stress Disorder with Dissociative Symptoms.
Case #3 (Allison Little)

	Rashid family, Iranian immigrants to the U.S.

	Father: Ali, age 29

	Mother: Nur, age 28

	Son: Basim, age 8

	Daughter: Adila, age 5





This Case Demonstrates

	

Domestic violence


may become obvious because of children’s behavior, including mimicking violence or casual disclosure.


	Financial concerns for the victim can be paramount when faced with the loss of a primary earner, especially when the victim parent does not work or is unable to hold employment providing a living wage.

	
In situations where the victim parent chooses to leave with children, it is vital to support the parent in accessing any benefits that they may be entitled to. Food stamps, cash benefits, housing subsidies, Medicaid,

child care subsidies


, etc. all require documentation and take time and sometimes a great deal of effort to maintain. If the victim parent can safely obtain passports, birth certificates, and other vital documents upon choosing to leave, they should be encouraged to do so in order to begin this process.







The Rashid family migrated from Iran to U.S. for economic reasons shortly after Basim was born. Ali is an I.T. (Information Technology) specialist and felt that the U.S. would allow him greater opportunity to advance in his field. Nur left university to marry Ali and is a full time stay at home mom. The family speak Persian at home, though the parents and Basim speak English well enough to understand professionals. Adila has some language delays. Basim’s school called with concern that his behavior is increasingly violent, and seems to be particularly directed toward his mother. Most recently Basim had asked his mother to take him to McDonalds after school for dinner because he prefers American food and didn’t want to eat his mom’s more traditional cooking. When Nur refused, Basim began hitting and kicking her. The principal and guidance counselor both spoke with Nur and found that she has been experiencing this quite a lot, and is concerned that Basim is copying his father’s behavior. Nur states that he often shoves and slaps her, though she has never been bruised by him. Basim has told female teachers and staff that he doesn’t have to listen to them because he is going to be a man, and they are only women.

Social services


began an investigation into the family. Ali reluctantly agreed to leave the home and stay with friends. Nur and her children hold American citizenship, so the social worker assisted Nur in applying for benefits. Nur was concerned because, even if Ali maintains support for the family and they are able to obtain benefits, their standard of living would drop. In particular, Nur was concerned that they would lose their apartment and that she and the children may have to stay in a shelter until they could obtain Section 8 housing benefit. Ali fully denied any violence, and stated that in fact Nur often yells at him and has slapped him in front of the children. Ali also denied that Basim is showing any behavior problems. Because of language delay, Adila could not be interviewed in English or with a Persian translator. When Basim was interviewed by the SW, he said his dad yells at his mom and tells her and everyone else what to do. When asked if anything else happens, Basim said his mom gets a smack, and mimicked a slapping motion. The family were found to be in need of services and transferred to long-term in-home services.

Case #4 (Allison Little)

	Anderson family, biracial African American/White American

	Mother: Leah, age 27 White American

	Father: Andre, age 29 African American

	Daughter: Faith, age 7 (biracial)

	Son: Carson, age 5 (biracial)





This Case Demonstrates

	

Relationship violence


can occur over long periods of time in relationships where the adults do not live together, have children in common, and have inconsistent involvement with one another.


	Relationship violence can have a mutual quality in which both adults are quick to anger and violence. However, thorough assessment and separate interviews are vital: what initially appears to be mutual violence may be repeated victimization.

	Children who are exposed to repeated physical and emotional violence may act out in various ways, including physical aggression and emotional manipulation. Parents may share highly inappropriate information about one another with children because of a lack of boundaries, potentially because the adult lacks any appropriate confidantes.

	Both the victim and perpetrator of violence may exhibit problems with substance abuse. Even when appropriate services can be found for the perpetrator and victim, noncompliance may be an issue.






Leah and Andre do not live together, and are in an on and off relationship. Their relationship is characterized by jealousy, fueled by the

close-knit urban community


in which they live. They see each other around often, and hear from friends about the other’s romantic and sexual escapades.

Social services


has been involved with the family repeatedly since Faith was born. The children were taken into care when Faith was six and Carson was four because of repeated and severe violence between the parents. Both Faith and Carson are intelligent, articulate children who speak casually about seeing their parents fight and hit each other. Faith stated that her mom says dad is a “nasty man-slut,” and that her dad says mom is a “whore.” When asked what happens when they get angry, Faith stated that mom will punch dad, and dad will pull mom’s hair and they yell. Carson calmly spoke about the night that his mom had to go to the hospital because Andre got mad at her because she had a new boyfriend and he stabbed her in the arm with kitchen knife. The wound was superficial, but the incident was severe enough to remove the children. Both Faith and Carson have severe behavior problems. Faith has tantrums in which she screams, however she does not usually hit. Rather, Faith looks for ways to manipulate other people, including her brother, her parents, schoolmates, etc. She will cause fights by telling one person that another said something about them, or will find ways to casually goad Carson into violence by subtly teasing him. Carson is physically violent, he goes into rages in which he hits and kicks and curses. He often says things like “you have to listen to me, I’m in charge,” and has such severe behavior issues that he is in a special day facility rather than school. Both parents have a history of substance misuse; both drink regularly, Leah has misused prescription medication that she buys off the street while Andre has a history of crack use. Both claim that they never use around the children and neither feels that drugs have an effect on the violence. Leah and Andre both admit that there is violence between them, though each claims that the other starts it. Each also claims that the other is emotionally manipulative, giving affection and sex and then withholding it for no reason. However, both also state a desire to rekindle a stable relationship together and eventually marry. The parents get weekly supervised visitations and are receiving

counseling and drug services


. Parental compliance with these services has been inconsistent, and the parents risk the permanent termination of their parental rights if this continues.

Case #5 (Allison Little)

	Martinez family, Mexican Immigrants to the U.S.

	Mother: Juanita, age 38

	Father: Pedro, age 36

	Son: Vicente, age 12





This Case Demonstrates

	
While the majority of reported

relationship violence


is perpetrated by a male partner against a female partner, men can be victims of physical, emotional, and sexual violence as well.


	
Shame,

self-rationalization


(e.g. it’s not that bad, just “man up” and ignore it), and the belief that no services exist for men may prevent a male victim from reporting his experience.


	

Undocumented migrants


may be especially fearful of reporting out of a fear of deportation. Practitioners should make contact with immigrant rights groups who can provide information on where to obtain support, including how to apply for the right to stay in the U.S.


	Children experiencing family violence may sometimes respond by showing outwardly positive behaviors at school and with friends. This may be a method of coping, of receiving positive attention in a safe environment, or out of fear of provoking the abusive family member.






Juanita and Pedro moved to the U.S. 15 years ago. Both have become fluent in English, and while their son is a natural-born U.S. citizen, neither have made efforts to obtain citizenship. When asked why, they state they are afraid to let the government know of their presence lest they face potential deportation. Both parents work very long hours at various informal jobs. Vicente is a model student and a well-liked, well-behaved boy by all accounts from the school and acquaintances.

Social services


became involved when it was alleged that Vicente often is alone overnight and even for full weekends when his parents are working. When Vicente was interviewed at school, he also disclosed that his mother often gets very angry when she is stressed, and that she takes it out on both Vicente and Pedro. She will slap and punch Pedro during arguments. Vicente stated that while Pedro will yell as much as Juanita, he never uses physical violence. Vicente stated that his mom still spanks him on his bare bottom with a belt or extension cord, but that it doesn’t happen as much as when he was younger. Vicente states he thinks his mom hits him less because he tries very, very hard to be good in school. Pedro’s account of fights with Juanita fits with Vicente’s. Pedro states that he does not hit back because he grew up in a very violent household in which he was afraid of his father. Additionally, Pedro fears that if he hits back, it will come to the attention of police and risk deportation. Pedro was embarrassed to talk about the hitting, and feels that there is no point in looking for help, not only because of the risk of deportation, but because he assumes there is no help for men. Juanita admitted in her interview that she sometimes hits Pedro, but claims she doesn’t do it very often. Juanita also says she has told Pedro he can hit her back, which Vicente says he has heard as well. Juanita denied ever using an instrument to hit Vicente, though she admits she still spanks his bare bottom when he is bad because it will embarrass him and shame him into behaving. Neither adult wanted to leave the home; each stated they still love each other, would have no place to go, and would lose their son. The family were transferred to in-home services for long-term support.

Case #6 (Christina Newhill)
This Case Demonstrates

	How multiple systems of care can become involved with a family in which there is intimate partner violence;

	
The important role of

bystanders


(i.e. neighbors) in mobilizing a critical intervention (police);


	The pathways a perpetrator and victim move through in accessing help;

	The nature of follow-up care following a crisis.





