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Abstract 

 

Background:  Intimate partner violence (IPV) is an ancient problem that is still poorly 

understood.  In Maryland, there were 18,557 intimate partner violence (IPV) related 

crimes involving families and children.  Research and public policy has been approached 

from the feminist perspective.  Research has clearly shown what effects violence has on 

women.  Only recently has the medical community realized that children exposed to 

violence are at not only directly in harms way, they are at risk of future victimization or 

perpetration of IPV.  There has been a dearth of research from the male perpetrator 

perspective.  As a result, policy and treatment of these men has been punitive and 

ineffective in stopping the cycle of violence.  Research has not asked the question of why 

men become violent against their intimate partner. 

 

Purpose:  The purpose of this study was to explore the perspective of men who have 

been violent with their female intimate partners.  A qualitative methodology was chosen 

to build a foundation of knowledge in an area where there is a lack of knowledge. 

 

Method:  Gadamer’s hermeneutic phenomenology was the philosophical principle that 

guided this study.  The biopsychosocial model was the theoretical model. The sample 

included nine men who had a history of IPV and were incarcerated in the Pre-Release 

Center of the Montgomery County Department of Corrections.  They were interviewed 

twice over a 5-month period.  Both interviews were audiotaped.  The first interview was 

approximately ninety minutes.  The second interview was a follow up interview that 

lasted approximately thirty minutes. The men also completed the Trauma Screening 

Tool-Self-Report, a 29-question tool, at the end of the first interview.  The interviewer 

was blinded to the results until after the qualitative data analysis.  The tool screens for six 

types of trauma exposures that includes unintentional traumatic exposure, direct and 

personal traumatic exposure, family violence and trauma, violent environment, sexual 

abuse and abandonment.  The final section of the tool consists of four questions that 

screen for posttraumatic stress disorder symptoms (PTSD). Qualitative data was analyzed 

using van Manen’s rules.  The trauma screen was analyzed using SPSS frequencies. 

 

Results:  The themes that emerged included childhood and family issues, school and 

mental health issues, substance abuse and legal issues.  The themes related to IPV include 

his perception of the incident, his perception of her actions and his perception of the 

system. The men all reported extensive violence exposures during childhood, school 

problems, substance abuse problems and arrests. Eight of the nine men reported traumatic 

experiences in childhood.  Shortly after the trauma, they began to have problems in 

school.  They began using substances and all but one dropped out of school.  They were 

all arrested for a spectrum of crimes.  The men were candid when discussing their past 

interactions with the legal system.  

 

The nine men completed trauma screens that reflected extensive violence exposure.  

Seven of the eight men reported a history of physical assault or abuse. None of the men 

had been screened or treated for violence exposures despite multiple involvements with 

the legal system and medical and mental health systems.   



 

 

Conclusion:  Many of the symptoms described by the men and their progression of 

violent behavior are consistent with posttraumatic stress disorder. The study found some 

similarities with existing research but gives a unique view of the progression to violence 

that has not been previously reported in this population.  Nursing can have an impact on 

IPV by screening all patients for violence exposure and identifying individuals at risk.   
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CHAPTER I 

THE BACKGROUND 

INTRODUCTION 

Intimate partner violence (IPV) related crimes numbered 18,556 in 2009 in the 

State of Maryland.  Since the Domestic Violence Act of 1994, the State of Maryland has 

been monitoring crime report data in an effort to define and delineate the problem of IPV 

in the State.  In 2009, there were 17,343 reported assaults, 20 homicides, 41 rapes, 4 sex 

offenses and 514 offenses against family and children.  The remaining crimes include 

property crimes and substance abuse offenses.  There were 13,892 female victims and 

4,664 male victims in this year, most frequently between the ages of 25 to 44 years old.  

Of the assault victims, 4,500 were male and 12,843 were female.  Of the victims of 

incidents in which a weapon was used, firearms accounted for 32 men and 151 women; 

knives for 383 men and 384 women; other weapons for 483 men and 705 women. 

(MNDV.org/statistics.html) 

The National Family Violence Survey of 1985 (Straus & Gelles, 1999) surveyed 

6,002 families and found a rate of 161 per 1000 couples reported violence in their 

intimate relationship.  The violence between couples, or intimate partner violence (IPV), 

affects the dyad and any children in the household (Israel & Stover, 2009; Gil-Gonzalez, 
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Vives-Cases, Ruiz, Carrasco-Portino & Alvarez-Dardet, 2008; Jouriles, McDonald, 

Smith Slep, Heyman, & Garrido, 2008; Goodlin and Dunn, 2010; Spilsbury, Kahana, 

Drotar, Creeden, Flannery & Friedman, 2008; Samuelson and Cashman, 2008). 

Intimate partner violence is a subset of family violence.  Intimate partner violence is “an 

act carried out with the intention or perceived intention of physically hurting” an intimate 

partner (Strauss & Gelles, 1986, p. 467).  Family violence includes the acts that occur 

between parents, children and extended members of the family system.  The classic 

feminist model portrays the family violent male as acting out of a need for dominance 

and control in a stereotypically patriarchal role.  Efforts to address the problem of IPV 

have focused on male to female violence in intimate relationships.   

Researchers have extensively studied the effects of IPV on female victims 

(Campbell, Webster, Koziol-McLain, Block, Campbell Curry, et al, 2003; Flinck, 

Paavilainen, Astedt-Kurki, 2005; Holtzworth-Munroe, Smutzler & Sandin, 1997).  

Intimate partner violence has also shown to have an effect on the children in the 

household (Israel & Stover, 2009; Gil-Gonzalez et al, 2008; Jouriles et al 2008; Goodlin 

and Dunn, 2010; Spilsbury et al, 2008; Samuelson and Cashman, 2008).  Children of 

parents engaged in IPV are at a higher risk of abuse as both intentional and unintentional 

victims compared to children in non-violent homes (Pulido, 2001). A child who is 

accidentally injured by their parent during an episode of IPV would be an unintentional 

victim as opposed to a child who is injured as an act of intimidation, retribution or 

directed abuse by a parent engaged in an intimately violent relationship.  Pulido (2001) 

and Straus and Gelles (1999) found a higher incidence of child abuse in households that 

reported intimate partner violence. Approximately 3.3 million children witness IPV 
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against their caregiver each year (Pulido, 2001). Some researchers believe that witnessing 

family violence increases a child’s likelihood of becoming a future perpetrator or victim 

of IPV (Healey et al, 1998; Straus, 1983; Gil-Gonzalez et al, 2008).    

Despite the understanding of the effects of IPV on children, few studies have 

examined the life and perspective of perpetrators.   The classic feminist model of IPV 

portrays the domestically violent male as acting out of a need for dominance and control 

in a stereotypically patriarchal role (Dobash, Dobash, Wilson & Daly, 1992).  Other 

perspectives include Straus and Gelles.  Their Conflict Tactics Scale (1995) shifted the 

model of unilateral male perpetration of IPV to a multidirectional violent family dynamic 

and discovered extensive lower levels of violence within families.  Gottman, Jacobson, 

Rushe, Shortt, Babcock, La Taillade & Waltz (1995) used physiological measurements, 

the Conflict Tactics Scale and family survey method to delineate differences between two 

psychological typologies of batterers.   They also report a co-occurrence of mental 

pathology in female victims and their male perpetrators.   Instead of the classic model of 

unilateral male perpetration, the researchers present a heterogeneous model of IPV in 

which couples engage in bidirectional violence and manipulation (Waltz, Babcock, 

Jacobson & Gottman, 2000; Gottman et al, 1995; Straus & Gelles, 1995).  McKenery, 

Julian & Gavazzi (1995) used a bio-psycho-social model of domestic violence to 

incorporate family and environmental theories of IPV, the psychological aspects of 

batterer typologies and the physiologic effects of stressors on the brain and body.  The 

McKenery model provides a more comprehensive picture of men who are violent with 

intimate partners and their behavior.   



4 

 

Flinck & Paavilainen (2008) studied perpetrators using a qualitative approach and 

conducted two interviews with ten self-identified male perpetrators. The goal was to 

understand the perpetrators’ experiences with violence in their relationships.  They found 

that men in the initial interview justified their behavior and denied perpetrating violence.  

In later interviews, the men admitted their violent actions with contrition and realized 

their need for help.  This study represents an important step in understanding perpetrators 

from a perspective other than their victim’s.  

Psychology based theories have primarily used the American Psychiatric 

Association’s Diagnostic Statistical Manuel (DSM-IV-TR, 2000) to generate perpetrator 

typologies.  Much of this work is based on clinical work done with perpetrators and 

victims (Holtzworth-Munroe and Stuart, 1994).  Sociologists have focused on familial 

and environmental aspects of violence (Johnson, 1995).  Neuropsychologists and 

neurologists have examined chemical and structural changes in the brain to determine the 

effects and manifestations of violence (Drury et al, 2010).  Recent advances in 

technology have allowed scientists to create a genetic profile for violence expression 

(Fabian, 2010).  Despite these advances, no single school of thought has been able to 

explain why one child from a violent family will grow to become a perpetrator or victim 

and another child will not. (Mitchell and James, 2009).  

The biopsychosocial model allows researchers to link physiological changes in 

the brain associated with stress and trauma with behavioral and environmental factors to 

study the effect and potential transference of IPV (McKenry et al, 1995).  Engel (1977) 

developed the biopsychosocial model.  He recognized a failure of the medical community 

to understand the perspective of their patients.  He first understood the need for such a 
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model when treating the somatic disease states of patients.  The medical model was 

inadequate at explaining the physical effects of stress and trauma.  He developed a model 

that considered the physiologic problems of the patient in context with their 

environmental, psychological and social needs to address this deficit (Brown, Bonello & 

Pollard, 2005). For purposes of this study, the biopsychosocial model will be used with 

hermeneutic phenomenology to study male perpetrators of IPV. 

Background 

Recognition of family violence is a relatively new phenomenon.  The practice of 

ignoring or condoning family violence immigrated to America with the Pilgrims who 

retained English common law.  In England in the late 1500’s, men were encouraged to 

maintain order in their households by whatever means necessary.  The patriarch subjected 

women and children to physical abuse.  There was no such concept as marital rape as 

marriage was considered a contract of ownership of the wife by the husband (Mitchell & 

James, 2009). 

The United States began enacting anticruelty laws in 1866 with the formation of 

the American Society for Prevention of Cruelty to Animals.  The Society for Prevention 

of Cruelty to Children was established in 1875.  The Women’s Suffrage Movement was 

not recognized until 1910.  The emergence of the feminist movement followed (Mitchell 

& James, 2009). 

Patriarchy was the dominant societal paradigm for hundreds of years and remains 

the dominant paradigm in many areas of the world.  In the United States, the paradigm 

began to shift in the 1950’s with a strengthening of the feminist movement.  The term 

battered woman was coined to describe women who had been physically disciplined by 
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their patriarchal husbands (Mitchell & James, 2009).  Family violence was largely 

ignored by the general public and by law enforcement.  In 1984, Thurman v. city of 

Torrington led to changes in the response of law enforcement after a woman was severely 

injured by her husband after the police failed to respond to her call for help.  Mandatory 

arrests laws were enacted by most states (Mitchell & James, 2009). 

Early research on IPV was primarily based on the feminist perspective.  This 

research primarily utilized samples drawn from clinical populations, women’s shelters 

and law enforcement data.  This was challenged by the family violence researchers, 

primarily Strauss and Gelles.  They sampled the general population with the Conflict 

Tactics Scale (CTS) and discovered bidirectional violence between couples as well as 

violence involving children (1995).  Intimate partner violence is now studied from 

multiple perspectives.  The classic patriarchal batter is believed to be only one type of 

offender in family violence.  Researchers have attempted to create typologies of batterers 

to explain the different levels and types of family violence.  The review of pertinent 

literature will include a synthesis of the research on batterer typologies in an effort to 

explain our current understanding of perpetrators and the perpetuation of IPV.  

Significance to Nursing 

Nurses have the ability to impact the lives and health of perpetrators and victims 

of IPV.  Yam and Oradell (2000) found 31 % to 54% of women evaluated in emergency 

departments had a history of IPV.  They report the emergency room records indicate, 

“that only about 3% to less than 10% of all battered women are identified by health care 

professionals (p. 464).  Screening for family violence is mandatory in acute care 

facilities; however, little thought is given to how and when the questions are asked.  
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Family violence is a question on a list that is quickly checked on admission into most 

hospitals as a quality indicator.  In their qualitative study, Yam and Oradell (2000), 

victims of IPV perceived an “unconcerned, controlling, rushed” staff in the emergency 

department who frequently failed to recognize injuries and signs of abuse.   

In primary care, patients have been historically under-screened (Elliot, Nerney, 

Jones& Friedmann, 2002).  The United States Preventative Services Task Force 

(USPSTF) reported insufficient evidence to recommend routine screening for IPV 

(Nelson, McInerney & Klein, 2004).  Males were omitted from screening 

recommendations; only women and children were included in the screening 

recommendation (Nelson et al, 2004). The American College of Obstetrics and 

Gynecology (2006) statement encouraged screening of all female patients due to the 

prevalence of IPV but recognized the problem of chronic underassessment in primary 

care (Rodriguez et al, 1999).  Not screening males contributes to the lack of data on male 

victims and perpetrators and decreases intervention opportunities such as treatment and 

counseling.  

Several states, including Maryland, do not mandate health care providers to report 

treating a victim of IPV unless it is determined that a child was involved or injured in the 

incident. It is primarily the prerogative of the victim to involve law enforcement 

regardless of the severity of the injuries.  Moreover, health care providers are required to 

report gunshot wounds and stab wounds.  While strangulation or attempted strangulation 

is a method of similar intent and gravity, providers are not compelled to report such 

injuries.  As discussed by Sheridan and Nash (2007), “…choking is a common 

mechanism of injury in victims of IPV and is often under-assessed and underappreciated 
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by health care professionals” (p. 286).  The prevalence of strangulation was reported to 

be between 54% and 68% in cases of female victims of IPV. 