Initial Contact and Presenting Problem

John is a 36 year-old married white male with five children who was brought to the crisis clinic for evaluation by Sheriff’s deputies and a

Department of Public Assistance (DPA)


worker. John’s wife, Karen, was seen 4 days prior by one of the clinic social workers for evaluation of depression. John has abused Karen off and on throughout the 8 years of their marriage, but last Saturday he almost killed her. Because of the violence in the home, the five children were removed last year and placed in the

Dependent Children’s Home



by Child Protective Services and are currently in foster care. John reports that he injured his back in an auto accident 4 years ago and, because his back is still bad, John says nobody will hire him so he must work privately in a body shop he constructed in his garage. The shop, however, has been losing business and the family’s finances are in a squeeze. This past Saturday, John and Karen were having a yard sale. John was working in his body shop and told Karen to keep the people at the yard sale out of his way; she started to argue with him so he attacked and beat her; he broke a broom over her head and was about to ram the broken end through her but stopped in time. Karen immediately left, went to the hospital for treatment of her injuries, and then went to the local battered women’s shelter. Karen refused to press charges against John and never has after previous incidents of abuse. In John’s words, though: “If somebody did to me what I do to her, I’d have him thrown in jail or kill him.” Karen is now staying with a friend. This morning the DPA worker tried to reach Karen in order to discuss the situation with the children, but found out she was gone because of the recent incident of abuse. The DPA worker then attempted to make a home visit to talk to John, but neighbors said he was being held at the sheriff’s department. According to the neighbors, they called the sheriff after they observed the abuse going on in the yard, and when John admitted to the deputies that he had beaten his wife, they threw him in the squad car and brought him to the crisis clinic. The DPA worker then met them there. Upon evaluation, John initially threatened suicide (said he wanted to blow his brains out), but as the interview progressed, he said that if he could get some help, he would promise to get rid of his gun at home and could postpone any harm to himself.

Disposition

	1.
John was referred to the crisis clinic doctor for evaluation for medication due to John’s complaints of feeling depressed, sleeping poorly over past few weeks, and poor appetite resulting in weight loss. He may not be truly depressed, rather, he may meet criteria for antisocial personality

disorder


. However, given his explosive temper and behavior, antidepressant medication could aid in helping him to maintain emotional balance and behavioral control;


 

	2.John was given a follow-up appointment to return to crisis tomorrow morning 9:30 to see the crisis worker;

 

	3.John made a contract that tonight he will call our emergency number if he feels he is losing control and might harm himself;

 

	4.John was given an appointment in our outpatient clinic for 2 weeks from now. Once the current crisis abates, he may not need to continue on medication but would benefit from psychotherapy;

 

	5.John agreed to allow me to inform the DPA worker about the disposition.

 





Follow-up Appointment Three Days Later

John is doing much better now. Taking 150 mg of

imipramine


is too strong, so the dose was decreased to 100 mg at night, which seems to be working, i.e. John is sleeping well, he has not been explosive, and feels much more stable. John subjectively states that he “feels good”. John and Karen have discussed the problems they have been having and John feels that they are talking constructively for the first time. Wisely, they are remaining separated to avoid any recurrence of conflict. John seems motivated to pursue counseling (he is in the remorseful stage) To return to the crisis clinic 5/25 to see the psychiatrist. Return June 1 to see me. Has intake 6/9.

Follow-up Appointment Seven Days Later
John looks good and seems to be doing well, sleeping better and staying in control. John and Karen are now living together again but there have been no fights and John thinks the medication is helping him control his temper. The body shop business is still down and John has to go to the small claims court regarding a guy who “ripped him off” and didn’t pay his bill for body work. There will be no change regarding the children’s foster care until the outpatient therapist can verify that John is attending counseling.
Case #7 (Christina Newhill)
This Case Demonstrates

	
How heavy

alcohol abuse


is often associated with intimate partner violence;


	How after an episode of abuse, the perpetrator may apologize and be contrite, promising to change but, without intervention, the abuse often occurs again;

	How the victim of abuse may try to leave multiple times before she makes a commitment to leave and/or get assistance.





Initial Contact and Presenting Problem

Julie is a 25 year old married white female with one child who was brought to the crisis clinic by her sister-in-law. Julie states that her husband kicked her out of the house 2 days ago and she has no place to go and is, essentially, homeless. Her sister-in-law took her in to stay with her family but her husband (Julie’s brother-in-law) says he wants Julie to leave because his brother will get too upset. Julie’s husband drinks heavily on a daily basis, beats her up regularly and she doesn’t know what to do. Julie presents as an attractive young woman who is upset and desperate. Her speech is pressured, affect is somewhat labile in presentation, there is no evidence thought disorder, and she denies suicidal or homicidal

ideation


. Julie has stayed at the battered women’s shelter before but has never been willing to stay longer than overnight. When I inquired as to why she doesn’t stay longer at the shelter, she says that she has always contacted her husband, he apologizes and promises never to hit her again and so she returns home. Things are good for a couple weeks or so but then his drinking escalates and inevitably he abuses her again. Julie realizes she needs to do more than what she has done so far to change her situation, including staying at the shelter and getting counseling, so I called the shelter and she talked with them on the phone and agreed to go there and commit to staying for a few days. Her sister-in-law agreed to drive her over.Disposition
: referred to Battered Women’s shelter for placement and counseling

Case #8 (Christina Newhill)
This Case Demonstrates

	How victims of domestic violence are often seen in the emergency room when they sustain injuries that must be treated, which opens an opportunity for emergency personnel to identify the presence of domestic violence and arrange for help;

	Victims may make a suicide gesture or attempt either to force access to help or as an act of desperation;

	Emergency room contact is often a time when victims are most motivated to seek help as they are safe in that environment, the most recent violence may be severe, and transportation to a shelter is available;

	The forms in which severe abuse occurs and how it can be sustained over a long period of time before the victim seeks help.





Initial Contact and Presenting Problem
Rose is a 44 year old married white female who was brought to a rural community hospital emergency room by her husband, Tom. Tom told the ER doctor that his wife had taken pills in a suicide attempt. Rose denied this, stating that her husband lies all the time. Later, however, when talking with the crisis social worker, Rose admitted that she had taken the pills because she had felt hopeless about the situation with her husband. She didn’t want to die, but just wanted to “go to sleep and escape” the physical and emotional pain she was experiencing.

Upon evaluation by the crisis social worker, Rose presented as alert, completely oriented, although she thought today is February fourth when it was actually December 14th. Rose states that her husband has abused her for 15 years of her 18 year marriage and that she wants help. She has a large

hematoma


on her forehead and is complaining of severe stomach pain - her husband had kicked her in the stomach. Rose states that Tom has, over the years, broken both of her wrists, broken both her legs, cracked her ribs and given her multiple black eyes, cuts, and abrasions. Up until now she hoped he would change and stop the violence if she were a “better wife” but realizes now that hope is futile and she is motivated to get help. Rose agreed to go to the Battered Women’s Shelter and I contacted them and they agreed to accept her once she is completely medically stable and ready for discharge. Rose told the social worker that she felt better after talking.

Case #9 (Christina Newhill)
This Case Demonstrates

	
How intimate partner violence can occur in

same-sex relationships


with similar dynamics to such violence in

heterosexual relationships


;


	How each partner in an abusive relationship may describe the violence differently (see Case 15), for example, each describing the other as the controlling partner;

	How fear of the violence getting worse may prevent the abused partner from involving the police.





Initial Contact and Presenting Problem

Elaine is a 28 year old single African-American woman with four children. Only two of the children are with her; the other two are with their father. Elaine was referred to county mental health

services


for ongoing counseling by the Battered Women’s Shelter. Elaine has lived in Sacramento for 3 years; before that, she was living in Oakland. While in Oakland—5 years ago—her husband was killed, she was very depressed after his untimely death and made one suicide attempt by overdosing. Following the suicide attempt, Elaine sought counseling and this helped her tremendously—she got back on her feet, worked for a while as a domestic for a wealthy family and managed to save money, get her kids back (they had been removed for a while by child protective services) and, overall, was doing well. Then a friend introduced her to a woman named Bebe. Bebe had a young child and had her own problems and attached herself to Elaine in a very dependent demanding fashion—began calling her at work and the family she worked for became angry about Bebe’s constant calls but instead of Elaine telling Bebe not to call, she quit her job and moved in with Bebe and they both then moved to Sacramento. Bebe became more controlling, Elaine ended up taking care of Bebe’s child along with her own children when Bebe got high on drugs and Bebe began almost terrorizing Elaine and her children and this eventually accelerated into Bebe beating Elaine physically and abusing Elaine’s children almost daily. The beatings got worse but Elaine was afraid to call the police because she felt even if Bebe was jailed, when she got out of jail, Elaine would suffer worse beatings. Finally, last Friday, Bebe beat Elaine with a wooden chair, and Elaine tried to defend herself with a knife. Elaine didn’t stab Bebe but did manage to get her children and leave. A

community service worker



referred Elaine to the shelter and to mental health services. Elaine states the apartment where she lives with Bebe is in Elaine’s name and her furniture is still there but she is too afraid to go back. Currently, her plans are to stay at the shelter until she can get a new place, enroll her children in the school nearby and friends will provide her with furniture once she gets a new place. She is clear that she is not going back to Bebe and wants to start her life over. Since counseling helped her in the past, she is very anxious to start again. One issue she wants to have resolved is whether she is gay or straight and she feels very confused about this. She supports herself currently with welfare and all of her family and friends are in Oakland.

Plan

	Cut off all utilities in her old apartment with Bebe because they are in Elaine’s name

	Inform the landlady that she has moved out

	Go to legal aid for legal advice about the above in case she needs it

	Stay at the shelter with her children for now

	Call our 24-hr emergency number if needed

	Appointment for intake for outpatient counseling was set

	
Return in the meantime to see the

crisis clinic social worker


for support






NOTE: “Bebe” is the nickname for Lettie [Case 10] who came in for help a week later.
Case #10 (Christina Newhill)
This Case Demonstrates

	
How intimate partner violence can occur in

same-sex relationships


with similar dynamics to such violence in

heterosexual relationships


;


	How each partner in an abusive relationship may describe the violence differently (see Case 9), for example, each describing the other as the controlling partner;

	How an abused partner will stay due to loving the abuser and her children.





Initial Contact and Presenting Problem

Lettie is a 26 year old single black female referred to county

mental health services



by the Women’s Center. For the past 3 years, Lettie has been involved in a live-in gay relationship with a woman named Elaine (see Case 9). Approximately a week ago, Elaine left Lettie and, with her two children, Elaine went to the Battered Women’s Shelter asking for placement there, claiming that Lettie had beaten her and was threatening her, adding that she—Elaine—was planning to permanently sever the relationship and wanted to “start a new life”. Lettie states that she has been devastated by Elaine’s leaving and relates a description of their relationship quite different from what Elaine related to me when I saw her earlier in the week. Essentially, Elaine describes Lettie as the villain and she as the victim and Lettie describes Elaine as the villain and she as the victim—the actual events and problems described are approximately the same but the roles of the actors are reversed. Lettie has one child—a 6 year old boy—and Elaine has two children. Lettie states she has been gay for 13 years but her relationship with Elaine is the longest and most committed relationship she has had with a woman. They moved all over the Bay area and Oakland before finally settling in Sacramento. Lettie feels she has sacrificed for Elaine—giving up jobs (Lettie is a certified welder) and so forth—to follow her but feels Elaine has not appreciated this. She states that throughout their relationship Elaine has abused her—both physically and emotionally. Lettie states that Elaine has a bad temper, gets easily insulted and seems to try to provoke Lettie into physical fights. When questioned about who starts the fights, Lettie admitted that both of them seem to mutually provoke each other. Elaine also lies about her to others—for example, Lettie states that Elaine has told others that Lettie uses drugs but Lettie denies any drug use except for an occasional beer—Lettie claims she has been the one who has primarily cared for the children—both hers and Elaine’s—but Elaine claims the opposite. Lettie states that Elaine has punched holes in the walls of the apartment and currently is arguing with the landlady about paying for the damages. Why has Lettie stayed all this time? She says she has stayed because she loves Elaine and her children. But now she doesn’t know what to do—she states she feels worse now than she has ever felt in her life. Last night she felt like killing herself (Elaine had left a loaded gun in the house) but she controlled herself because of her little boy. Currently, she says she is in control but has planned to stay in a motel tonight to avoid any temptation to harm herself. She was managing fairly well, but Elaine called her last night and began complaining about all their problems and this set Lettie off into a deep depression. She states she has no history of any suicide attempts, or even ideation. At this point she is planning to stay in Sacramento but wants very much to get involved in some counseling to get her life sorted out and figure out what she is going to do at this point.

Lettie’s family is all in the San Francisco Bay Area. She describes herself as basically a loner and says she really has no friends locally in Sacramento—also that Elaine has turned their neighbors against Lettie and “her talk” has eliminated the possibility for friends she might have had.
Case #11 (Allison Little)

	McDowell family, White American

	Daughter Lena, age 3

	Mother Jane, age 27

	Father Jason, age 30

	Maternal Grandparents George and Ellen, age 60





This Case Demonstrates

	Victim parents may exhibit a genuine wish to leave their situation, but then change their mind. This may be out of fear, loyalty to the abuser, loneliness, or the experience of manipulation or intimidation.

	
When children are involved in abusive situations,

social services


may mandate that a parent leave with the child or children and may remove the child or children if the parent cannot or will not do so.


	Parents may hide the status of the relationship with the abuser out of fear of losing their children.






The McDowell family have been known to

social services


for reports of domestic violence. Jane and Jason have one daughter together, though Jason has two sons who live with two other former partners in other towns, both of which who have occasional contact. Jane came into the office in August with bruising about her eyes, in tears, and explained that Jason had been hitting her again. The case had been opened and closed twice because there was no visible injury, Lena was too young to be interviewed, and the MGPs (maternal grandparents)



agreed to spend more time with Jane and Lena. A safety plan was devised with Jane that she would obtain a restraining order and not make contact with Jason. Failure to do so would result in Lena’s removal from Jane’s care. Jane agrees, and Jason is required to leave the home. Jason is the sole earner, so a one-time emergency TANF (Temporary Assistance to Needy Families)



payment was secured to pay rent, as well as money toward a title loan that Jason had taken out. Jason is a long distance delivery driver, so he is out of town for over a week at a time. Supervised visits are set up with SW attending twice per week. Jane is asked to work with local victims services, but does not want to. The case continues without incident for a month, at which point an anonymous relative calls to say Jane and Lena have disappeared. After contacting the transport company, Jason’s truck is located on an interstate in the North Texas Panhandle. SW contacts the local sheriff’s department and asks that the truck be pulled over and, if Jane and Lena are present, that Lena be taken into immediate protective custody to give time for SW’s agency to file a petition. Jane and Lena are found on the truck, Lena is unharmed but Jane is badly injured. She has been beaten to the point of bruising and later reports sexual assault and experiencing a seizure from being struck in the head. Jason abandons the truck and disappears into a farm field. SW files a petition and is granted custody of Lena. The agency pays for two social workers to fly out and retrieve Jane and Lena. Despite Jane’s and the Maternal Grandparents’ request to place Lena with her

MGPs


, Lena is placed in agency foster care for safety. Jane reports that she had taken Lena to see Jason one night, and he forced them to stay until the next morning when he told them to get in his truck. Lena is distraught at the removal from her mother. Jason returns home and is immediately arrested by the local sheriff’s department. He is unrepentant, and proudly reports that they had attended church together every Sunday and that Jane begged him to take the truck to Mexico so they could disappear together. Jason is eventually arraigned on charges including kidnapping, sexual assault, as well as damages and charges from his employer and is imprisoned. Contacts to his older sons and their mothers are met with denials that any violence ever took place. Lena is eventually reunited with her mother after 6 months in care.

Case #12 (Allison Little)

	Zacapa family, Guatemalan immigrants to the U.S.

	Mother: Itzel, age 24

	Father: Felipe, age 29

	Son: Francisco, age 6 months





This Case Demonstrates

	Lack of fluency in the dominant language can leave the victim adult isolated and vulnerable to maltreatment.

	Violence perpetrated by one adult against another in a family does not always mean that children are being physically abused. However, children remain at significant risk both because of the emotional harm of witnessing physical violence and the risk of accidental physical harm should they get caught between the adults. Older children may try to intervene, increasing the risk of harm.

	

Emotional coercion


and threats by the abuser, with or without physical violence, may be used to force the victim into sex.


	An initial disclosure may occur shortly after the violence has most recently occurred, when the victim is afraid and angry. However, the victim may retract because of coercion by the abuser and/or their extended family, fear of losing the abuser’s financial and emotional support, or fear of child welfare involvement.