There are multiple reasons for failure to detect the presence of IPV in patients and 

their families.  Yam and Oradell’s (2000) qualitative study of women’s experiences in the 

emergency department found internal and external barriers to disclosure.  Women 

reported being afraid of reporting their abuser and embarrassed by their situation.  This 

embarrassment was intensified by their perception of staff frustration, impatience and 

lack of compassion.  Physicians and nurses frequently are inadequately prepared and 

trained in the detection and care of victims and perpetrators of IPV (Rodriguez, Baure, 

McLoughlin & Grumbach, 1999.  The nursing profession has a mandate to provide 

competent care.  This competence is lacking when a population of victims or perpetrators 

is ignored or excluded.  Men, women and children are not being adequately assessed or 

treated for IPV (Elliot et al, 2002).   

Philosophical Framework 

Gadamer (1989) taught that understanding was only an interpretation of reality or 

a phenomenon, based on the life experience of the interpreter. Understanding does not 

exist without some type of bias.  For example, a feminist understands domestic violence 

based on the experience of female oppression.   

Hermeneutic phenomenology does not exclude the past from present 

interpretations but embraces it as part of the phenomenon.  This is evident in Gadamer’s 

concept of “Fusion of Horizons” (Gadamer, 1989). The horizons represent the 

individual’s experience and beliefs or prejudices.  A researcher cannot fully appreciate 

the beliefs and experiences of another individual and make them their own.  Gadamer 
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believed that while the interpretation of another person’s beliefs will never be entirely 

accurate, the researcher can reach an understanding or fusion.  The fusion of horizons 

provides a greater understanding of the phenomenon.  

Gadamer wrote that without this acknowledgement of the self, one could never 

come to an understanding of their subject.  The hermeneutic circle represents the 

continuous process of change and understanding that comes with examination of other 

perspectives.  Prejudice cannot be eliminated completely but if recognized, can be part of 

the new understanding (unique experience of life (van Manen, 1990). Understanding is a 

continuous process that changes with experience and living in the world. 

Male perpetrators of IPV against a female partner will be studied using 

Hermeneutic phenomenology.  This methodology will provide a new understanding of 

this group of men and their perspective. The experience of perpetrators will be described 

according to the perspective of the subject by the researcher using unstructured 

interviews.  This method is similar to the qualitative study of Flinck and Paavilainen 

(2008) in which the concept of partner violence will not be defined or explained by the 

researcher but will be constructed from the perspectives of the perpetrators. 

Theoretical Framework 

The biopsychosocial model will provide the theoretical framework of this study 

using hermeneutic phenomenology as the guiding philosophical framework.  

Hermeneutic principles exclude the use of theory in research as this indicates a 

preconception or prejudice by the researcher.  The biopsychosocial model is a general 

theory that lets the patient tell their story to a clinician who uses their medical knowledge 

to formulate a new understanding of the patient’s condition.  It is a hermeneutic approach 
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to medicine.  A diagnosis is made by the fusion of horizons between the clinician and 

patient. 

Engel (1977) developed the biopsychosocial model to explain medical 

phenomenon that were not adequately explained purely by traditional physiological 

markers.  He recognized the role the psyche has in expression of illness as well as the role 

of sociologic factors such as poverty or violence.  His model provided a more complete 

picture of the patient’s illness than just physiological manifestations of signs and 

symptoms (Brown et al, 2005).  The biopsychosocial model will provide the theoretical 

framework of the study, as perpetrators are considered as a biological, psychological and 

social being.   

Purpose of the Study 

The purpose of this study is to describe the experience of the male perpetrator of 

IPV against a female partner to understand their perspective. 

Research Question 

What is the meaning of the lived experience of a man who has perpetrated IPV 

against his female partner? 

Definitions of Terms 

Perpetrator of IPV (operational) –Perpetrators of intimate partner violence are men who 

are in the Pre-Release Center in Montgomery County, MD.  Their victim is a 

heterosexual female who has filed a complaint of assault or abuse. 

Perpetrator of IPV (conceptual) – A perpetrator is an individual who uses violence, verbal 

abuse, sexual abuse or some other type of coercion against their current or former 

intimate partner. 
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Victim of IPV (operational) – A victim is a heterosexual female who has filed a 

complaint of abuse or assault against her male intimate partner. 

Victim of IPV (conceptual) – A victim is a female or male who has been subject to abuse 

or assault from their intimate partner. 

Intimate Partner Violence (conceptual)- The World Health Organization (WHO) defines 

IPV as “acts of physical aggression, psychological abuse, forced intercourse and other 

forms of sexual coercion, and various controlling behaviors such as isolating a person 

from family and friends or restricting access to information and assistance.”  While males 

could be victims of this type of violence, the WHO stated that women were most 

frequently victims of IPV. Gelles and Strauss (1979) defined violence as “an act carried 

out with the intention or perceived intention of physically hurting another person” (p. 21).  

They applied this general definition of violence to the types of relationships studied in 

their National Family Violence Surveys (1975 & 1985).   

Intimate partner violence (operational) – For the purpose of this study, IPV is defined by 

the act of the male in the dyad.  The act of the male can include kicking, hitting, slapping, 

choking or any other act of physical violence.  Consideration of violence perpetrated by 

the female is not included in the conceptual definition for this study. 

Limitations 

Transferability is a limitation of this study.  The sample contains men who have 

perpetrated IPV against their heterosexual partner from one limited geographical area.  

The population of this area is ethnically and financially diverse but may not be 

representative of other areas.  The sample was obtained from men who have been 

identified by the criminal justice system as perpetrators of IPV.  Characteristics of the 
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men may not be representative of perpetrators who have no involvement with the legal 

system, are female or gay/lesbian orientation.   

Summary 

Chapter 1 introduced the problem of IPV and batterer intervention.  Intimate 

partner violence, once treated as a private family issue, is a societal problem.  Much of 

the knowledge base of IPV has been obtained from perspectives other than the 

perpetrator.  The purpose of this study is to describe the experience of the male 

perpetrator of IPV against a female heterosexual partner to better understand his 

perspective.   Hermeneutic phenomenology is the philosophical perspective that was used 

to reach a new understanding of IPV perpetrators.  The biopsychosocial model was the 

theoretical framework. 
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CHAPTER II 

 

LITERATURE REVIEW 

INTRODUCTION 

The study of male perpetrators of IPV has evolved with advances in science.  

Knowledge has progressed from describing the characteristics of perpetrators to a more 

detailed look into the evolution of violent behavior.  The review of literature of 

perpetrators of IPV will be organized using the biopsychosocial model.  

Victim Centric Research 

Initial research on IPV has been from the female victim’s perspective.  

Campbell’s Danger Assessment (1986) is based on interviews of surviving family 

members of female victims of intimate partner homicide (IPH).  There is a dearth of 

research from the perspective of the men who committed these acts.  Campbell, Webster, 

Koziol-McLain, Campbell, Gary, McFarlane, et al (2003) describe characteristics of the 

intimate relationship and of the male perpetrator that indicate the female as at risk of 

being murdered by him.  These characteristics include unemployment, forced sex, 

attempted strangulation, alcohol abuse, jealousy, stalking behavior, controlling behaviors 

and threatened suicide.  Suicidal ideation and attempted suicide are risk factors for the 
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male perpetrator and the female victim.  Other indicators of risk include gun ownership, 

forced sex, estrangement and a child that is, biologically, not the perpetrators.   

Dobash, Dobash, Wilson and Daly (1992) hypothesize that men are violent when 

they are challenged.  Younger men are even more likely to become violent and 

confrontational with women.  The researches rebuff the platform of sexual symmetry in 

IPV stating a woman cannot inflict the damage physically that a man can.  They cite an 

absence of emergency department data and arrest records showing male injury after a 

female perpetrated assault as evidence that it does not exist.  They further postulate that 

women are violent in response to male behavior and prior episodes of violence.  They 

state, “enormous differences in meaning and consequence exist between a woman 

pummeling her laughing husband in an attempt to convey strong feelings and a man 

pummeling his weeping wife in an attempt to punish her for coming home late” (Dobash 

et al, 1992, p. 82).   

In terms of reporting violence, women are believed to be more accurate in their 

account of events.  Male perpetrators are believed to have; “failures of candor and 

memory” which “threaten the validity of both sorts of self reported data” (Dobash et al, 

1992, p. 82). Peterman & Dixon (2001) also expresses this lack of believe in the 

perpetrator’s description of events.  “Batterers tend to minimize and under report their 

behavior and may attempt to manipulate the counselor” (Peterman & Dixon, 2001, p. 4).  

Perpetrator Centric Research 

Studies from the male perspective are limited.  Worley, Walsh and Lewis (2004) 

examined the experiences of male perpetrators in their childhoods.  This qualitative study 

found men did not believe that exposure to IPV in their families affected their current 
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issues with IPV.  The men in their study report significant exposure to IPV between their 

parents.  They report more severe punishments such as being beaten by a belt as 

punishment, one man at the age of eight.  The researchers report the men blame their 

partners and alcohol use for the violence in their current relationships.  They also suggest 

the men have limited insight into their behavior and how it impacts the lives of their 

families.  

Flinck and Paavilaien (2008) used descriptive phenomenology to describe how 

men experience their violent relationships.  The researchers state, “at first, the men 

refused to interpret their behavior as violence” (p. 247).  Men in their study minimized 

their actions and frequently justified violence with themes such as defending oneself, 

panicking because of overburdening and venting repressed feelings.   

Psychology Review 

The Diagnostic Statistical Manual (American Psychiatric Association [DSM-IV-

TR], 2000) is a guide to assist practitioners in the classification, billing and diagnoses of 

psychiatric conditions.  The Manual represents a consorted effort of select members of 

the American Psychiatric Organization.  The Manual created a five-axis system.  Axis I 

consists of clinical conditions such as adjustment disorders, gender identify conflict, 

sleep disorders and substance abuse.  Axis II disorders include personality disorders and 

mental retardation.  This axis is the basis of many of the typology classifications.  Axis 

III includes general medical conditions that have psychological consequences.  This axis 

includes diseases of other organ systems that have psychological effects.  Axis IV 

identifies problems that are associated with environmental and psychosocial aspects of 

the patient’s life.  These include poverty, homelessness and access to healthcare.  Axis V 
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is the Global Assessment of Functioning scale (GAF).  The scale is a 100 point scale that 

helps the clinician assess the patient’s overall functioning. (DSM-IV-TR, 2000) 

Batterer typologies have borrowed the Axis II definitions of the Cluster B 

Personality Disorders.  These disorders include borderline, antisocial and narcissistic 

personality disorders (Holtzworth-Munroe and Stuart, 1994).   

Borderline personality disorder (BPD) is characterized by unstable relationships, 

impulsiveness, unstable affect with rapid mood changes and self-image issues.  They 

have also discovered intense issues of abandonment in BPD.  Suicide attempts and 

completions and self-mutilation are frequently described behaviors.  Manipulative 

behaviors are attempted to gain affection and attention. The DSM IV notes a familial 

pattern with borderline personality disorder. Affected individuals are five times more 

likely to have first-degree biological relative who is also has borderline personality 

disorder.  It is estimated that approximately 2 % of the general population have 

borderline personality disorder.  It represents approximately 20% of psychiatric inpatient 

diagnoses.  Risk factors associated with BPD include child sexual abuse and neglect as 

well as early attachment issues such as loss of a parent. (DSM-IV-TR, 2000) 

The Antisocial Personality Disorder is diagnosed by identification of a lifelong 

pattern of disregard for others.  It is not diagnosed during childhood but frequently begins 

there.  Children with this disorder are frequently labeled as having conduct disorder.  

After they reach 18 years old, they may be diagnosed as having antisocial personality 

disorder.  Negative behaviors such as criminal activity and generally violent behavior are 

common in this group.  Individuals with this disorder have also been called psychopaths 

and sociopaths.  They may exude superficial charm but exhibit an overall contempt and 
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disregard of others.  Manipulative behaviors are directed to the attainment of power or 

material gains. There is believed to be an association of this disorder with lower 

socioeconomic status and it has been hypothesized that it is a survival mechanism in this 

environment.  It is estimated that approximately 3% of males and 1% of females have 

Antisocial Personality Disorder (DSM-TR-IV, 2000).  They are overrepresented in prison 

and substance abuse settings.  There is a strong familial tendency with higher rates of 

transference from female relatives.  Risk factors for this disorder are believed to be 

environmental and genetic. (DSM-IV-TR, 2000) 

The Narcissistic Personality Disorder (NPD) is recognized by a lack of empathy 

and delusion of grander.  These individuals have a fragile self esteem and require 

excessive adulation.  Individuals with NPD are predominantly male (50% to 75%, DSM 

IV, p. 716) and comprise approximately 1% of the population. (DSM-IV-TR, 2000) 

Psychological theory 

Psychological literature has focused on perpetrator typology and has been largely 

generated from the clinical practice of evaluating and treating perpetrators.  As a result, 

characteristics have been grouped by classifications consistent with the Diagnostic 

Statistical Manual (DSM-IV-TR, 2000).  The work of Holtzworth-Munroe and Stuart 

(1994) is one of the dominant typologies that have been supported by much of the 

psychiatric literature. They developed a batterer typology using a meta-analytic review of 

the literature and combined the previous deductive and inductive efforts to categorize 

male who commit IPV into their three subtypes of personality or behavioral type. 

Deductive studies are mostly clinically based work that describe the behaviors of 

batterers and grouped them accordingly.  Samples were drawn from clinical populations.  
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Mott-MacDonald Associates (1979) used the severity of violence to categorize batterers.  

Fagan, Stewart & Hansen (1983) and Cadsky and Crawford (1988) divided batterers by 

their targets of violence.  Faulk (1974), Elbow (1977), Caesar (1986), and Hershorn and 

Rosenbaum (1991) used psychopathology to group batterers into categories.   