Itzel and Felipe migrated to the U.S. for work 3 years ago. Itzel did office cleaning before she was pregnant with Francisco. Felipe used to do itinerant agricultural work, but took full-time employment in a restaurant kitchen when Itzel became pregnant. Felipe speaks English well enough to communicate and take care of day to day needs, whereas Itzel cannot speak, write, or understand English at all. Because of this, Felipe has full control of the family’s shared checking account and makes all of the family’s business decisions. The family became known to

social services


when a downstairs neighbor called to say that there is often shouting and banging around upstairs, often accompanied by Francisco crying. When the family were interviewed, Itzel had a visible bruise on her neck and cheek. Felipe denied that he has ever been physically violent, and stated Itzel’s injury was from a fall in which she hit her face on the coffee table. Felipe also states that Itzel doesn’t want to take care of the finances and isn’t interested in taking English classes. Itzel claimed in her interview that Felipe has become increasingly angry due to a combination of financial stress and changes in their relationship since Francisco was born. Itzel states Felipe has always had a temper, but he didn’t start hitting her until after Francisco was born. He has also told Itzel that, despite their small income, she cannot work. This is even despite the fact that Itzel has a Spanish-speaking friend who would keep Francisco for her in exchange for errands around the house. Itzel states also that she knows Felipe has been seeing other women, he often stays out late and either comes home drunk, or not at all. Felipe has become upset about their decreasing sex life, and says that he takes care of Itzel and Francisco so she owes him. Itzel denies she has ever been physically forced to have sex, but states that Felipe will get very angry and threaten to withhold money. Itzel also states that Felipe will not allow her to take free English classes, because he says she will start meeting men behind his back. Felipe is a doting father to Francisco and has not done anything to hurt him, though he will yell at Itzel and hit her even if she is holding Francisco. Felipe was soon asked to leave the home for the duration of the investigation. When Itzel found out, she immediately recanted everything she had said, stated she did get a bruise from a fall, and that she was just so angry at Felipe for infidelity that she wanted to scare him. Itzel was advised that if she allows Felipe to move back in before services can be secured, that Francisco will be removed. The family were referred to intensive in-home services provided by a

Spanish language family support agency


.

Case #13 (Allison Little)

	Jackson family, White American

	Mother: Andrea, age 39

	Father/Stepfather: George, age 41

	Daughter: Caitlyn, age 15

	Daughter: Telly, age 18 mos.

	Son: George Jr., age 18 mos.





This Case Demonstrates

	

Relationship violence


between adults in a family can be difficult to assess because of conflicting accounts by the involved parties.


	Children may be fearful of getting adults in their family in trouble or may fear repercussion from other family members if they disclose having seen violence. Adults may make an effort to hide violence from their children.

	A victim of violence may call for help with genuine concern for their own and their children’s well-being, but may recant these statements out of fear of losing the financial and other support provided by the abuser. Children may also be pressured to recant.

	
A thorough

safety assessment


by multiple professionals is necessary to work with the victim parent in making a decision about staying in a relationship.







The Jackson family recently moved to a new city. Andrea called the police the night that they moved in to their rental home, alleging that George was hitting her. A check with the family’s previous county of residence found two child welfare reports of fighting between the adults, though both times were unclear as to who began the fight and what actually happened. Both reports were closed because there had been no evidence of physical fighting. When interviewed, Andrea alleged that George was upset about Caitlyn’s behavior. Caitlyn has begun to engage in

self-cutting


, which Andrea is concerned about but feels, from her own negative experiences with therapy, that it is best to ignore the behavior rather than reward it with attention by going to therapy. George is angry about this, as he and Andrea have young twins who are exposed to Caitlyn’s behavior. Caitlyn’s father lives out of state, and they have very little contact. An argument about Caitlyn’s behavior began when George said she needs to get therapy, or go live with her dad, and Andrea took offense to this. The argument escalated to dishes being thrown, at which point Andrea called the police. George admitted he threw a plate, but was not aiming for Andrea. He also noted that all of the children were in bed, and thus did not see anything. Caitlyn stated in her interview that she has heard them yelling at each other, but has never seen anyone hitting. Caitlyn said she hated George, but not because of the arguments, rather because she felt he wanted her to move away so Andrea would pay all her attention to him and the twins. George was asked to leave, and Andrea agreed to keep him away from the home until the investigation was completed. However, an unannounced visit found that George was back in the home. When asked why she allowed him to return, Andrea said they cannot live without George’s salary, and that the plate-throwing fight had been a misunderstanding. Andrea and George insisted they would stay together. Despite

social services


’ concern, the courts did not find enough risk to justify removing the children if George refused to leave.

Intensive in-home services


were provided to the family.

Case #14 (Christina Newhill)
This Case Demonstrates

	How sexual abuse, even abuse that is long-lasting and cuts across many victims, can be kept “secret” in the family for an extensive period of time;

	How if just one of several victims reports the abuse, the abuse will stop and all those victimized in the family can access help and the perpetrators punished and provided with help;

	The extensive trauma that sexual abuse causes;

	How victims within a family can serve as social support for each other.





Initial Contact and Presenting Problem
Janet is a 25 year-old white female who came to the crisis clinic, at the referral of a local judge, for an appointment with an outpatient therapist for counseling. Janet is married, has a 4 year old daughter and is currently pregnant. Janet revealed that she and her three sisters have a history of extensive sexual abuse from their biological father occurring over the course of many years. The abuse was a well-kept family secret until the oldest sister left home; she then confided in Janet and her twin sister Becky about her own abuse and then they admitted that they had also been abused by their father. The oldest sister Katie, was abused from age 8 on, with her father forcing her to have intercourse with him 3–4 times a week. Janet states she was fondled but never had sexual intercourse with her father, although Becky did. The lid was blown off the whole thing when the youngest sister Edie, now 15 years old, was approached by her father for intercourse after he had insisted on taking nude photos of her. Edie then rode her bike over to the judge’s home (the judge is a long-time family friend) and told her about what was going on. The judge was furious, called child protective services, and insisted that Edie be removed from the home. Edie is now living with Janet. The father was arrested and taken to the police station, however the older sisters could not press charges because their abuse occurred too long ago. Edie’s mother insisted that Edie forgive her father which infuriated Edie and she no longer wants to go home to her mother even though the father is now living in a different town while the criminal case is working its way through the court. Currently, both parents are attending an incest perpetrators group. Janet and Edie wish to obtain counseling together because Edie is afraid to come without her sister present because she would like to deny the whole thing, yet at the same time, knows she needs help. Janet is, for the first time, feeling truly enraged and feels she and her sister both need help- the older sisters are living elsewhere. I contacted one of our clinical psychologists who specializes in treating victims of sexual abuse and she agreed to see both sisters next Friday. Both sisters are also interested in attending our incest survivors group.
Case #15 (Christina Newhill)
This Case Demonstrates

	How incest between a biological father and daughter can be sustained over many years, even producing two children, and occur with the daughter’s mother’s full knowledge but no efforts at intervening to stop it;

	How incest can adversely affect both the victim and the victim’s child borne from the incestuous relationship;

	How knowing that one is the product of incest can be significantly traumatic for a child and can complicate existing behavior problems.





Initial Contact and Presenting Problem

Peter is a 12 year-old boy who was the victim of an attempted sexual assault involving two other boys who tried to force the victim into oral copulation. Peter was examined by a physician at the county hospital emergency room and released with a referral to county mental health services for

evaluation



. Upon evaluation Peter is alert, cooperative, and somewhat philosophical about the event although he states he has been harassed by other boys over the same thing but this is the first time actual attempted assault has occurred. He attributes this to the fact that he is the smallest kid in his class and some of the other boys taunt him as being “gay”. Although Peter seems to have come through the incident without too much trauma, he should be observed over the next couple days for any further signs of trauma reaction, depression or anxiety. We recommend consultation with

County Mental Health Children’s Services


.

Information from Children’s Services Consultation

Peter’s mother, Gloria Smith, describes Peter as basically uncontrollable: he becomes violent, angry, and has hit his mother on several occasions. In the past, Peter has run away and has gotten into fights at school; subsequently, he was put into a

special education program


. Peter is described as a bright child that now gets good grades, however, has been in special education programs since the third grade. What seems to have precipitated Mrs. Smith to bring in her son was the incident of attempted sexual assault, as described above, but also another traumatic incident that occurred approximately 3 weeks ago. Peter’s biological father, who is also Mrs. Smith’s biological father, had been drinking and shared the secret that he is Peter’s real father. Peter began to scream at his father and, since this revelation, has been angry at his mother and has voiced how much he hates her, stating that he wishes he was dead.

Mrs. Smith reported that her father had made sexual advances for several years with her mother’s full knowledge, adding that her mother accused her of lying when she asked for help. She admitted that during her pregnancy that she became very depressed and was contemplating having an abortion or giving the child up for adoption and that it took her a long time to develop an attachment to Peter as a baby. Peter’s early years were normal and he had a good kindergarten year, however, he began to demonstrate behavior problems in first grade and, in third grade, was placed in special education. Mrs. Smith reports that the incest with her father occurred for many years before her pregnancy and continued for many years after Peter’s birth, in fact, she has another child, age nine, who is also fathered by her biological father. The incestuous relationship did not stop until Mrs. Smith ran away from home and got married to the first man who asked her. She describes her husband as being a kind man with her children and they have formed a close relationship with him. She reported that she has had two “nervous breakdowns” and subsequently received therapy for herself as well as for her son.
Disposition: Peter will be seen in individual therapy as well as in sessions with his mother to work on their relationship. The primary issue at this time is to help Bruce to cope better with his feelings surrounding the disclosure of the identity of his biological father.
Case #16 (Christina Newhill)
This Case Demonstrates

	
How a referral to Child Protective Services can be perceived as a

positive mechanism



for obtaining help


	
How past abuse as a child can lead to an adult engaging in abusive behavior as a result of

post-traumatic stress and depression




	
How

drug use


can play a role in exacerbating psychosocial stress






Initial Contact and Presenting Problem

Karen, a 28 year old married white female with three children, came to the crisis clinic asking to see a counselor. Upon evaluation, Karen began to cry stating that she feels completely overwhelmed and doesn’t know what to do. Karen’s three children include Tevine, aged 8; Casey aged 7; and Mikey aged 4½. Karen’s husband, Andy, works for a chemical company and was recently transferred from the town where they were living to a much smaller town. Karen was quite happy living in their former neighborhood because she had friends and family there, but hates living in the current town because she is very isolated, is stuck in the house all day with the kids (her husband uses their only car for work) and it is getting to her to the point she yells and screams at the kids “all the time”. Karen states that her children “act like brats” and recently she hit Casey so hard she was afraid she broke his arm. The

crisis clinic social worker


advised Karen that she is obligated to make a report to CPS (Child Protective Services), but Karen didn’t seem bothered by that, stating she would actually like to have a

CPS social worker


come out to her house and help her learn how to handle the kids better.


Karen indicates that she had a complete hysterectomy 3 years ago and was told she must take hormones but she has not filled her prescription because she can’t afford it. As a result, she has chronic severe hot flashes and mood swings. She has decided to go back to her family doctor and get the hormones and has an appointment to see the doctor today. The

crisis clinic social worker


spoke with her husband Andy, who seems to understand what is going on but admits when he comes home at night he doesn’t respond to her needs like he should because he wants his own needs met. Both Karen and Andy are very amenable to the idea of counseling.

Disposition

	Keep appointment with medical doctor for a new prescription for hormones

	Outpatient intake appointment set for tomorrow at 1:00 pm for Karen





Complicating Factors Revealed from Intake Evaluation

During the intake evaluation, Karen revealed additional information that provided more depth to understanding her difficulties managing her children and her depressed feelings. Recently, Karen has been experiencing

flashbacks


of incidents when she was sexually abused as a child by three male relatives. These flashbacks have caused her considerable distress. In addition, Karen said that controlling her weight has been a long-time issue for her and she has used amphetamines to keep her weight under control and this contributes to her mood swings, especially irritability with her children. The outpatient therapist referred Karen to the AMAC (Adults Molested as Children)



group for targeted group therapy and to Weight Watchers to learn healthier ways of managing her weight.


Karen has been experiencing a number of psychosocial stressors during the past year. It is difficult to determine whether her depressive symptoms are related to these stresses, underlying dysthymic disorder, or chronic post traumatic stress

disorder


. The question of whether her use of street drugs to obtain energy has been a means of

self-medication


needs to be explored. It is also unclear as to the reason why she is experiencing flashbacks regarding her sexual abuse now and suspect that there are other precipitants which she has failed to reveal during the initial intake. The major problems at the present time appear to be her depressive

symptomatology


, unresolved feelings regarding her sexual abuse as a child, and impaired coping skills including hitting her child.

Intake Evaluation Short Term Goals Include

	1.Positively engage and establish a therapeutic relationship.

 

	2.Obtain additional information for diagnostic clarification.

 

	3.Monitor of depressive symptomology.

 

	4.
Group preparation for joing the

AMAC


group.


 





Focus of Therapy Will be Directed Towards

	1.
Helping her understand the relationship between

psychosocial stressors


and

depressive symptomology


.


 

	2.Explore alternative means of coping with stresses to help avoid hitting her children.

 

	3.Understanding and working through her feelings of guilt, responsibility, and depression about her molest.

 

	4.Working through feelings about her negative self-image, sexual identity and relationships with the opposite sex with subsequent enhancement of self-esteem.

 





Case #17 (Christina Newhill)
This Case Demonstrates

	Extreme neglect and abuse of a child to the point that death was imminent;

	How one child may be singled out for abuse and neglect while other children in the home are adequately cared for;

	That parents do not automatically love all of their children, in fact, a child may be actually disliked by parents and other family members with negative consequences for the child;

	The importance of “see something, tell someone”, in which a neighbor’s observation of the abused and neglected child’s condition led to getting him help and saving his life;

	The complex nature of severe abuse and neglect and the consequences for a child’s health.





For years, a 7-year-old boy was beaten, starved and neglected by his mother and grandparents. The child was only allowed to eat small amounts of tuna and eggs and resorted to eating insects to stay alive. If he tried to get other food, the three adults would beat him with a belt or force him to take cold showers. Although he was confined to his home, with neighbors not even knowing he existed, 1 day he managed to escape and was seen by a neighbor who was walking her dog. The neighbor described him as looking like a “human skeleton”, as he weighed only 25 pounds and was only days away from death. The neighbor called police who called child protective services. The child was taken to the hospital and his mother and grandparents were arrested on multiple charges of child abuse and neglect including unlawful restraint of a minor, aggravated assault, child endangerment, medical neglect, false imprisonment and criminal conspiracy.
The boy’s three siblings—one brother and two sisters—appeared to not have been abused and were all healthy, although they were also removed from the home by child protective services to ensure their safety. The motive for the victim’s abuse, according to the investigating detective, appeared to be that the adult family members simply did not like him. One year ago, the mother removed him from school to homeschool him, although it was unclear if any schooling actually occurred.
One of the doctors from the local children’s hospital said this was the worst case of childhood starvation, abuse and neglect that she had ever seen and the best medicine for him was providing him with kindness and nutritious food. During hospitalization, the boy gained 24 pounds and, when released, was placed in foster care. The child’s mother and grandparents remain in jail awaiting trial.
Sources

	1.
“Police charge mom, grandparents of starving beaten child who ate insects to survive”. (July 19, 2014).Pittsburgh Post-Gazette
. Retrieved June 12, 2015 at:
http://​pittsburgh.​cbslocal.​com/​2014/​07/​19/​police-charge-mom-grandparents-of-starving-beaten-child-who-ate-insects-to-survive/​


 

	2.
Jackson, C. (July 22, 2014). Starving child ate insects to stay alive.Pittsburgh Post-Gazette
. Retrieved June 12, 2015 at:
http://​guardianlv.​com/​2014/​07/​starving-child-ate-insects-to-stay-alive-video/​


 





Case #18 (Rachel Fusco)

	Family: Allan

	Parent(s): Dave (age 28) and Julie (age 33)

	Target child: Shannon (age 13)

	Other children in household: Layla (age10)





This Case Demonstrates

	Some families normalize incest and see it as a way to teach children about sex

	Youth who experience sexual abuse sometime perpetrate abuse against younger children.

	
A sexual abuse history may contribute to aggressive or destructive

behaviors


in youth.






13 year old Shannon was referred to Child Protective Services by her teacher after put her hands inside the front of an 8 year-old boy’s pants and rubbed herself against him at a school assembly. During a meeting with Shannon’s parents, her stepfather Dave reported that he has fondled her breasts and has purchased lingerie that he expected her to model for him. He also watched online pornography with Shannon. Dave did not think these behaviors were a problem, and stated: “I am the only father she has and the only man she has in her life so it is my job to teach her how to be a woman.” Shannon’s mother, Julie, agreed with this behavior and shared that her own father treated her and her sisters the same way. Julie and Dave viewed the response toward Shannon touching the younger boy and the investigation as an overreaction. Neither had any interest in attending parenting classes and repeatedly said this was all a ‘private family matter’. There was no evidence that 10 year old Layla had experienced any abuse and while it was thought that she was at high risk for future perpetration a case could not be opened for her.