Inductive studies frequently used psychological testing results to delineate 

typologies.  The Millon Clinical Multiaxial Inventory (Millon, 1983) and Minnesota 

Multiphasic Personality Inventory (MMPI, Hathaway and McKinley, 1967) were two 

personality assessments frequently used to classify batterers (Hamberger and 

Hastings,1986; Hale, Zimostrad, Duckworth & Nicholas, 1988; Flournoy and Wilson, 

1991).   

Holtzworth-Munroe and Stuart delineated three “dimensions” that label male 

perpetrators based on severity of violence, victim choice and psychopathology. Severity 

of violence (Holtzworth-Munroe & Stuart, 1994, p. 477) quantifies the level of violence 

from more minor slapping or shoving to the more severe battering or beating.  Victim 

preference describes the perpetrators typical target of violence that is limited to their wife 

and family or is generally violent with family and non-family.  Psychopathology of the 

batterer is derived from the classifications of the Diagnostic Statistical Manual of the 

American Psychiatric Association.  The psychopathology dimensions include the 

borderline/dysphoric and antisocial Axis II personality disorders and classify batterers as 

family-only (FO), dysphoric/borderline (DB) and generally violent/antisocial (GVA).  

The most violent are the generally violent/ antisocial men who perpetrate violence against 

family members and non-family indiscriminately.  The least violent are the family-only 
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batterers who do not exhibit psychopathology. Hamberger and Hastings’ (1986) and 

Boyle and Vivian (1996) found similar typologies in their studies of batterers. 

Sociologic theory 

While there may be overlap between the disciplines, the sociologic view focuses 

more on the environmental precursors of violence. This discipline examines the problem 

of IPV using a system approach.  The systems include the family as well as society as a 

whole.  The feminist perspective is in the sociologic paradigm. 

Johnson’s typology (1995) represents a fusion of the family violence and feminist 

perspectives.  Johnson postulated that both research paradigms were correct but studying 

different entities.  He categorized violence between intimates on a continuum that ranged 

from mild and mutual violence to severe unilateral violence.  The typologies expanded on 

the family violence findings of gender symmetry of violence.  Common couple violence 

is a dyad that “gets ‘out of hand,’ and leads to minor forms of violence (p. 285).  This 

violence rarely escalates to more serious forms.  Common couple violence is the most 

common type of IPV.  Patriarchal terrorism, later called intimate terrorism, is more 

severe violence that is unilaterally perpetrated, “systematic” and “intentional” (p. 284).  

Intimate terrorism frequently involves emotional abuse with the goal of control of their 

intimate partner.   

Johnson’s typologies were expanded in later work to include the classifications of 

common couple violence, mutual violent control, violence resistance and intimate 

terrorism (Johnson & Ferarro, 2000).  Violent resistance is the act of a chronically 

victimized partner who is trying to stop an episode of abuse.  This is believed by some to 

be why women perpetrate violence or commit homicide of an intimate partner.   Mutual 
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violent control violence is two partners who attempt to control each other using violence 

and is also called “mutual combat” (Johnson and Ferarro, 2000, p. 950).   

Johnson and Ferarro (2000) acknowledged the importance of linking perpetrator 

typologies with victim typologies to gain further understanding of the cycles of violence.  

Inclusion of victim typologies has been limited to prevent the appearance of victim 

blaming. (Bender and Roberts, 2007) 

Rosen, Stith, Few, Daly & Tritt  (2005) studied violent couples to test Johnson’s 

typology.  They recruited subjects from a community population that identified 

themselves as using violence in their relationship.  They identified couples that engaged 

in common couple violence (CCV), mutual violent control (MVC) and violence 

resistance (VR).  They did not have any participants that could be categorized as intimate 

terrorism (IT).  The lack of representation of the IT group, however, was consistent with 

the definition of the dyad.  As noted by Rosen et al (2005), the perpetrator of IT would 

not characteristically allow participation by their victim. (Rosen et al, 2005). 

Family Influences 

Family influences children and provides the earliest socialization.  Family also 

provides genetic identity.  This section will describe both the theoretical aspects of family 

role and the genetic factors involved in family expression.  This is the beginning of the 

nature versus nurture discussion of male perpetration of IPV.  

The role of the family of origin of male perpetrators of IPV has been described 

from multiple theoretical perspectives.  Banduara’s Social Learning Theory (1973) 

describes how men learn their behavior from the role models in their view. Bandura’s 

Social Learning Theory describes how people learn.  Infants learn from watching their 
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parents or caregivers.  Children learn from family, school and friends.  They learn by 

observing an action, imitating that action and then modeling that action or behavior.  His 

principle of “reciprocal determinism” describes how a person’s environment causes their 

behavior and the person’s behavior shapes their environment.  In order for a behavior to 

become part of that person, there must be some motivation for change.   

Mihalic and Elliot (1997) adapted the Social Learning Theory to IPV.  The 

researchers applied data from the National Family Violence Survey to support their 

model.  In the National Family Violence Survey, Strauss (1990) found children who were 

physically punished as children had higher rates of IPV as adults.  This has been 

described as the Intergenerational Transmission of Violence.   Mihalic and Elliot (1997) 

did not feel that this model explained why not all children exposed to violence became 

violent as adults.  They recognized there were protective factors such as a caring adult or 

role model and varying ages at exposure to violence.  Using this data, they developed 

several path analyses to offending.  They found that childhood exposure to family 

violence had less of an effect on males than females.   

  Widom described a similar Cycle of Violence (1989 & 1992).  Widom and 

Maxfield (2001) updated their longitudinal study of children that were abused or 

neglected.  They observed 1,575 children to adulthood.  The children who were abused or 

neglected “increased the likelihood of arrest as a juvenile by 59 percent, as an adult by 28 

percent and for a violent crime by 30 percent” (p. 2).  They found female victims of 

abuse and neglect were more likely to commit violent crimes but less likely to be 

arrested.  In contrast, male victims were not at increased risk of violence later in life.  In 

follow up interviews, however, they found several other consequences of the childhood 
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abuse.  There were more problems with mental health issues, learning disabilities, 

employment problems and social issues such as alcoholism and promiscuity.   

Bowlby’s Attachment Theory (1969) explains how the bonds men form with their 

family members effect their functioning in later life. Mitchell and Beech (2011) stated 

Bowlby’s insecure attachment in childhood could contribute to the lack of attachment in 

psychopathology.  According to the authors, children should have formed an attachment 

by the time they are seven months old.  These attachments stimulate developmental 

changes in the infant’s brain that influence behavior.  They describe four attachment 

styles in infants.  Secure attachment is the ideal type where children form appropriate 

bonds with their parents.  Avoidant attached infants are not affected by parental presence 

or separation.  Resistant or ambivalently attached infants are upset with parental 

separation but ambivalent about their return.  Infants with disorganized/disoriented 

attachment display unpredictable and pathologic responses to parental presence and 

absence.   

BIOLOGIC THEORIES 

Review of the neurophysiology of behavior 

The limbic system and the hypothalamus are areas of the brain that influence 

behavior and are attributed to aggression.  The hypothalamus has several functions that 

include vegetative functions, endocrine control and behavior.  The vegetative functions 

include thermoregulation and cardiovascular functions that regulate heart rate and arterial 

pressure.  It also regulates hydration, breast feeding behavior and appetite.  Behaviorally, 

the hypothalamus is associated with the reward/punishment center as well as inhibition of 

rage expression and emotional modulation and expression.  The amygdala lies beneath 
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the cerebral cortex and has multiple connections with the hypothalamus, the rest of the 

limbic system and the olfactory system.  The amygdale is called the “window” of the 

limbic system (Guyton and Hall, 2006).  The amygdale exerts effects similar to the 

hypothalamus on the cardiovascular system and other functions.  It also is responsible for 

the centers of pleasure and reward, sexual activity and rage.  The amygdale is attributed 

to the matching of appropriate behavioral response to the environment. (Guyton and Hall, 

2006; Ishikawa & Raine, 2003) 

The Kluver-Bucy Syndrome is the behavioral syndrome that results from 

destruction of the amygdala.  In this syndrome, the individual has no fear or memory, 

exhibits extreme curiosity, an oral fixation, attempting to place objects in its mouth and 

an extremely strong sex drive.  Data from this syndrome was gained from experiments on 

monkeys; however, humans with similar lesions have exhibited similar behavior patterns 

(Guyton and Hall, 2006). 

Neurohormonal control of these structures is primarily regulated by the 

norepinephrine system, the dopamine system and the serotonin system (Guyton and Hall, 

2006).  Serotonin generally exhibits an inhibitory affect while norepinephrine is generally 

excitatory.  Dopamine has both effects dependent on the area of the brain (Guyton and 

Hall, 2006).  Glenn and Raine (2008) note the association between aggression and 

impaired dopamine activity.  They found elevations of dopamine and serotonin 

metabolites in these patients.   

The hypothalamic-pituitary-adrenal axis (HPA) is also involved in the changes in 

brain function.  Serotonin has an effect on the HPA axis causing increased cortisol 

secretion.  Cortisol, also called the “stress hormone” (Cicchetti, Rogosch, Howe and 
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Toth, 2010) has neurobiological functions as well as metabolic functions in the body.  

Cortisol is typically elevated in response to stress, perceived or actual, as well as 

cyclically secreted during the sleep/wake cycle.  Functional MRI studies using animals 

have demonstrated hippocampal atrophy in response to chronically elevated 

glucocorticoid levels, of which cortisol is a member of the class (Cichetti et al, 2010).  In 

humans, studies have established that cortisol affects memory and brain development.  

Individuals who have chronic stress suffer from depletion of cortisol.  They link the 

effects of chronic child maltreatment or exposure to violence in childhood to chronic 

stress, illustrating the effects of maltreatment on a developing brain (Cichetti, et al, 

2010). 

Behavior is the result of several areas of the brain acting in concert.  Personality is 

attributed to the frontal lobes.  Individuals who suffer from traumatic brain injury to this 

area become disinhibited.  An individual who was previously monogamous may become 

promiscuous.  Visual information is processed in the occipital lobes of the cerebrum.  

Damage to this area can result in a loss of the ability to recognize common objects, or 

agnosia.  The temporal lobes of the cerebellum process auditory information.  Damage to 

this area can cause receptive or expressive aphasia.  The temporal lobes also have a role 

in emotions, particularly anger.  Patients with temporal lobe epilepsy may exhibit 

uncontrollable episodes of rage.  The amygdala processes information from the sensory 

areas of the brain and assigns emotion or feeling to the stimulus. (Drubach, 2000). 

Perception is also a factor in behavior.  The brain has receptors to receive five 

types of stimulus. Stimuli are received by the receptors and are changed into 

electrochemical expressions that are communicated to the appropriate area of the brain.  
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The stimuli that the brain is able to perceive include olfactory, auditory, visual, taste and 

somatic. Between the appropriate area and the receptor the thalamus acts as the 

gatekeeper that prevents the brain from being overloaded with constant stimuli.  

Olfactory stimuli do not pass through the thalamus.  (Drubach, 2000).  

Attention is the ability of the brain to focus on a particular stimuli or set of 

stimuli.  The brain can also habituate to stimuli or adjust input to essentially ignore it.  

Conversely, sensitization is the ability of the brain to learn a particular stimulus and react 

with an increased intensity.  For example, a war veteran who has been exposed to motor 

fire may drop to the floor when a car backfires.  They have become sensitized to the 

stimulus. (Drubach, 2000) 

Recognition is another function of the brain that influences behavior.  Recognition 

is the processing of information received by the sensory organs and correctly identifying 

that information.  This information processing has a rational component and an emotional 

component.  Infants recognize a parent’s identity by smell, voice or sight.  An emotional 

component is linked to the recognition.  An example is sensing the smell of their father’s 

aftershave after his death and feeling sad.  The brain linked the sensory input with a 

rational recognition as well as an emotional label.  The emotional response is also linked 

to the body’s physiological response.  The individual feels sad and, in response, begins to 

cry.  The paralimbic and limbic areas and the hypothalamus are key structures involved 

in this function. (Drubach, 2000). 

Brain Plasticity 

Brain plasticity is the brains ability to adapt.  The brain was once thought to be a 

static organ.  It is now known that the brain continually changes in response to the 
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environment.   According to Drubach (2000), “the brain is shaped by the characteristics 

of the environment to which an individual is exposed and by the characteristics of the 

actions committed by that same individual.”  Evidence of this has been documented using 

animal models.  Kittens that were not permitted to open their eyes at birth did not develop 

appropriate pathways in the brain for recognition of visual stimulus.   As a result, a kitten 

with eyes that should be able to see was not able to communicate data to the brain when 

their eyes were permitted to function.  The neurons of the brain are believed to have a 

‘use it or lose it’ function, particularly at developmentally sensitive periods. In humans, 

the ages of four to eight years old are critical periods of development for language.  Lack 

of stimulation at this time can result in language impairment.  Similar issues are 

hypothesized to occur with behavior.  Animal models have shown that animals raised 

with other animals that are aggressive will develop more significantly in the amygdala 

and exhibit more aggressive behavior.  Human research is attempting to demonstrate 

similar changes using PET scans and functional MRIs of the brain coupled with 

behavioral screening (Drubach, 2000).   

In a more current review, Fox, Levitt and Nelson (2010) discuss the effects of the 

environment on neurodevelopment.  They stress the need for a stimulus to be present to 

adequately develop sensory structures and cognition.  Genetics provide the blueprint that 

is influenced by the environment.  