It was determined to be unsafe for Shannon to remain in her home since her parents believed their actions were appropriate. Since sexual abuse was prevalent in her extended family, kinship care options were not explored. It emerged that Shannon had a history of sexually acting out with younger boys so she was placed in

Multidimensional Treatment Foster Care


. After an incident where she slapped her foster mother, Shannon was transferred to a

Residential Treatment Facility (RTF)


where she received individual and group therapy. Her parents were encouraged to participate in family therapy with a future goal of reunification but they only attended one session. Shannon spent 15 months in the RTF but after running away and setting a small fire in a common room she was transferred to a juvenile detention center. She was eventually returned to her mother’s care after Dave was arrested and sentenced to 5 years in prison for a drug-related charge.

Case #19 (Rachel Fusco)

	Family: Campos

	Parent(s): Rodrigo (age 32) and Ofelia (age 27)

	Target child: Miranda (age 12)

	Other children in household: Oscar (age 11) and Frieda (age 10)





This Case Demonstrates

	Sometimes one child in the household is the target of the abuse.

	
Sexual abuse can be linked with ongoing mental health problems such as

self-injurious behavior


.


	Children removed from their homes may end up placed in more restrictive settings if their initial problems are not adequately addressed.





The Campos family emigrated from Mexico 5 years ago to find better job opportunities. Rodrigo speaks English well but Ofelia does not. Rodrigo works full time but Ofelia stays home as she has ongoing health complications from lupus. The family was reported to Children’s Protective Services by the family doctor after he discovered that Miranda was 6 months pregnant. Miranda reported that Rodrigo has been fondling her since she was 8 years old and he started having intercourse with her about a year ago. She stated that Rodrigo is the father of her baby. Ofelia denied that this could be true but said “if it is, it is Miranda’s fault”. Criminal charges were filed against Rodrigo but he fled back to Mexico. Ofelia said she wanted nothing more to do with her daughter and did not want her to return to their home. She was very upset that her husband left and blamed Miranda for all of her troubles. Oscar and Frieda claimed to be unaware of the abuse that occurred in their household.

Miranda was placed in foster care until her baby was born. The baby was adopted from birth and Miranda went to live with her aunt. She was referred to individual and group counselling but her aunt failed to get her to her appointments. Miranda began engaging in

self-injurious behavior


and started drinking heavily. Her aunt did not feel she could handle the care of Miranda any longer and she was sent to a residential treatment

facility


.

Case #20 (Rachel Fusco)

	Family: Reynolds

	Parent(s): Alison (age 29)

	Target child: Eve (age 8)

	Other children in household: None





This Case Demonstrates

	

Emotional abuse


often co-occurs with physical abuse.


	People with their own childhood abuse history may struggle with appropriate parenting.

	Children with a history of early maltreatment may develop emotional and behavioral problems.





The Reynolds family was referred to Child Protective Services by Eve’s second grade teacher. The teacher reported that Eve wore a long sleeve shirt on a very hot day, and when she was encouraged to push her sleeves up, bruises were revealed up and down both of Eve’s arms. Eve also has a very explosive temper and has been very aggressive toward other children. Alison reports that she is often rough with Eve, and grabs her, spanks her, and shakes her frequently. She admits that she is easily angered and says she has trouble dealing with Eve sometimes. Alison grew up in foster care and aged out of the system with no family support. She said that she lived in four different homes between the ages of 8 and 18, and never felt that any of the providers really cared about her. Alison reports that Eve’s father was the first person who ever loved her, but her left when Eve was an infant. Allison says that they would still be together if it wasn’t for Eve because he wanted her to get an abortion. She often tells Eve that her father is not around because he never wanted children. Alison also says that she had a tough time coping when Eve was a baby, and she would occasionally leave the child at home on her own for hours during the day.

Alison and Eve were referred to Parent Child Interaction Therapy

(PCIT)


to improve Alison’s parenting skills, decrease Eve’s behavioral problems, and develop their attachment bond. Intensive in-home services were also provided.

Case #21 (Rachel Fusco)

	Family: Wilson

	Parent(s): Jim (age 40) and Diane (age 36)

	Target child: Daniel (age 6)

	Other children in household: Alice (age 15), Ellen (age 12), Freddie (age 10), and Greg (age 8)





This Case Demonstrates

	
Challenges when a

family’s religious beliefs


are not in line with what is believed to be a child’s best interests.


	The complexity of some medical neglect cases.

	The role that the legal system must play in cases when a child is not old enough to make their own decisions.






Six year old Daniel was diagnosed with

acute lymphoblastic leukemia (ALL)


. Although ALL had a survival rate of about 85% with chemotherapy, his parents refused to take him for treatment. Jim and Diane were Christian Scientists who did not believe in using medicine and wanted to rely on spiritual healing through prayer. Daniel’s life was believed to be in grave danger from infection without treatment so an emergency removal order was issued. However, Jim and Diane hid Daniel outside their home and he could not be located by Child Protection workers. In the meantime they hired a lawyer to file a lawsuit against the county, stating that their freedom of religion was being violated. The case was rushed through the system and the courts sided with the county, since the minor child could not make his own decision about whether or not he wanted treatment. Jim and Diane were threatened with arrest if they did not turn over Daniel to authorities. They finally conceded although they claimed that their prayers were working to heal him. Daniel was retrieved from the home of church members and he presented as very medically frail. He was transferred to a foster care home with a woman who had medical training, and he started chemotherapy 2 days later. He received 3 months of intensive treatment and was prescribed a daily mediation to be taken for 2 years as maintenance. He also needed to attend hospital appointments every 6 weeks for 2 years to receive

intravenous medication


.


His parents visited him frequently throughout his

chemotherapy treatment


. They agreed to give him his maintenance drugs and take him to his appointments, so he was allowed to return home. After a year of regularly taking Daniel to appointments and giving him his oral medication, the case was closed.

Case #22 (Christina Newhill)
This Case Demonstrates

	How violence can be an ongoing and pervasive element across relationships amongst multiple members in a family;

	
The role of

recreational drug use


in elevating risk for abusive aggressive interactions among family members;


	The role of the police in intervening when violence occurs, identifying the current primary perpetrator or instigator of the violence, removing that individual from the family situation to prevent further violence from occurring, and applying for mental health care;

	Resistance to help and denial of responsibility on the part of the perpetrator and other family members.





Initial Contact and Presenting Problem

Mark is a 19 year old unemployed single white male brought to the psychiatric health facility inpatient unit for evaluation by the local city police. Mark has a history of

phencyclidine (PCP) use


and was released from jail only 4 days ago after an 8 day stay on charges of “driving under the influence”—he goes to court next week. Tonight Mark got into an argument with his stepfather and his mother (all three had been drinking since early afternoon), Mark pulled a knife and threatened to kill them and when police arrived, he had already cut himself and was threatening to kill himself, stating he has nothing to live for. Upon evaluation Mark is extremely agitated and labile, so the police were asked to stand by during the mental health evaluation. Mark was subsequently hospitalized on the basis of danger to self and others.

Follow Up Family Meeting

One week later, after Mark was sufficiently detoxed from the

PCP


and alcohol, a meeting was convened with Mark, his stepfather and his mother. When confronted about the incident with the knife, Mark denied he intended to hurt anyone, i.e. “I was just messing around”. This precipitated an argument amongst the three family members, escalating to the point that the stepfather was asked to step out in the hallway while the social worker attempted to intervene with Mark and his mother. Mother states that her husband hits her but then admitted that she has thrown hot coffee at him and once hit him over the head with a frying pan. Mark states both of his parents have threatened him and it seems like alcohol plays a major role in the numerous incidents of violence that have occurred. Mark says he uses drugs and “sometimes does stuff” because he is frustrated over not having a job; mother says she drinks because Mark won’t get a job and she gets frustrated. The stepfather, once he rejoined the conversation, blames both his wife and Mark for his violence “if they’d shape up, I wouldn’t have to smack them”. None of the family members is interested in getting counseling, and blame each other for all their troubles.

Case #23 (Christina Newhill)
This Case Demonstrates

	
How the police are often called in

domestic violence


situations, including sibling to sibling violence, because they are the only 24-h free service with legal power that many families know about;


	
How

long-standing sibling conflict


can lead to violence and suicidal behavior, particularly if parents do not intervene constructively;


	
How the initial instigator of a violent episode isn’t necessarily the individual who ultimately suffers the consequences, such as

incarceration


or being pushed out of a living situation;


	How parental responses may serve to escalate rather than help mitigate a conflict situation between siblings.






Stephanie is a 17 year old single African-American female brought to the crisis clinic by the police, accompanied by her mother. Mother called the police because Stephanie and her sister, Mary, were fighting. The police state they heard Stephanie threaten to kill Mary and cut off her legs. Stephanie claims that her sister attacked her with an asparagus knife and in defense, Stephanie threatened to kill Mary. Mother states both sisters threatened each other with Stephanie’s sister making the first threat and then the mother threatened to hit both sisters with a lead pipe. The altercation occurred after Mary taunted Stephanie about not graduating high school, and called Stephanie a whore and other derogatory names. Stephanie calmed downed considerably in the

crisis clinic social worker’s


office, telling the social worker that her sister always says mean things to her, mother doesn’t understand her and the only person nice to her is her boyfriend. The conflict with her sister has been so upsetting to Stephanie that she has overdosed on aspirin three times during the past month. She denies any suicidal feelings at this time, and denies wanting to hurt sister now but her mother wants her out of the house. There is no evidence of mental disorder, just a long standing hostile relationship with her sister. Currently, Stephanie is living with her mother, stepfather and sisters and is looking for work. Stephanie’s sister has pressed charges against her for assault, therefore, police transported Stephanie to juvenile hall.

Case #24 (Christina Newhill)
This Case Demonstrates

	How violence and aggression can be directed by an adult child toward a parent;

	
An individual with an

antisocial personality


initiating a request for help;


	The types of intervention appropriate for a person with anger issues;

	
The importance of “

environmental manipulation


”, in this case, recommending the aggressor not live with the targeted victim.






Initial Contact and Presenting Problem

Jack is a 39 year old single white male referred to the crisis clinic by the emergency room at the county general hospital. He initially came to the hospital emergency room this afternoon requesting help for his violent temper. The patient presents with the statement “I need help with my temper.” He also stated “I’m not very sociable. I become hostile. For years I’ve been losing my temper pretty bad.” Jack has a history of

incarceration


in Juvenile Hall as a youth and CYA (California Youth Authority) commitment along with eight arrests as an adult (all in the last 2 years) including assault and battery, and receipt of stolen property.


Up until 2 years ago, Jack was running a dump truck business with some partners but claims they did some “dirty business deals” and got him implicated for misuse of funds, even though—according to him—he was innocent of any wrong doing. Jack ended up having to go to court; he avoided the potential legal problems, but lost the business and blames the local police for this. Since that time, he has had various jobs but nothing permanent has worked out. Now, Jack is unemployed and, because of lack of financial resources, is having to live with his mother. He states evenly that he hates his mother and would never live with her under any other circumstances but desperation drove him to ask her if he could live with her. He claims that his mother nags him constantly and brings up the past which aggravates him to the point he will explode and strike out at her aggressively—either verbally or physically. A few days ago he got so angry that he hit her with a shovel and came very close to killing her—he has also pulled her hair out and hit her. He states he has no homicidal feelings towards her in general- only when she pushes him “over the limit”. The

crisis clinic social worker


strongly advised Jack to get out of that living situation but he says he has no use for people and as a result has burned all his bridges as far as other friends or relatives are concerned. He requested both “nerve medicine” and counseling—the crisis social worker advised him that medication issues could be discussed at an outpatient counseling intake appointment but doubted that would be appropriate for his problems. Jack does not seem to be a good candidate for insight oriented psychotherapy but he might benefit from a good confrontive group or a few sessions of good directive therapy. It is likely that Jack will control his temper and aggression only if he sees the consequence of his actions are sufficiently noxious. Diagnostic impression: Antisocial Personality

Disorder


.

Disposition

	1.
Appointment set for an

outpatient counseling intake evaluation


;


 

	2.Short term goals include: (1) no medication; (2) Supportive therapy for reality control of behavior and safe ventilation of his anger;

 

	3.Long term goals include the possibility of group therapy and of relocating away from his mother. Jack will be provided with directive help and introduction of healthier alternatives to expression of anger and acceptance of others in an attempt to become more sociable.

 





Case #25 (Christina Newhill)
This Case Demonstrates

	The vulnerability of elderly individuals who live alone.

	The importance of having someone who will regularly check in on such vulnerable older adults to make sure they are okay;

	

Hoarding and medical self-neglect


due to dementia and untreated type II diabetes;


	How neglect can take many forms, in this case, an adult child who paid little to no attention to his parent’s health and well-being, allowing his parent’s ill health to reach a crisis point;

	The role of the police in serving as first-line responders in checking on the well-being of elderly individuals living alone.





Initial Contact and Presenting Problem

Mrs. Jones is an 85-year-old widowed white woman who lived alone in her home in a neighborhood on the edge of the center of the city. She had lived in her present residence for 35 years with her husband and was widowed 5 years ago. She has three grown children, two of whom lived on the other side of the country and a son who lives in an adjacent county. Neighbors reported that she had little contact with any of her adult children. Mrs. Jones used to have occasional visitors and neighbors would see her go outside to retrieve her mail and sometimes take a walk around the block. Mrs. Jones’s next door neighbor, however, realized that she had not seen Mrs. Jones for quite some time and so decided to check on her. When Mrs. Jones didn’t answer the door, the neighbor called the police, asking them if they could come out and check on her. Police officers came out and, again, nobody answered the door but police smelled bad odors emitting under the door, were concerned about what might be going on and so forced the door open. When they saw the inside of the house, they called social workers affiliated with the local community mental health center to come out and meet them at the house. This is what the social worker and police officers saw: Inside the house papers and other debris were piled from the floor to the ceiling, filling the large entry hallway and living room. A small path had been formed from the door to the middle of the living room and at the end of the path was a small empty circle and in the middle of the circle, Mrs. Jones sat in a chair. Empty containers of canned goods were next to her along with a camp stove. When the social worker approached Mrs. Jones to introduce herself, Mrs. Jones stared at the social worker and then tried to speak but her words were barely audible and she seemed confused. She clearly had not bathed in a long time and open running sores could be seen on her swollen legs. Cockroaches and mouse droppings were visible everywhere. The social worker asked the police to call the paramedics who then transported Mrs. Jones to the nearest emergency room for evaluation. The social worker followed and discussed Mrs. Jones’s situation with the emergency room doctor following examination. The doctor indicated that Mrs. Jones seemed to have advanced dementia, her body was ravaged by untreated Type II diabetes and her condition reflected severe neglect. The son who lived nearby was contacted and he admitted that he hadn’t paid much attention to what was going on with his mother. The social worker insisted that he come to the hospital immediately, as certain decisions needed to be made about his mother’s care. Reluctantly, he agreed, and arrived at the hospital an hour later. At this point, Mrs. Jones was referred to

Aging Services


for follow-up.

Case #26 (Allison Little)

	Martin family, African American

	Mother: Eleanor, age 41

	Son: Samuel, age 15

	Son: Jonas, age 12

	Son: Elias, age 9





This Case Demonstrates

	Domestic violence between parents and teenage or young adult children may be the result of a sustained culture of violence in the family. Teenagers who physically fight with their parents sometimes report having received excessive discipline as a child.

	

Substance abuse


by both adults and teenagers and undiagnosed mental health conditions can play a significant role in

parent/child family violence


.


	It can be difficult for professionals to reconcile different narratives of violence in a home when parties give different accounts.

	
Extended family or close friends can be valuable resources in finding a safe place for children and teenagers to go when there is mutual parent/child violence. However, it is important to work closely with

social services


and other professionals to ensure that any family placement is safe and appropriate. Extended family caregivers are often entitled to financial and other resource supports through

social services


if they formally take on long-term care of a child or children.


	Foster care or group home living may be a necessary alternative if no safe family placement can be made. If the juvenile is charged with a crime, he or she may be placed in a secure facility.






The Martin family had been known to

social services


historically because of violence between the mother, Eleanor, and 15-year old Samuel’s father, who is now completely uninvolved with the family. The other children, Jonas and Elias, see their father on weekends at his home in an adjacent county, and were with their father when the following incident occurred.