Genetics and the Stress Diathesis Hypothesis 

How much of a role does an individual’s genetic map dictate their expression as 

an individual?  The brain is believed to contain over twenty billion neurons, but only 

thirty thousand genes determine brain structure and function (Marcus, 2004).  These 
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genes code all the proteins that form the membranes, neurotransmitters, neurons and glial 

cells that comprise the structures of the brain.  According to Stahl (2008), there is no 

single genotype of a mental illness as mental illnesses represent a constellation of 

symptoms.  Instead, there are “biological endophenotypes” and “symptom 

endophenotypes.”  A biological endophenotype represents a genetic expression that can 

be measured with neuroimaging or with a biomarker.  This would include a person with a 

smaller prefrontal cortex or perhaps a deficiency in serotonin production.  A physiologic 

defect can be measured.  A symptom endophenotype is not as easily attributed to a 

genetic expression.  This includes, “your heritable personality pattern present early in life 

and persisting throughout life” (Stahl, p. 184).  Behavior patterns such as avoidance, 

guilt, remorse and anger are examples of expressions of symptom endophenotype. (Stahl, 

2008) 

The Stress Disasthesis Hypothesis explains how genetics interacts with 

environment to produce a functional being.  An environmental stressor is needed to 

interact with the individual to influence function.  The blind kitten is an example of this.  

The kitten’s sensory circuitry was pruned or died during a crucial time in development as 

a result of a lack of stimulus or stress.  Similarly, an individual who has a genetically 

determined risk will develop a problem when exposed to a particular stressor.  Exposure 

to the stressor causes a change in symptom endophenotype and biological endophenotype 

to change the overall functioning of the individual.  While there are risk factors for 

developing this altered functioning, there are also protective factors.  Protective factors 

are believed to be intrinsic and extrinsic.  Intrinsic factors include personality type.  An 

adaptive personality is less likely to have adverse functioning.  A maladaptive personality 
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type is more likely to develop a pathological response.  Coping skills are included in the 

personality type.  Extrinsic factors include social support and resources. (Stahl, 2008) 

BIOPSYCHOSOCIAL THEORIES 

Siever (2008) reviewed the state of the science of neurobiology of violence and 

aggression. In terms of violence, he used the concepts of impulsive versus premeditated 

aggression to show distinctions in neurobiology and physiologic response.  Impulsive 

aggression is also called reactive aggression, affective aggression and hostile aggression.  

It is typically in response to a perceived threat and generates a significant autonomic 

response, i.e., fight or flight.  There is a spectrum of impulsive aggression that ranges 

from “normal” human response to a threat or perceived threat to a pathological response 

to a threat or perceived threat.  The pathology may be in the response or in the 

perception, as discussed above.  Pre-mediated aggression is also called predatory 

aggression.  There is typically little or no autonomic arousal and is “planned with clear 

goals in mind” (Siever, 2008, p. 429).   

Control of impulsive aggression was discussed in terms of an imbalance.  “Top-

down control’ or ‘brakes’ provided by the orbital frontal cortex and anterior cingulate 

cortex” (Siever, p. 430), which are responsible for receiving environmental stimuli and 

translating it into electrochemical communication to the thalamus.  “Bottom-up” control 

is the answer from the limbic system, particularly the amygdala. 

The gene-environment interaction is also a factor in aggression.  Siever (2008) 

reviewed twin studies that demonstrate the inheritance of a genetic sensitivity to 

aggression.  This sensitivity interacts with the environment to impact expression or 
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behavior.  Family, environment and culture are all external factors that mediate the 

expression of aggression.  (Siever, 2008). 

Meloy (2006) limited the motivations of violence and aggression to predatory and 

affective.  Similar to Siever’s distinctions, individuals who commit predatory violence 

have little or no autonomic arousal.  Affectively violent individuals exhibit autonomic 

arousal, express emotion and act out of a sense of perceived threat.  Affective violence is 

described as reactive and may be hostile or defensive.  Predatory violence is goal-

oriented violence that is premeditated and purposive.  The purpose of predatory violence 

is not defense. 

Gottmen et al (1995) linked biopsychosocial aspects of perpetrators with their 

manifestations of violence in order to develop a classification of male perpetrators of 

IPV.  They sampled married men who perpetrated severe violence against their wives and 

divided them into cobras (type 1) and pit bulls (type 2).  The researchers assessed the 

personality characteristics and physiologic responses of both perpetrator and victim at 

baseline and at increments during their interactions. Aggression, anger, defensiveness and 

sadness were included in the assessments.  Psychopathology was further assessed by 

determining whether the batterer was generally violent or only martially violent. Type 1 

husbands have higher levels of anger and are more generally violent than Type 2 

husbands.  Type 1 batterers have higher rates of antisocial personality disorder and 

aggressive-sadistic personality disorder.  Substance abuse is more prevalent in Type 1 

men and Type 2 batterers exhibit higher levels of partner dependency. 

Heart rate variations were a parameter used to establish autonomic arousal or fight 

or flight response. Type 1 batterers have decelerations in their heart rates during conflict 
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while Type 2 batterers have accelerations. As an explanation for the changes in heart rate, 

the researchers sited the work of Shortt et al (1994). They found “that anger consistently 

increases heart rate, whereas disgust tends to lower it” (Gottman et al, 1995, p. 244).  

Meloy’s (2006) classification of violence would categorize the Type 1 batterers as 

predatory and the Type 2 batterers as affective based on this parameter. 

Family of origin was evaluated for batterers.  They found that “fifty-six percent of 

the violent husbands in the Type 1 group reported observing both their parents acting 

violent toward each other” (p. 38) while only 11% of the Type 1 husbands reported this 

exposure.   Researchers such as Elbow (1977), Gottman et al (1995), Kernsmith (2006) 

and Boyle, O’Leary, Rosenbaum & Hassett-Walker (2008) have also reported an 

incidence of perpetrator exposure to violence in their family of origin.  Murphy, Meyer & 

O’Leary (1993) found that perpetrators exposed to abuse of their mother were more 

physically abusive toward their partners than men who were not exposed. 

When the researchers compared the interactions of the dyad, they found Type 1 

men are physiologically calmer during interactions than Type 2 men.  The wives of Type 

1 men are less calm, more defensive and exhibit less anger than the wives of Type 2 men.   

The researchers report that the wives of Type 1 batterers’ physiologic parameters 

demonstrate a fear response while the wives of Type 2 batterers exhibit an anger 

response. (Gottman et al, 1995) 

The dyad was contacted two years later to assess their functioning and current 

marital status.  None of the wives of Type 1 batterers divorced or separated from their 

abusive husbands while 27% of the Type 2 couples divorced or separated in that period.  

The researchers found that “a significant portion of the women married to Type 1 men 
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are themselves antisocial and may be more habituated and comfortable in a violent 

relationship than others would be” (Gottman et al, 1995, p. 244).  

George, Umhau, Phillips, Emmela, Ragan, Shoaf et al (2001) studied the effects 

of alcoholism, testosterone levels and serotonin on violence and aggression.  They used 

several biomarkers, the Conflict Tactics Scale (CTS) and lumbar punctures to look for 

biological causes of domestic violence.  They found high levels of testosterone (F92, 

40)=7.9; P=0.001) and low levels of 5-HT (serotonin; F (2, 40) = 3.5; P=0.041) levels in 

men that perpetrated what they called fear-induced aggression. It was further postulated 

that the interaction of elevated testosterone and decreased serotonin activate neuro-

pathways that “mediate” this type of reactive aggression (George et al 2001, p. 34).   

The effect of early and chronic stress on brain morphology is the new horizon of 

IPV understanding.  Brennen, Hall, Bor, Najman and Williams (2003) used a cohort 

study to assess the interaction of biologic and social risk factors on the outcome of 

aggressive behavior.  They used the earlier work of Moffitt (1993) and Patterson (1982) 

to assess risk factors.  Moffitt’s biologic predictors include “high numbers of perinatal 

and birth complications, maternal illness during pregnancy, infant temperament 

problems, low receptive vocabulary scores at age 5, low vocabulary IQ scores at age 15 

and deficits on two separate neurophysiological measures of executive functioning at age 

15” (Brennen et al, 2003, p. 313).  These measures correspond to the concepts described 

in the discussion of neurobiology.  Perinatal and birth complications as well as maternal 

illness during pregnancy can manifest as head trauma or decreased interaction at a critical 

point in an infant’s neural development.  Temperament describes the symptom 

endophenotype of an infant.   
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Decreased intelligence, vocabulary and executive functioning can be explained by 

inadequate stimulus resulting in loss or decrease in function of associated pathways.  

Patterson’s (1982) social risk factors include the “mother’s report of a negative attitude 

toward the infant, mother’s report of a harsh discipline style, maternal permissiveness, 

inadequate parental monitoring, youth perception of lack of paternal and maternal 

control, youth perception of lack of paternal and maternal acceptance, youth-perceived 

maternal hostility, poor educational background of the mother, exposure to consistent 

poverty, and a high number of family transitions” (Brennan et al, 2003, p. 312).  The 

researchers used multiple regressions to show effects.  They found significant family 

histories of mental health issues in their sample.  There were high rates of maternal 

depression, substance abuse and antisocial personality disorder in the families. The 

authors found a significant interaction between aggression and social risks (B=1.61, CI = 

1.22-2.12) but no significant interaction between aggression and biological risks (B=1.31, 

CI= 0.99-1.73).  The authors attributed mental health issues to social influences; 

however, they may actually represent a genetic component that was not identified by the 

authors.  

In an effort to understand why some children that are maltreated develop 

behavioral problems while others do not, Caspi, McClay, Moffitt, Mill, Martin, Craig, et 

al (2002), looked to genetics.  They found a phenotype that, when exposed to child 

maltreatment, is more susceptible to aggressive behavior issues.  This genotype is called 

the MAOA genotype.  Individuals with this gene sequence are believed to be more 

susceptible because they lack sufficient levels of monoamine oxidase A enzyme 
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(MAOA) which metabolizes several neurotransmitters.  In animal studies, rats with a 

deficiency of MAOA were not able to habituate when stressed. 

Anda, Felitti, Bremner, Walker, Whitfield, Perry et al (2006) used the Adverse 

Childhood Experiences Study data (ACE Study) to develop adjusted odds ratios of 

exposures and outcomes.  Their large sample included 9367 women (54%) and 7970 men 

(46%).  They reported “Extreme, traumatic or repetitive childhood stressors such as 

abuse, witnessing abuse or being the victim of domestic violence, and related types of 

ACES are common, tend to be kept secret, and go unrecognized by the outside world” 

(Anda et al, 2006, p. 180).  The ACE score corresponds to the individual’s perceived 

level of stress, ability to control anger and likelihood of perpetrating IPV.  Higher scores 

predict higher risk.  Other areas evaluated include somatic disturbances, mental health 

issues, substance abuse, anger management issues and sexual dysfunction.  They describe 

a similar ‘graded relationship’ between exposure and outcome. 

The biopsychosocial hypotheses explain why individuals are violent and 

aggressive.  They provide important insight into the development of perpetrators of 

intimate partner violence.  Exposures in childhood and throughout life are shown to 

contribute to the health and functioning of an individual.  These hypotheses also 

contribute to an understanding of how violence and aggression can become family traits.   

Summary 

The review of literature shows the progression of understanding of male 

perpetrators of IPV.  With advances in science and technology, our understanding of the 

brain has increased.  The environment impacts genetics.  Together, the two factors impact 
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brain development and function.  Nature and nurture are intertwined in the expression of 

violence. 

Gaps in the literature remain.  There is limited information on the male 

perspective of violence.  The Conflict Tactic Scale (CTS) began the discussion of gender 

symmetry in violence.  The male perspective comprises a miniscule proportion of the 

research.  What does exist in the male voice is still female centered and biased. 
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CHAPTER III  

METHODOLOGY 

INTRODUCTION 

This study describes the experience of male perpetrators of IPV to understand 

their perspective.  In this chapter, the methodology of the study is described.  The sample 

and sampling procedure is outlined.  The data analysis for the study is outlined and the 

details of data analysis are described. 

Design 

The design of this study is qualitative and the Hermeneutic Phenomenology 

approach was used. The text or words of perpetrators of IPV were interpreted by the 

researcher using the principles of Gadamer’s Hermeneutic Phenomenology to describe 

their lived experience.  The biopsychosocial model was used as a theoretical basis to 

organize aspects of the individuals’ experiences.  The philosophy of phenomenology does 

not require a theoretical model.  Van Manen (1990) described the phenomenological 

practice as a “reflection on the lived experience of human experience” that is “free from 

theoretical, prejudicial and suppositional intoxications” (p. 11) as much as possible.   The 

biopsychosocial model was used to organize and incorporate the experience of the 

informant with the ‘horizon’ of the researcher because it represents a hermeneutic 
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approach to medicine.  As with hermeneutic phenomenological method, the 

biopsychosocial model allows the informant to be considered as a whole entity instead of 

one aspect of a diagnosis or label. 

Sample 

The sample for this study consists of male perpetrators of heterosexual intimate 

partner violence.  As discussed by Creswell (2007), the sample must contain individuals 

who have the lived experience of perpetrating IPV.  Perpetrators were recruited from 

Montgomery County’s Corrections System.   

Known perpetrators that were in the Montgomery County, Maryland Pre Release 

Program composed this purposive sample (Creswell, 2007).  Subjects were selected 

based on specific criteria.  They must be male perpetrators of heterosexual IPV between 

the ages of 25 to 55 years old; read, write and speak English and have a history of 

cohabitating with their victim. Morse (2007) discussed the two qualities of a sample that 

are necessary in a qualitative study.  The sample must contain individuals who are 

experts in the topic of study.  Individuals with a history of IPV that are in Pre-Release 

Center and have committed IPV have experienced the phenomenon of interest.  The 

second quality of individuals in an intervention program is the nature of the program 

itself.  As discussed by Morse (2007), “the quality of the data is determined by the 

willingness of the participant to talk” (p. 530).  Men in the Pre-Release Center have 

already been tried and convicted of a crime.   They should, therefore, be more willing to 

talk about their experiences with the researcher than men awaiting trial.  

A criticism of this sample could be that it is individuals who have been involved 

with the criminal justice system.  This involvement may mean that they have engaged in 
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a higher level of violence that most perpetrators as evidenced by their arrest.  According 

to Holtzworth-Munroe (1994), there are different typologies of batterers.  By examining 

the perpetrators who have become involved in the judicial system, the sample may only 

contain the more violent typology of batterers.  Should this be the case, the sample will 

provide new information of only this typology.  If this proves to be true, further studies 

that contain samples of less violent offenders or offenders who have not been involved in 

the criminal justice system are warranted. 

Participants were excluded from the study if they are female or if they are males 

who have perpetrated same sex intimate partner violence.   While these individuals are 

also of interest, the phenomenon of heterosexual male perpetrators is the current focus.  

Women and same sex perpetrators may represent a different typology or phenomenon.  

Their lived experiences will be studied at a later date. 

Participants were not excluded based on race, ethnicity, education level or marital 

status.  These variables were collected but were not a basis for exclusion.  It is possible 

that the phenomenon of perpetration differs with some of these variables.  Since it is not 

clear what will be significant, none were excluded.  A table is included in the report that 

indicates the demographic characteristics of the sample. 

The sample consists of nine men.  Creswell (2007, p. 126) stated the purpose of 

the sample was to collect large amounts of data from each subject to look for 

commonalities and differences.  Smaller numbers are used in qualitative research to 

discover themes that may not have been appreciated in prior studies.  Creswell defined 

the optimum number of subjects to be “from 5 to 25 individuals” (p. 61).  Data is 
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collected until there is a saturation or redundancy of information.  This is when no new 

concepts or information is generated from the interviews (Creswell, 2007). 

Recruiting Procedure 

Participants were recruited from the Montgomery County Correctional 

Department.  All participants were involved in the Montgomery County Correctional 

Department’s Pre-Release Program.  Flyers were given to the counselors who will refer 

potential participants.  They were asked to contact the researcher if they are interested in 

participation or know of an individual who would be interested.  They were told of the 

purpose of the study and screened for eligibility and interest in participation.  All contacts 

were documented using the CICERO Eligibility Checklist Form.   

Explicating Assumptions and Pre-understandings 

Van Manen teaches that before a hermeneutic researcher can analyze the 

lifeworld of their subjects, they must first examine their own lifeworld.  Preconceptions 

must be explored and identified for the reader as well as the researcher (van Manen, 

1990).  This self-reflection keeps the researcher grounded and helps establish trust with 

the reader. 

My Understandings and Assumptions 

I have not been a victim of intimate partner violence but I treat many victims in 

my work as a forensic nurse examiner.  I became interested in violence through 

observation of my patients.  A few years ago, I examined and treated a woman who was 

beaten and raped by her boyfriend.  I remember looking at the areas around her eyes and 

realizing he had tried to strangle her.  I could not understand how one person could 
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commit such a violent act.  I was angry with the boyfriend for inflicting this injury on my 

patient. 

Through the process of my doctoral education, my interest in IPV has grown and 

changed.  I have developed an interest in the origin of violence and how it is expressed 

throughout the lifespan.  I have come to believe IPV is a reflection of multiple aspects of 

an individual, their partner and the environment.  From this perspective, I have come to 

appreciate Engle’s Biopsychosocial Model.   Through my work on a domestic violence 

fatality review board, I have come to view IPV as a failure of multiple systems (family, 

healthcare and criminal justice/legal).  As a clinician and a researcher, I believe we have 

not adequately examined the experience of the perpetrator and have failed to understand 

what makes them violent.  We have only examined parts of the whole. 

DATA COLLECTION PROCEDURE 

Ethical considerations 

The research proposal was submitted to the University of Maryland, Baltimore’s 

Institutional Review Board (IRB) and approved.  A Confidentiality Certificate was 

obtained due to the sensitive nature of the topic and the involvement of the participants 

with the legal system.   

Informed Consent 

Informed consent was obtained prior to the interview.  The consent form includes 

a Confidentiality Certificate.  Participants were told they could withdraw their consent at 

any time during the interview process or during the follow up visit.  Pseudonyms are used 

to delineate participant’s data. 
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Pre-Interview Procedure 

Interviews were conducted in a neutral, private location that is selected by the 

Pre-Release Center counselor.  The locations had a low level of noise to allow 

audiotaping of the interview.  The interviews were face to face.  The researcher limited 

interview times to ninety minutes.  As discussed by Seidman (2006), sixty minutes is not 

usually enough time and two hours tends to be too long.  The researcher conducted one 

interview per informant and a follow up meeting for accuracy and closure and was 

limited to thirty minutes.  A description of the purpose of the study was given.  

Interviews were audio recorded for transcription and analysis. 

Demographics  

A basic demographic form was collected on each informant.  The demographic 

information includes age, race/ethnicity, and marital status, time in relationship, number 

of years in the relationship, age of perpetrator when the relationship started and 

employment.  All data was de-identified to maintain confidentiality.   

Interview 

  The interviews consisted of open-ended questions to encourage the participant to 

discuss aspects of their life they felt contributed to their situation.  Table 3.1 provides an 

interview guide with possible prompt that were used to encourage disclosure.   
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Table 3.1.  Interview prompts  

Base Questions Prompts 

Tell me about your experiences before your 

arrest. 

Tell me about your childhood.   

Tell me about your family. 

Tell me how you met your mate. 

Tell me about your courtship. 

Tell me about your life together. 

 

Tell me about the experiences that lead to 

your arrest. 

What do you remember most vividly? 

Have you seen other people treated in a 

similar manner? 

Have you been treated in a similar manner?  

By whom? 

 

Tell me about your experiences since your 

arrest. 

Who do you confide in? 

How do you feel about the restrictions on 

your life? 

What would you like to change? 

Are you still with your partner? 

 

Is there anything else you would like to  

tell me? 

 

What do you feel would help you? 

What do you feel contributed to your being 

here? 

What do you think we should be doing to 

help you? 

Who do you blame for the violence in your 

life? 

Who do you blame for your arrest? 

 

 

The main question in the interview was “Tell me about your experience of violence that 

brought you here.”  The purpose of the phenomenological interview is to gain insight into 

the lifeworld of an individual who has experienced the phenomenon of interest.  Van 

Manen (1990) described the process as an “unstructured or open-ended interview 

method” (p. 66).  He stated the interview was conversational instead of structured.  To 

keep the interview on topic, questions to focus the informant will be used.  Informants 

can be redirected or encouraged to not generalize by asking about examples of instances 

or similar questions of clarification.  Informants were asked about their experiences that 
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lead to their participation in the program.  Informants were asked at the end of the 

interview if there was anything they would like to add or if there was a question they 

think should have been asked.  The interview guide adapted to reflect information 

obtained from previous interviews. 

Trauma Screen 

The men were asked to complete a twenty-nine-item self-report trauma screen at 

the end of the first interview.  The interviewer remained in the room while the screen was 

completed to answer any question.  The interviewer did not look at the screens until after 

the qualitative data was reviewed and interpreted.  The screen is used in the University of 

Maryland Walter P. Carter Center for Mental Health.  The screen is a 29 item self report 

of trauma exposures and symptoms.   

Data Collection Procedures 

The data collected is from interviews with male perpetrators of IPV.  The 

phenomenological interview is the process of encouraging disclosure by the informant 

(van Manen, 1990). The interviewer took notes before, during and after the interview.  

This information will be kept in a journal that records the researcher’s observations and 

perceptions.  Interviews were transcribed and analyzed as soon as possible after the 

interview.   

Data Analysis 

Van Manen outlined six steps to form the structure of phenomenological inquiry.  

The researcher must first choose a phenomenon of which they are passionate.  The 

phenomenon is examined and investigated as it occurs.  The researcher filters out 

presuppositions and implicit assumptions of IPV behaviors and listens to the data to 
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capture the meanings of the experiences of the perpetrator.  The next step involves 

deconstructing phenomenon to find themes that characterize it.  The researcher then 

restructures the themes to create an explanation of the whole.  Throughout this process, 

the researcher maintains grounding to the phenomenon.  The final step is “balancing the 

research context by considering parts and whole” (van Manen, 1990, p.30-31). 

Once the interviews were transcribed, they were assigned pseudonyms and loaded 

into the Atlas program.  The Atlas program is used by some qualitative researchers to 

code and organize data. A descriptive phenomenological approach was used to analyze 

the data with the goal of describing the phenomenon of perpetration of domestic violence. 

Texts were analyzed as soon as possible after the interview with an inductive approach.  

According to Thomas (2003), when a researcher uses the inductive approach to analyze 

data, the essence of the phenomenon is allowed to surface in the form of significant 

themes.  The researcher analyzes the raw data to find exemplars that characterize the 

informant’s experience.  The exemplars were coded.  The codes were grouped by 

commonalities that constructed themes that explain or represent the perpetrator’s 

experience.   Each informant’s data was analyzed in a similar fashion.  Common themes 

become categories that are used to explain the phenomenon.  This is beneficial, as this 

method does not allow preconceptions of a theory to force themes from raw data.  The 

data is allowed to speak for itself.  The result of this method can be the generation of new 

knowledge or the foundation of a new theory.   

To ensure scientific rigor, the principles of Lincoln and Guba (1985) were used.  

These principles include credibility, transferability, dependability and confirmability. 

(Lincoln and Guba, 1985).  Credibility is the determination that the findings of the 
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researcher are trustworthy and honest.  Utilizing member checking to ensure the 

impressions of the researcher are correct accomplished this. This method entails 

evaluation of the data by the informants.  Informants were asked to participate in a brief, 

thirty-minute follow up interview to allow them to discuss any information they wish to 

add or clarify.  Peer debriefing was used to establish credibility.  In this process, the 

researcher describes their analysis to an individual with no interest in the phenomenon.  

Dr. Debra Scrandis was charged with identifying yet unidentified biases possessed by the 

researcher, evaluating the soundness of the researcher’s interpretation and providing a 

fresh perspective for the researcher. 

Transferability is the quality of research that allows it to be applied in other areas.  

This is the qualitative version of external validity.  To what extent can the findings from 

this study be generalized or applied to other populations.  Lincoln and Guba (1985) used 

thick description to ensure transferability.  The process of thick description ensures 

transparency.  The researcher gives detailed descriptions of the research findings as well 

as the research process.  This includes data from the logs and journals that document the 

researcher’s thoughts and perception (Lincoln & Guba, 1985) 

Dependability is the process that demonstrates research quality.  Dependability 

refers to whether the findings be duplicated and are logically derived from the study.  To 

achieve dependability, the researcher allowed an audit of their results by an outside 

person, which was Dr. Scrandis. (Lincoln & Guba, 1985) 

The final determinant of quality, confirmability, assures the representation of the 

phenomenon is accurate and not clouded by researcher bias.  Lincoln and Guba (1985) 

defined four techniques to promote confirmability.  This study used an audit trail to 
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provide proof the researcher has followed proper procedure and maintained rigor.  For the 

audit trail, all notes, journals, and data forms are maintained for review. Reflexivity is the 

meticulous act of maintaining integrity throughout the research process.  To achieve and 

demonstrate this quality, the researcher kept a journal and adhered to the research plan as 

outlined above. (Lincoln & Guba, 1985).   

SUMMARY 

Chapter 3 described the methodological framework of the study as hermeneutic 

phenomenology.  The design is a qualitative study that incorporates the biopsychosocial 

model with hermeneutic phenomenological philosophy.  The sample is a purposive 

sampling of individuals who have experienced the lifeworld of male IPV perpetrators.  

Procedures for human subject protection are outlined in the discussion of informed 

consent and data collection procedures.  The interview procedure and guide is outlined 

but may evolve as the interviews proceed.  The chapter concludes with data analysis 

procedures and methodology. 
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CHAPTER IV 

 

RESULTS 

SAMPLING 

Nine men participated in this study.  Their ages range from 22 to 46 (mean = 31.8, 

SD = 8.7). Six men were Caucasian, two were African American and one was Hispanic.  

Most of the men were single (6), two in the process of divorcing and one man was 

divorced.  Eight men dropped out of high school.  Six of the men who dropped out earned 

their GED, two completed some college and one man earned his PhD.  

Data saturation was reached by the eighth interview.  During the process, 

common themes were identified.  The themes were restructured according to van 

Manen’s rules “by considering parts and whole” (van Manen, 1990, pp. 30-31).   

Table 4.1 shows the participants demographic information.   
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Table 4.1:  Demographics 

Characteristic Participants (total =9) 

Charges in adult years:  

     Controlled Substance    

     Violations 

6 

     Assault Charges 7 

     Theft 3 

     Traffic Violations 5 

     Restraining orders  

     Against them 

4 

     Weapons charges 4 

     Property destruction 3 

     Disorderly conduct 3 

     Robbery 2 

     Sexual assault/abuse 1 

     Animal abuse 1 

Reported children in the 

location of incident 

5 

Current incarceration a result 

of intimate partner violence 

4 

 

The figure (4.1) represents the cyclical nature of intimate partner violence described by 

the men.   
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Figure 4.1: Model of the Men’s Progression to IPV  

Precursors     Precipitating Factors                       Outcome 
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Biologic influences were not specifically measured in this study. The 

biospsychosocial model incorporates each aspect of the individual to explain the 

expression of the whole.  Biologic influences interact with trauma exposure, school 

issues, mental health issues and substance abuse.  Theories such as brain plasticity 

explain the effect of traumas on the brain. Family issues include abandonment, 

witnessing violence in the home or in the neighborhood, being a victim of violence, and 

bullying.  Each of the men described some type of traumatic exposure.  After this 

exposure, they reported having problems in school, such as learning disabilities, truancy 

and fighting.  Most of the men did not finish high school.  It was also during this period 

that many of the men were diagnosed with depression and attention deficit disorder.  By 

high school, most had begun abusing substances.  Almost all of the men began smoking 

marijuana and cigarettes.  Several men progressed to more addictive substances including 

crack and heroin.  Several men were subsidized their income by selling drugs as well as 

using them. 