The police were called by a neighbor when Samuel was seen scaling the outside of the building to get back into his third floor apartment at 1:30 am. Eleanor and Samuel began to yell at each other and a physical altercation ensued. When the police arrived, both Eleanor and Samuel had to be physically restrained. Samuel was so aggressive and angry that he was put in handcuffs and leg restraints, while Eleanor began to threaten the police and was stunned with a taser. Eleanor admitted to having consumed several alcoholic drinks that evening, as she does most days. Samuel’s toxicology report later showed traces of cocaine and marijuana. Eleanor and Samuel each alleged the other began hitting first, and both had scratches and swelling from the fight. Samuel was placed in the care of

social services


while a home study was completed to assess the safety of a potential placement with grandparents. Samuel stated in his interview that he and his mom often yell at each other and that his mom has slapped him before, and this is the first time he has hit back. Eleanor was arrested and released with a warning for disturbing the peace. Eleanor alleged that Samuel often hits her, which he began doing once he had grown physically taller and stronger than his mother. Jonas and Elias remained in the full-time care of their father while Eleanor entered

alcohol abuse


treatment. Samuel was released into the care of his grandparents, who worked with

social services


to obtain mental health and substance abuse support services for Samuel.

Case #27 (Allison Little)

	Elwood family, African American

	Mother: Melanie, age 44

	Father: Johnathan, age 46

	Son: Anthony, age 14

	Son: Lewis, age 12

	Daughter: Sasha, age 5





This Case Demonstrates

	
Because some level of

inter-sibling violence and conflict


is a normal part of child development and family life, abusive behavior may go unreported or may be rationalized by parents and other family members.


	Sibling violence can occur in families regardless of whether or not other family violence is occurring.

	Sibling abuse may be physical, emotional, sexual, or a combination thereof.

	Power differentials between siblings may go in unexpected directions, such as a younger sibling holding power over an elder sibling. Practitioners should consider a number of aspects including age, gender, physical and intellectual development, and what role a child plays in the family (e.g. the scapegoat, the golden child, the peacemaker). The abusive sibling may target only one sibling or may mistreat all of his or her siblings.

	Support services should be provided to all members of the family, not just to the siblings involved.






Mr. and Mrs. Elwood own a number of franchised restaurants and are a very wealthy family. They live in an exclusive neighborhood and their children attend a private day school. The school contacted

social services


out of concern about the relationship between Anthony and Lewis. Though the boys are in different classes and different years, they have often been seen around school arguing, and Lewis was caught with two of his friends holding down and giving Anthony a “swirly,” putting his face in the toilet of the boys’ room and flushing it. Lewis, though younger than Anthony, is a very good athlete and is already involved in weightlifting and other endurance sports. Anthony is a quieter child, has fewer friends, and often seems to be in the shadow of his younger brother. When the boys were interviewed separately, Anthony stated that his life is horrible and it is because of Lewis. Lewis has stolen his money, often hits him, threatens him, and teases him relentlessly by calling him a “girl” and a “faggot.” Both boys are very dark skinned, so it is hard to see any bruising. However, Anthony pulled up his shirt and showed some swellings on his back and shoulders. Anthony stated he tries to hit back, but he is too slow and it only makes Lewis madder. Lewis has threatened to tell the whole school that Anthony is gay and has threatened to tell their parents that Anthony is molesting Sasha. Anthony stated Lewis told him he knows he can do this, because Sasha practically worships him and will say what he wants. On one particular occasion, Anthony states that Lewis took Anthony’s phone and used it to download hardcore gay pornography, and then showed the phone to their parents. Anthony lost his phone for a month and his parents questioned him extensively. They did not believe Lewis had done this because they assumed Anthony had a password protected phone. Anthony states that Lewis is never like this with Sasha, in fact he is always being very nice to her, gives her things, and tells her bad things about Anthony so she will not like him. Lewis says that Anthony is just a crybaby and is always trying to get him in trouble with their parents. Lewis says his dad once told him privately that Lewis should be the older son, though Lewis stated he didn’t want to tell Anthony that because it would make him upset. Lewis stated he loves his brother, and that everything is being exaggerated. The Elwoods were very concerned about the involvement of

social services


, and while they engaged a lawyer to sit in on meetings, were willing to cooperate with interviews. Melanie stated she knows that the boys don’t often get along, but that they love each other and will grow out of their difficulties. Johnathan stated that the boys are competitive as he would expect them to be, they are both bright and full of potential and that competition prepares them for attending an elite college and eventually entering the business world. Both parents deny that there is excessive physical violence between the boys and both deny there is any kind of emotional abuse. Jonathan states that he never told Lewis he should be the oldest son, but would not be surprised if this is what Lewis feels since he is always coming out ahead of his brother. Ongoing

in-home services


were provided to the family, including extensive counseling both separately and together for Anthony and Lewis.

Case #28 (Christina Newhill)
This Case Demonstrates

	
Drug and

alcohol abuse


as a complicating factor in an abusive relationship;


	Although an abusive partner is violent in the couple relationship, he may be a good parent for the couple’s child and even handle challenges, such as a child’s disability, well;

	How an abusive partner’s jealousy may fuel controlling behavior and efforts to restrain the woman’s options for friends and employment;

	The type of event that finally triggers a person to leave an abusive relationship;

	Challenges in learning how to be independent after one has left an abusive relationship and the strengths that emerge in someone who has been abused once they leave and are on their own.





Initial Contact and Presenting Problem
Barbara is a 25 year old divorced white woman referred to the Crisis Clinic by the Battered Women’s Center and Shelter. Barbara presents as a thin shy young woman who could not make eye contact during the first half of the interview. Her speech was soft and hesitant; affect was sad. She denies suicidal ideation, however, once about a year ago when her husband was abusing her regularly, she threatened to cut herself with a pocket knife but her husband wrestled knife away from her.

Barbara relates a range of problems that she is struggling with. First of all, she has a drug problem which she readily admits she needs help with. About 3 years ago, Barbara used LSD heavily for 3 months, resulting in a

lingering psychotic condition


for which she was hospitalized and treated with antipsychotic medication and eventually stabilized, although last May (1 year ago) she had some recurrent visual hallucinations of

“green phosphorescent Negro faces”


. She reports no psychotic symptoms at this time. Currently, Barbara is drinking alcohol to excess and smoking marijuana as often as she can afford it.


The other half of Barbara’s problem set involves life situation problems. She was married for 3 years to a man who physically and emotionally abused her and was an alcoholic. Barbara and her former husband have a long history of marital discord with her citing his insane jealousy as being the primary difficulty in that he monitored her every move and was very controlling, including deciding who she could and could not associate with in terms of friends and family. She had a baby 16 months ago that has cerebral palsy due to birth trauma caused by use of forceps in the delivery, and the child’s problems put added stress on the marriage. Although her husband abused Barbara, he was very loving towards the baby and actually was able to cope better with the child’s problems than Barbara was, according to her, and so he now has custody. The last straw for her, in terms of the marriage, occurred 3 months ago when the husband slammed her against the wall and almost choked her to death. He now lives in another town in the county with the baby, and Barbara has her own apartment, surviving on small alimony payments. She is having a very difficult time learning to be independent and living on her own. She went straight from living with her parents to getting married and living with her husband and, until now, has never lived alone. She has no job skills but on her own has applied for Project Step and a job training program through the JTPA (Job Training Partnership Act)



program. Barbara has three different job ideas she is interested in: secretarial work, graphic design and drafting. She took a drafting course a couple years ago, but couldn’t complete it because heavy use of LSD impaired her thinking and she was hospitalized for injuries caused by her husband’s abuse and missed too many classes as a result. Barbara states that her husband opposed her efforts to learn a trade. Barbara says that her future goals include obtaining an apartment without cockroaches and a car that doesn’t break down. Along with what she is already doing to help herself, Barbara would also benefit from ongoing counseling at our mental health outpatient clinic as well as alcohol/drug counseling.

Disposition

	1.
Appointment for residential

drug/alcohol rehabilitation treatment


tomorrow;


 

	2.Continue AA meetings at Women’s the Center;

 

	3.Continue pursuing job training

 

	4.Followup appointment in crisis clinic on 6/11 Take appointment with outpatient clinic on 7/2.

 





Follow-up

On 6/4, Barbara called and said she will be going to 28-day RTC (Residential Treatment Center)



drug and alcohol rehabilitation program, thus her outpatient counseling intake appointment was rescheduled for July 11th. Barbara will see the

crisis clinic social worker


when released from RTC for support until her intake. Shortly after completing rehab, Barbara succeeded in obtaining a full time job and has been working at the King’s Table as a busgirl for the past month.
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