Legal issues include prior charges and restraining orders.  All of the men 

interviewed admitted to being charged with crimes either in adulthood or as children.   

Precipitating factors are the issues that are direct antecedents to the violent 

outbursts.  Infidelity or perceived infidelity was a common antecedent.  Men also 

reported using substances before the incident.  Women are included in this category.  The 

action of their female partners was a frequent factor in the violence. The men stated their 

partner ‘knew how to push’ his buttons.   Engaging him after he made attempts to leave 

the interaction was a frequent story. Several men reported attempting to leave to diffuse 

their anger but being blocked by their partner.  Several of the female partners had 
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significant trauma histories including child sexual abuse and intimate partner violence in 

prior relationships.  Substance abuse was also present in the female partners. 

Intimate partner violence is described using several themes.  The men gave their 

perception of their actions, her actions, her injuries and his involvement in the system.  

Consequences of the interaction were a dominant theme.   

In half of the incidents, children were exposed to violence.  This final theme is 

included to show the intergenerational transmission of violence.  Several men described 

their parent’s histories of childhood trauma when explaining their family dynamics.  

Several of their stories illustrate how violence is insidiously passed to the next 

generation. 

Themes 

The following themes emerged from the men’s stories.  The themes are organized 

in the same manner as Figure 4.1. 

BIOLOGIC INFLUENCES 

Biologic influences of behavior include the nature versus nurture debate.   The 

theory of brain plasticity can be used to understand the effects traumatic events have on 

the brain and its function.  This theory explains how nature and nurture are intricately 

linked.  The biologic influence also includes the inheritance of a genetic vulnerability to 

violence. 

There are several types of biologic influences that were noted in the men’s stories.  

Some men had medical problems in their childhoods that impacted their lives.  All of the 

men had some type of stressor in their childhood that, according to the theory of brain 

plasticity, impacted their development in some way.  They may have been genetically 
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susceptible to the stressor, given several men came from families that typically used 

violence as a form of communication. 

Two of the men had Crohn’s disease, which impacted their lives in several ways.   

For Dave, illness prevented him from activities he enjoyed and possible opportunities.  “I 

was diagnosed with Crohn’s disease and the surgery that I had didn’t allow me to wrestle 

anymore.  I played football.  I was going, I had a scholarship lined up my sophomore year 

to go to Penn State.  I had surgery and I lost 30 pounds.  And I was so weak that they had 

to stop my insides.  I said ‘fuck it’.  I said fuck it and I started using drugs and selling 

drugs.”  Henry also suffered from Crohn’s disease.  He used marijuana to calm his 

symptoms.  “I’m a lot healthier when I smoke weed.  It helps me digest food and 

metabolism cause I have Crohn’s disease and sometimes I just feel like crap all day.  

When I smoke marijuana, I feel my system speed up and I create energy for myself and 

I’m digesting food properly.”   

Dave was the only man who mentioned having a head injury.  He had several 

concussions in his life felt it impacted his life.  “I got into a fight in jail.  I’ve always been 

cautious because of my head injuries.  When I fight, I try to protect my head a lot.”   

Dave, Ed and Frank discussed problems their parents had as children.  Frank 

noted, “My mom had, there was significant abuse she saw as a child.”  He later described 

her anger as toxic.  He stated she had problems with depression.  “They said it was 

somewhere around.  She had always struggled with mental illness.  I don’t know exactly 

what the diagnosis was.  I know depression is part of it.”   

Ed described being punished by his grandmother for an accident.  “I spilled a 

glass of red Kool Aid on a carpet which was white at my grandmother on my father’s 



52 

 

side.  Smacked me in the face because I spilled red Kool Aid on the carpet.  That was 

like, the only time in my life I ever got hit in my face by anybody.”   

Al described his father in favorable terms.  He admitted, however, “There were a 

lot of money issues.  My dad always had a lot of money issues but he tried.”  His father 

took Al to the racetrack with him when Al was ten or eleven years old.  Gambling later 

became one of Al’s issues.  

FAMILY ISSUES IN CHILDHOOD 

Family Structure and relationships 

The men were asked open-ended questions about their families and childhood 

such as, “Tell me about your family,” and “Tell me about your experiences growing up.”    

Family structure included single parent families in which the female parent was raising 

the children, adoptive families, parents who divorced and parents who remain together.  

None of the men reported being raised only by a father.   

Three of the men grew up without a father present. George’s father was killed 

during the Viet Nam war.  Ed described his relationship with his mother as:  “My mother 

and I are really close cause she’s all I’ve known since I was like 5 or 6 years old.” He is 

not sure who his biological father is but identifies a man as his ‘father figure’.  “My 

mother was pregnant with me when she met my dad who raised me.” Ed’s adoptive father 

divorced his mother when he was five or six years old and moved away. Cal did not 

know whom his father was and was abandoned by his mother when he was thirteen years 

old. 

Divorce was present in Ed and Al’s childhoods.  Al’s parents divorced but 

eventually moved back into the same house.  Dave’s parents divorced later in his life. 
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Abandonment 

Abandonment was an issue with six of the men. Two men never knew their 

biologic father.  Three men disclosed being abandoned by their mothers. Five of the men 

did not use the word, abandon. This information was obtained by asking the men to 

describe their childhood family. 

Cal disclosed being abandoned by both parents.  “I never met my father.”  “She 

was barely ever around.  I probably only saw her once or twice a week, something like 

that.  Doing whatever, I mean, she was there but I never really had a mother.”  “Grew up 

on the streets, pretty much.  I mean, I had a mother.  She left when I was thirteen.  She 

was an alcoholic so she left when I was thirteen.”  He had friends move in with him who 

helped him survive.  Cal had minimal contact with his extensive biological family.  “I 

guess cause my mother and my sister weren’t 100% for God and the Church, they 

disowned us.” 

Ben describes his family in the following:   “My birth mother, she did the best she 

could.  She had my brother and she had him when she was 15.  And then she had my, 

then she had me, then my sister. “  “But then, when my father got locked up, she couldn't 

afford, she was already homeless.  Not homeless but her mother was like; she wasn’t 

going to allow 2 kids cause she had one child that died.  So, it was kind of a rough 

decision.  Cause my father; he was locked up so he couldn’t do anything so she had to put 

me up for adoption.  Which I don’t have any; I’m not mad about it.  I don’t have any 

resentment cause people ask me that a lot.” 

He was adopted by a married couple but continued to have contact with his birth 

family.  Ben maintains a close relationship with his adoptive father and biological 
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mother.  His adoptive mother institutionalized him at fourteen when she could not control 

him.  He did not mention his adoptive father when talking about this. 

Dave was forced to leave his home as a teenager.  “Parents kicked me out when 

they found out I was first locked up.  First time I got locked up was St. Patty’s day in 

2000.  I don’t remember the year.  My sophomore year in high school.  They just got 

tired, they kicked me out.”  He later felt abandoned by his father after his parents 

divorced.   

Al was also forced to leave his parent’s home.  He admitted to stealing from his 

mother’s purse to support his drug habit.  “I remember they called the cops on me, had a 

warrant out for my arrest.”  “So, I hated them for that.”  Henry had a similar incident with 

his mother.  She hospitalized him after several somewhat violent outbursts. 

Ed had an incident where he feared he was going to be abandoned by his mother. 

“Me and my brother were acting up and she was talking to this guy about it.  Her 

boyfriend. And he suggested that she just send us to our father.  And I guess I took way 

big offense at that.  And to get back at my mother, I guess, I thought I was getting back at 

my mother.  I swallowed a whole bunch of Tylenol.”  

Family Relations 

The men were asked about their early family life.  They were asked to talk about 

their mother, father, any siblings or other members of their families.  They were then 

asked to describe their relationships with each family member, past and present. 

The men who were raised by single mothers reported close relationships with 

their mothers.  Ed stated, “My mother and I are really close cause she’s all I’ve known 
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since I was like five or six years old.”  George also had a very close relationship with his 

mother. 

The men who had two parent households reported less closeness with their 

mothers.  Dave said of his mother, “As long as I do what my mom wants, she’s fine, you 

know.  Mom is a verbally abusive woman, you know.”  Al reported, “I know it was hard 

on my mom but I’ve always been closer to my dad.”  “The thing with my dad is, we’d 

have an argument and the next couple hours, next day, we’d be fine.  But my mom, when 

we lived in the same house, I remember, I could go a week without saying a word to her.”   

He later reported conflict with both parents when he became involved with drugs.   Frank 

and Henry did not indicate being closer to either parent.   

Ben’s situation was unique.  He maintained a relationship with his biological 

family while growing up in his adoptive family’s home.  His relationship with his 

adoptive mother was strained after she had him institutionalized. “Maybe, only thing I’d 

say is being locked up from the age of 14 to 17 (causing anger).  Uh, I was put away 

cause my mother couldn’t control me so she put me in rapid placement.  My adopted 

mom, she couldn’t.  I was acting up.”  “She (birth mother) deals with it better.  She 

knows how to, she understands me.”  His biological father was incarcerated for much of 

his childhood.  He does not maintain a close relationship with him.  “I have 2 dads.  One 

of my fathers just got locked, just got out from being locked up for seventeen years.”  “I 

mean, I know him.  I don’t like him.  I don’t say I don’t have hate for him but I don’t 

respect him at all.” 

Cal was estranged from his family.  His mother was an alcoholic who abandoned 

him.  He never knew his father.  “I stayed there (MA) until I was seventeen and I came 
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down here to be with my grandmother.  She was dying from cancer so I came here when 

I was seventeen.  She lived about two more years.  I was twenty.  She passed when I 

turned twenty one and then my mother came back into my life.”   

VIOLENCE IN CHILDHOOD 

Exposure to violence between parents 

Seven of the nine men had exposure to intimate partner violence in their 

childhood.  The men were first asked to talk about how their family life was when they 

were young.  Most of the men did not initially say their parents were violent with each 

other.  The men gradually revealed the extent of violence in their homes. If the men 

indicated there was some violence in the home, they were then asked to describe what 

they remembered. Their description of their childhood exposures to violence made it 

sound like nothing out of the ordinary.  

In Al’s initial interview, he did not disclose that his parents argued.  He described 

them as being functional and supportive.  “But there was no domestic violence in my 

family and no drugs or alcohol.”  In his follow up interview, he revealed, “My parents did 

fight a lot when I was growing up.”  “As a kid, I, they were going through a messy 

divorce and I just remember them fighting a lot.”  “I don’t remember much cause I was 

young, 8, 9, 10 and I remember fighting.  It’s funny, I remember, growing up, one of my 

favorite movies to watch when I was like 10 years old was War of the Roses.  I don’t 

know, I guess its cause my parents were going through a divorce like that.”   

      Dave’s parents maintained their marriage during his childhood.  He described 

their relationship as, “My parents made it seem like everything was coochie crunch.”  

They divorced when he was in his early twenties.  He said, “Come to find out, 24, almost 



57 

 

25 that my dad was abusive to my mom for 26 years.  I was 26 but 26 years that they 

were together.”  “All three (physically, emotionally and mentally).  I thought it was my 

mom’s diet.” 

      Frank and Henry’s parents maintained their marriages.  Both men reported 

exposure to family strife during their childhoods.  Frank described his parent’s 

relationship problems with the following,  “The one time I remember something, I was in 

middle school, so seventh grade.  I was, maybe eleven.  There was a little bit here and 

there.  My mom was very angry, toxically angry.  My dad, you know, he tended to be a 

bit more withdrawn as a defense mechanism.  Otherwise, there was a lot of conflict.  A 

lot of yelling.”  Henry recalled arguments between his parents.  “There was one argument 

where I saw my mom throw a, like, coffee cup at my dad and it shatters on the wall.”  “I 

seen my mom probably try to grab him or something like that.  I never seen them punch 

each other or slap, or, I never seen that.”  And, “I don’t know.  I remember looking up at 

him and seeing them screaming at each other.  I don’t know if that had an effect on me or 

not.”   

      Ben denied seeing his adoptive parents fight.  He attributed his lack of 

relationship with his biological father with his father’s abuse of his mother.  “My mother 

was in that situation and I don’t even get along with my father because of that situation.”   

      Ed recalled seeing his mother become violent several times but described her as, 

“I’ve seen her get upset a few times but she’s like calm, very peaceful.  Like, she’s kind 

of like a Quaker hippy type.  She’s very laid back.”  This is in contrast with, “My mother, 

one time, she tried to choke him (boyfriend) with a telephone cord.  He was sitting on the 

steps and, I guess, I don’t even know what they were arguing about.  I think it had to do 
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with, like, fidelity and lack of trust, I guess.  He was sitting on the steps or something like 

that and she tried to choke him with the telephone cord.”  In her altercation with his 

father, Ed attempted to intervene on his mother’s behalf.  “She pulled out a knife and, 

you know, tried to attack him but he restrained her to the ground.  And I think it was 

more like instinct to defend my mother who I know to be my only parent since I was five 

or six years old.  I jumped on his back and tried to get him off her but I was very small, 

you know.  I couldn’t do anything so basically it got to the point where he just got up and 

left.”  “As a matter of fact, I remember his words were.  When I jumped on his back, I 

tried to choke him and I can actually still remember pretty vividly, he, like, sticking my 

fingers into his Adam’s apple trying to get him off my mom.”  “He didn’t hurt me.  He 

didn’t touch me.  He even told me and my brother he loved us before he left.”   

CHILDREN AS VICTIMS OF VIOLENCE 

Punishment/Interpersonal Violence 

The men minimized the violence that was perpetrated against them.  They did not 

view the punishments given by their parents as abusive or excessive.  Several men felt the 

punishment was deserved and proportional.  The men were asked how they were 

punished as children.  If they reported being spanked, they were asked what their parents 

used to spank them.  If they reported being hit, they were asked if it was with a fist, hand 

or object.  They were also asked what type of offense would receive that type of 

punishment.   

      Henry began by saying, “I mean, at one point my dad was, he’s gotten physical 

with us but he’s never done anything serious.”  He later admitted, “If he ever became 

involved in some anger situation, he’d go over the line.”  This included, “ He’d use a belt 
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(for spanking).” And added, “And I didn’t like it but I never thought he went too far 

when he went to spank us.  It’s usually during other things.  I have an old memory of we 

were like sitting around and we were eating pizza and something happened over a slice of 

pizza.  And I’m pretty sure I remember him, like, slapping one of my sisters in the face or 

something.”   In what he described as one of his father’s more serious incidents, “And my 

dad, you know, my dad tried to force me to go upstairs and I didn’t want to.  And I don’t 

remember him hitting me, he was just trying to grab the computer from me.  And I was 

like clutching it and the ports on the back kind of left like scrape marks on my shoulder.  

And I don’t remember how the police got called but they saw my arm and my dad got 

arrested for second degree assault.”  This incident had a favorable outcome.  “Actually, 

that’s where things started getting better.  The judge ordered anger management and gave 

him probation so he could get it off his record.  But get him some help for his anger, you 

know.”  Henry’s mother was also physical with him.  “There was one time she stood on 

my foot with her heel and I experienced pain for years after that.” 

George, who was raised by his widowed mother, was reluctant to say he was 

abused.  “Oh, she used to use a belt but she said, nah, just my hand, that’s all.  But she 

never got to the point, she hits and that’s all.  She didn’t hit after one hit.  That’s when 

child abuse would become involved.”   

      Dave was very candid about the punishment he received from his father.  “He 

disciplined us cause he was supposed, my father disciplined us.”  “Whopped our ass.”  

“Belt, switch, extension cord, shoes, pluck.”  His father punished him and his brother but 

his sister was exempt.  “Not my sister, no.  He’d tear my brother up cause my brother was 

big and he would go to the body with my brother.  Punching.  They would go back and 
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forth.”  “But my brother was scared, so was I, that he would kill us.”  In one incident, 

Dave became violent in response to his father’s effort to punish him.  “I picked him up 

and threw him down some steps.”  “That was when I had had enough.  He had tried to 

choke me and choking was the same as my brother used to choke me so I was going 

through the trauma.  And he didn’t know about it so when he choked me, I saw my 

brother.  And I was like, ‘Oh yeah.”  In response to this, his father locked him out of the 

house.  “He wouldn’t let me come back in the house.  He made me sleep outside.”   

 Ben reported being spanked as a child.  He resisted this punishment as he aged.  

“He would try to spank me.  And then I stopped getting spanked at like twelve or thirteen 

cause I got suspended from school and that was the day I tried to fight him.”  “And I was 

like, ‘Nah, I’m not getting spanked,’ and we got into a fistfight.”  “But still, I was like, I 

think he hit me in my chest cause I hit him in his face.”  “I mean, he didn’t hit me hard in 

the chest.  Like his full, like, he didn’t hit me hard to knock the wind out of me.  He just 

hit me and knocked me on my bed.”   

Child Sexual Abuse 

      Child sexual abuse was disclosed by three of the men.  New pseudonyms will be 

used to further protect their confidentiality. Men were not specifically asked about a 

history of child sexual abuse.  In each of the three disclosures, the men disclosed 

spontaneously.  Three men had behaviors that were suspicious of child sexual abuse but, 

when directly asked, they denied having an incident. 

  Manny, was hesitant to discuss this part of his past at the beginning of the 

interview.  As the interview proceeded, he felt more comfortable discussing his history. 

Ned freely disclosed his abuse.  Owen initially withheld his history.  Towards the end of 
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the interview, he disclosed this aspect of his past.  He had never spoken about the 

incident to anyone including his brother, his co-victim.  Only one of the men received 

any treatment for the abuse and this was court ordered after one of his sexual assault 

convictions. Two of the men who were sexually abused attempted suicide. Ned had 

several victimizations, including two as an adult.  Manny began sexually abusing others.  

As is frequently seen in female victims of child sexual abuse, Manny prostituted himself.  

Two other men did not disclose a history of sexual abuse.   When asked about the 

possibility of being abused, one man refused to talk about his childhood traumas and one 

man became tearful but denied sexual abuse. 

      “I was eleven years old.  I was in the church bathroom.”  “There was another 

incident, a little bit later.  That one I didn’t tell because I was more ashamed of that.  Um, 

that particular one, I was thirteen.  I was thirteen.”  “An older boy, young man, at the 

time, I don’t know, maybe twenty.  And I was very strongly pressured but I didn’t, I 

wasn’t like the other time, I was trying to get away.  This time I didn’t know what to do.  

And so, it’s embarrassing.  Now I look at it, thirteen, I should have just handled it.”  His 

first episode of sexual abuse was at age eleven and he began abusing substances at age 

twelve.  “Between age twelve and sixteen, I was, um a strong drug user.”  Ned was also, 

briefly, a cutter and reported repeated victimization as an adult, classic red flags for child 

sexual abuse, “Yeah, that’s sick (he carved a girlfriend’s initials into his arm).  I burned 

myself.  I was probably a cutter back then.” Despite multiple contacts with the mental 

health system, this issue was never uncovered or treated. 

      Owen was conflicted about his feelings about his abuser.  “I was going to say it’s 

fucked up.  It’s messed up, you know.  I looked up to, it’s weird but I still look up to 
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him.”  Their cousin, who was sixteen when they were nine and ten years old, abused him 

and his younger brother.  “I guess it’s kind of embarrassing.  I don’t want to talk to just 

anyone about it, especially people that are close to you in your circle.  Especially, like, 

my family.  If I say something like that it would just cause so much turmoil.  It’s just 

better to be alone, I guess.”   

       Manny was a convicted child sex offender.  He described being physically and 

sexually abused by his brother.  Another family member had sexually abused his brother.  

“He was sexually and verbally and emotionally abusive.  He would beat me up.  He was 

ten years older, ah, eight years and some change older than me.  He’s a really big guy.”  

“He also played this game with me where he would take, ah, his hands around my throat 

and say, ‘I can make you disappear and actually reappear.’  And he would choke me until 

I’d black out.  And when I’d wake up, sometimes my pants would be down.  I didn’t 

know what that was so I’d pull my pants back up.  I was seven years old.  Um, other 

times, um, it would get sexual and he would ask me to give him a blow job.  Obviously, I 

would give it to him so I could go out and play.  That’s the trauma issue, like my part.  I 

was just a little kid.  I didn’t know.”  He started using drugs at eight years old, smoking 

marijuana with the brother that was abusing him.  This was his description of one of his 

victims, “She was my sister’s age.  She was eleven and I was twenty one.  The girl had a 

full set of breasts.  When I seen her, she was on her knees with her breasts exposed.  I 

didn’t see her body.  I couldn’t really see her face.   I just knew that they were in there 

where my crack was and I wanted to take a blast.  I took a blast.  For two minutes, I got a 

blow job from the girl and I said, I snapped out of my high state, I’m like lock jaw, 

looking around all crazy like.” 
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SCHOOL ISSUES/MENTAL HEALTH 

      School issues and mental health are discussed together.  During the interviews, 

any mental health issues appeared during their school years and seemed intertwined.  

Many of the mental health issues manifested as problems with school such as poor 

grades, absenteeism and fighting.   

      For several of the men, school provided an outlet.  Several were involved in 

sports.  Cal said, “No, actually, I loved school.  I enjoyed school.  I played sports, stayed 

busy.  Had pretty decent grades.  I played football, a little basketball.  Played baseball.  I 

played since I was young.  I guess kind of my way to escape, you know.”   After his 

mother left, he had to leave to school to support himself by selling drugs.  “I mean, I tried 

to stay in school for the most part but it just wasn’t working.  It was either go to school 

and be homeless or have a place to live.  So…” 

Bullying 

      The men were not specifically asked about bullying.  Two men discussed their 

experiences with bullying when asked about their school experiences.  Neither of the men 

described himself as a bully. 

      George reported bullying after his interview concluded.  He did not report any 

other school problems.  He denied prior mental health issues.  He completed high school 

and did not go on to college.   

      Henry had instances of bullying in school.  “Through school years, people are 

intimidated by me and they would try to intimidate me but that’s about it.”  He felt his 

size gave him an advantage over bullies.  He had similar incidents in jail where smaller 
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inmates would try to fight with him.  “Um, had two guys try to assault me but they didn’t 

have a chance.”   

 School Performance 

      School performance typically declined in the high school years.  Several men 

reported doing well in elementary and middle school.  They were all asked about their 

educational achievement.  The initial education question was not enough to illicit this 

information.  It was not until the men talked about their lives that eight of the nine men 

dropped out of school. 

George was the only man who graduated from high school.  Frank was the only 

man who went on to higher education after earning his General Equivalency Diploma 

(GED).  He eventually earned a doctorate degree. Frank’s school performance declined in 

high school.  “The, elementary, above average.  By middle school and then high school, I 

had like a 4.0 average.  Straight A’s.  But then, in high school, by the time I ended up 

dropping out, it was zero.  I wouldn’t go anymore.”  Ed also did well in school.  “I was 

actually doing really well.  Elementary school to middle school, I was always on honor 

role.  I was always in gifted and talented courses.”  Ed earned his GED and completed a 

few years of college.  Cal left school to support himself but also reported earning good 

grades.  He has not yet earned his GED. 

  Al did not do as well in school.  “My grades were, I had no interest in school for 

some reason.  I just had no interest.”  “I could have done a lot better in school.  I know I 

could have done a lot better.  I just never applied myself.  I was never interested.  The 

only things that really interested me, even to this day, are sports and, you know, I still 

love gambling.  That’s what really interests me.”  He earned his GED while he was 
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incarcerated.  He was very proud of this but felt he would not have done it if he had been 

free. 

      Ben had multiple problems in school.  “They had me in private schools until I 

was, eventually, I ended up getting kicked out of school.  And for, like the first time, it 

wasn’t meeting the academic level.  That’s the only reason. “  “And then, I went to 

another school.  I wasn’t, the academic level.  I was too hyper and I wasn’t meeting the 

academic level.  And then I went to another school and that’s when I was getting into 

trouble and fighting, leaving school.  Then I went to another school and fighting all the 

time.  I’ll say, in the sixth grade.  That’s when I started getting into more fights.”   

Attention Deficit/Hyperactive Disorder 

      Four men were diagnosed with attention deficit/hyperactive disorder and other 

learning disabilities.  The men were asked about their school experiences.  They reported 

being evaluated for problems they were having in school both behaviorally and 

academically. 

Henry stated, “I’ve had a learning disability.  It went from fifth grade.  I was 

having a lot of problems, just falling behind in work.  And they sent me to special ed and, 

um, it’s kind of downhill of my education right there.”  “All through those times, I mean, 

I was also having a hard time at school and that’s what my parents were trying to get to 

the bottom of.  And the doctors probably said, ‘Oh, he’s this, he’s that.  Blah, blah, blah.”  

Henry eventually dropped out of school and later earned his GED.  He completed some 

college. 

      Ben, Al, Henry and Ed were all diagnosed with ADHD.  Al stated, “I saw a 

psychiatrist when I was in high school.  I don’t know if it was for court or something.  I 
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had no interest.”  Ed was diagnosed in middle school.  “I went to a psychiatrist one time 

who diagnosed me with ADHD but, um, they wanted me to take, I don’t know if it was 

Adderall or Ritalin.  But I didn’t like the way it made me feel.”  His mother allowed him 

to stop taking it.  He was between the ages of thirteen and fourteen.  Ben was diagnosed 

with ADHD and bipolar at the age of four.  He was medicated but did not know his 

medications.  Henry was placed in special education starting in the fifth grade.  “So I got 

deeper into the special ed program at the end of the eighth grade.”  He did not feel this 

was beneficial.  “Cause a place like _________, most of the kids there are there for like, 

violence in schools and pretty much being crime related.  And someone like me, who has 

a learning disability that also, gets SHOVED in there.  So I’m not receiving help for my 

problems.  I’m pretty much in an environment where most kids are in there for violence.  

And they don’t have learning disabilities so the majority of the kids aren’t, you know.  

They’re not putting out the help for people like me.  They’re putting out help for people 

with violent histories.”  He did not see himself as violent.  He began taking medications 

after being hospitalized after an outburst at school.  “I got mad.  I was in there and didn’t 

want to be there (hospital) and I threw a chair.  And they put me on valiums.”   

 Depression, anxiety and conduct disorder/oppositional defiant disorder 

      Depression, anxiety and conduct disorder are grouped together because they seem 

to co-exist in several of the men.  Some have formal diagnoses and some described 

symptoms.  To illicit this information, the men were asked if they had any problems in 

school.  Follow up questions included asking about depression, ADHD or any other type 

of diagnosis. 
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      Ben denied being depressed or suicidal.  He admitted to being diagnosed with 

ADHD and bipolar but denied depressive episodes.  He stated, “I was always an 

oppositional person.  It really didn’t help too much.”  “Mostly, I was oppositional with 

school, stuff like that.”  He started fighting in school when he was in the sixth grade.   

      Dave described himself as being upset in his teenage years.  As an adult, he 

described having suicidal ideation after an altercation with his fiancé.  “That was painful 

cause I felt, I’m co-dependent.  ‘I can’t survive without you.’  And I was high and I 

didn’t think I could do it.  I had low self-esteem; I was in a hopeless state of mind.  At 

that time, I felt like killing myself.”   

      Frank admitted to having problems with depression at several times in his life.  

He described being hospitalized in his teen years after being a “strong drug user” between 

the ages of twelve and sixteen. “I mean, I was, I was, physically, I had fallen down and 

my heart had stopped beating so many times I thought I was going to die.   And, um, so, I 

went to detox and they were able to get me there.  That’s where I was actually diagnosed 

(with depression).”  “I started taking, it was actually Prozac.” “I was inpatient for two 

months.  I was inpatient again for a month about six months later.  Not for using but just 

having a hard time dealing with life.”  He described himself as being a “very sensitive 

boy” who had trouble adjusting to the frequent relocations of a military family.  “I felt I 

had no roots, I had nowhere that was home.  I was constantly making deep relationships 

and then, you know, getting cut off.” 

      Henry was diagnosed with depression.  He began having problems in the fourth or 

fifth grade.  He attributed his depression to an episode where his father told him people 

eventually die.  “I used to be afraid of people dying and stuff like that.  I started realizing 
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people were dying and it kind of scared me a little bit.”  “I remember working on a car 

with my dad one time and he told me ‘Well, at one point, everybody goes’ and it got me 

sad.”  “Then I would start worrying about other family members dying.”  He was 

medicated with Paxil and hospitalized several times.  He had a few violent outbursts.  In 

one incident, “they restrained me right there on the floor (in special ed).  I was like, I’m 

going to kill you, I’m going to get my Glock and shoot you, whatever.” 

      Cal denied having any issues with depression.  He would not discuss any 

problems he faced during his childhood.  “I don’t like to talk about it.”  “  I mean, if I 

started thinking about things, it probably just get me depressed or a bad mood or just 

irritated, you know.  Just let things go.  It is what it is.”  He did admit to having some 

issues with anxiety.  “I wouldn’t say worried.  More anxious.  I guess I have anxiety.”   

      George, Ed and Al denied having problems with depression in childhood.  George 

admitted to having a short temper when he was a young adult.  He felt he developed a 

situational depression as an adult after his mother died. Ed reported a similar pattern.  He 

denied being depressed but stated a psychiatrist diagnosed him with depression while he 

was in jail.  When discussing his substance abuse, he did feel that he was self-medicating 

but did not recognize any depressive symptoms.  Al admitted, “I don’t, maybe I was 

trying to kill myself.  Who the hell knows?  I mean, I was putting a lot of bad things into 

my body.”  “I mean, I’ve had suicidal thoughts before.”   

SUBSTANCE ABUSE 

      All of the men had problems with substance abuse at one point in their lives.  

Most of the men began abusing substances between the ages of ten and thirteen.  The 
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youngest age of first abuse was eight.  Three of the men relapsed after being prescribed 

oxycontin for musculoskeletal pain. 

Self-Medicating 

  Three of the men described their drug use as self-medicating.  When asked why 

they started using substances, they clearly identified what they believed triggered their 

use.  They freely offered their insight into their behavior. 

  One of the men who disclosed being sexually abused as a child said, “I self-

medicated myself to the point where I won’t, I’ve never told anybody anything.”  Henry 

described using marijuana to calm his Crohn’s disease symptoms.   

      George increased his alcohol consumption significantly after his mother died.  “I 

just started drinking to numb the pain a little bit.  Then, one day, I came home from work 

and saw the mess I made and said, ‘Naw, this ain’t me.’  So I just changed my ways.  

And I can still drink a beer once and a while but I can’t go back to what I was.”   

      Ben used marijuana to ease his ADHD and bipolar symptoms.  “It’s self-

medication.  That’s what I was doing.  Self-medicating myself cause when I’m high, I 

don’t get as agitated.  I’m more, I’m peaceful.  I’m not peaceful, I’m more laid back.” 

Severity/Progression 

      All of the men admitted to some type of substance abuse.  In every interview, the 

men reported some type of traumatic event that preceded their experimentation with 

substances.  During the interviews, the men did not link the two events together.  When 

asked why they started using substances, most of the men did not say.  They were asked 

what types of substances they used and to quantify their use of substances. 
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  Al started smoking cigarettes and occasional marijuana.  He developed a severe 

alcohol problem.  He went from ingesting four to five oxycontin pills a day to injecting 

heroin.  “I guess I took my first drink when I was seventeen, high school, you know.  

Alcohol has always been a major issue with me.”  He became a functional alcoholic.  “I 

could sit there and drink ten beers and umpteen shots.  I mean ten to twelve shots and just 

be gone.  I wouldn’t drink just to drink.  By the end of the night, I’d be passed out 

somewhere.”  “I was a mess at one point but I was a better mess being an alcoholic than I 

was with the pills and heroin.  That was a completely different ball game.”  Heroin 

addiction took a significant toll on Al’s life.  “You know and after the first high, it was all 

downhill from there.  I started to, I was snorting stuff and now I was shooting up and now 

I don’t care.  A month later, I don’t care what anybody thinks.  I want, I started craving 

the needle.”   

      Dave described his decline into substance abuse in his teen years.  “Sixteen, 

fifteen, fifteen, gateway to drugs with weed and alcohol.  Seventeen, eighteen, ecstasy, 

‘shrooms.  Then cocaine, snort.  Nineteen, twenty, crack.  And that’s it.”  He had started 

smoking marijuana when he was eight years old.   Crack became his drug of choice.  “My 

drug use.  I love the smoke, I love the thrill of buying but the result is always the same.  

As soon as I put down the stem, as soon as I put down the blunt or the bottle, the 

consequences and how I am as a person come full circle.  And I hate that person.  He 

doesn’t allow me to think clearly, he doesn’t allow me to think rationally, to be a 

loving…  Selfishness and self-centeredness at its peak.”  He felt his substance abuse 

issues were threatening his survival.  “I feel like I’m fighting for my life each and every 

day with this disease called addiction.” 
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      Frank’s substance abuse issues began at a young age and progressed rapidly.  

“Between age twelve and sixteen, I was, um, a strong drug user.  Meaning crack cocaine, 

high school dropout, three felonies, twenty-one misdemeanors, which actually came 

when I got clean.”  Later in life, he had problems taking Paxil and drinking alcohol.  

When a physician prescribed oxycontin for a back injury, he relapsed into old habits.  “I 

was taking oxycontin.  I’d been prescribed that a few years.”  “Not going outside my 

prescription, per se, but breaking it for quick release, manipulating it and taking it quite a 

bit.”   

Dealing drugs/ lifestyle 

      Many of the men began selling drugs to support their habit or lifestyle.  Five of 

the eight men have been arrested at one time in their life for some type of controlled 

substance violation.  Dealing drugs became a comfortable lifestyle. 

      Ben was fully immersed in the lifestyle of selling drugs.  “I guess it’s fast.  It’s 

fast, the money, you party all day.  You can wake up at one, two, three o’clock.  I would 

make six hundred to a thousand dollars a day.  I was making five thousand dollars a 

week.”  “I guarantee there’s probably no drug I can’t get.”  He recognized the pitfalls of 

this lifestyle.  “You see, yeah, sometimes you feel like you watch yourself and it’s going 

downhill.  I’m making money.  I’m making wrong decisions.  I know I’m making wrong 

decisions but I’m making money.  You feel as you level it out.”  “In the long run, I’m not 

really progressing.  You see what I’m saying?”  “That’s the most addictive part.  Making 

so much money.”  Ben sold drugs but did not use the drugs he sold, other than marijuana.  

His customers prevented his drug use from escalating.  “No, I never had. You see it and 

you see the people on it and I’m not going to do that.  You see, it looks, it looks, I mean, 
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to each his own.”  “But for real, you just see how they look on that drug.”  “Once you see 

that, you never want to see that shit.  Nah, see people get addicted.  I don’t want to do 

that.  He sold heroin and crack.   

      Cal had a similar experience.  He sold drugs to support himself after his mother 

abandoned him.  He explained the rules of the streets that raised him.  “Either somebody 

trying to rob me or somebody, you know, I mean, when you’re on the streets and get 

raised by the streets, there’s rules of the streets.  You know, and if somebody violates the 

rules of the streets, you gotta deal with it.”  “I was doing it to eat, to live, you know.  

Other people had families to raise them and a house, you know.  I had to do it with 

myself so I got in a lot of fights when I was young.”  He sold drugs later, as an adult.  He, 

too, was prescribed oxycontin for a back injury.  He became addicted to them and sold 

the drugs that he did not use.  “Um, I didn’t really get into selling like that but my doctor 

was giving me two hundred and fifty eight milligram oxys a month.  I might need twenty 

of them to survive the pain.  Fifty to eighty dollars a pill, I mean. I worked but slowly.  I 

was like, why work?  I’m making so much money just with my pills, you know.”  He 

admitted to being addicted to the money he made from selling his pills as well as the pills 

themselves.   

      Ed also sold drugs.  He was initially selling drugs to pay for his college education.  

“I was actually going toward my bachelor’s in business but drugs, it was drugs again.  

That lifestyle.  I was actually selling drugs big for a time to pay for my school with it and 

it got to the point where the money was more important that my school.”   

     The drug lifestyle contributed to more severe problems in the men’s lives.  Ben 

and Ed were both involved with gangs.  Both men have tattoos showing their gang 
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affiliations.  They were more at risk of violence as a result of their choices.  “Oh yeah, 

you constantly, constantly have to watch your back, too.  Cause people either want what 

you have or they’re jealous of you.” A rival gang member stabbed Ben in the leg after 

Ben and some friends took drugs from him.  One of Ben’s most significant traumatic 

events was the death of his best friend at seventeen.  “That was the only person I, like 

now, I am not gonna say, like now, I look at things in a different way.  Like people will 

die.  Like, and I don’t cry anymore.  I, he was the only person I cried for.”   

      Dave prostituted himself to support his habit.  “When I was doing crack, I would 

suck a dick, fuck ‘em, whoring myself for crack.”  He described his downfall the 

following way.  “And I started using drugs and selling drugs.  That’s when I got kicked 

out of school, I had two abortions.  That’s when I got my first sex offense charge.”   

      Cal offered the following description of his past.  “I mean, I guess I contribute to 

people killing themselves, you know.  I sold drugs.  That’s a horrible thing to do.  People 

die from drugs every day, you know.  I’m disgusted with myself for having to do that, 

you know.  Um, past is past.  I can’t dwell in the past, you know.  I can just ask God to 

forgive me for what I’ve done and go on.”   

LEGAL ISSUES 

      The men were asked about their history of restraining orders.  This includes 

orders taken out by them and orders taken out against them.  Three of the eight men had 

restraining orders taken out against them.  They were also asked about their current 

charges and legal status.  Prior charges were frequently discussed.  See Table 4.1 for a list 

of other charges. 
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Violent Behaviors 

The men were asked if they had been charged with crimes other than the crimes 

related to IPV.  They were also asked about school, friends and fighting.  The men were 

very honest about prior convictions and arrests.  Some men also discussed violent actions 

in their past that were not known to law enforcement. 

      Ben was in juvenile detention from fourteen to seventeen years old.  In the 

juvenile system, he stated, “You was fighting cause you was bored.  You fight somebody 

and then you make up with them the next day and then later on that day, you fight ‘em.”  

He described his arrests as an adult.  “No, I’ve never been arrested for possession 

charges.  Assaults, stole a car, high speed chase.”   

      Ed was charged with assaulting a woman with whom he had been drinking.  “I 

was real intoxicated at the time, too.  I think that made it worse.  We were having drinks 

at the club.  It was my cousin’s birthday and I mean, she punched me.  I punched her 

back.  It was instant.”  He was also charged with attempted robbery. 

      Frank was charged as a juvenile with several charges.  “Another guy and I got 

pegged with being the leaders (of a gang), which was true.  And, uh, so some of the 

charges were malicious destruction of property, burglary in the daytime.  They threw 

everything they could at me at once.”   

PRECIPITATING FACTORS/PRECURSORS TO VIOLENCE 

Infidelity 

      Infidelity or perceived infidelity was a precursor to violence in five of the 

incidents.  In each of the incidents, a discussion of infidelity preceded the violent 

interaction.  Perceived infidelity is the man’s belief that his partner has been unfaithful to 
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him.  In two instances, the men routinely accused their partner of cheating on them 

without any evidence.  When the woman denied straying from the relationship, they were 

accused of lying and arguments ensued. 

      Frank’s partner had an episode at a party that caused friction in their relationship.  

“She was inappropriate with someone there.  Um, and there’s a period she doesn’t 

remember.  And I was so disgusted, I left.”  He described this incident as a “bad trigger 

for me.”  He felt his wife’s behavior, “it kind of violated our, you know, all this huge 

amount of trust I had in her.”  The night of his intimate partner violence incident, “she 

had told me she was unfaithful.  She said it like apologetically.  And I took it in the worst 

possible way.  And as we were walking inside, I pushed her.  It was unprovoked. 

Physically unprovoked.” 

      Ed and his partner had a discussion about infidelity immediately preceding their 

violent episode.  “I basically found out through a mutual friend on the phone that she was 

with that person while we were dating in the beginning and she didn’t admit to it.  So, 

you know, I got a little argumentative.  We started arguing…”  In this instance, a third 

party caused increased tension between the couple with the allegation of infidelity. 

      Al’s episode also involved a third party.  Al’s girlfriend’s best friend called him to 

tell him that the girlfriend was unfaithful.  “She’s been screwing this guy and she’s been 

screwing him while she’s in rehab.  And I was like, ‘So, you go to rehab and you’re 

having sex with another guy while you’re in rehab?’  Like, that just made me fucking, 

excuse me, that just made me sick.”  He was further enraged when, “no, she never 

admitted anything.”  Many of Al’s prior arguments had been over perceived infidelity.  

“Things were going good.  Then I started hearing some things she did in the past and 
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things she was doing.  Sleeping around with a lot of people while we were together.  She 

was sleeping with friends of mine for drugs and all this time, I would ask her about it.  To 

come clean.  And she would deny.  It would make me more angry being lied to 

constantly.”   

      Henry did not fight with his girlfriend who was the mother of his child.  He had 

an altercation with her new boyfriend when she failed to pick up their son on time.  

“There was an altercation between me, her and her boyfriend.  She was supposed to be at 

her dad’s house by nine o’clock at night so I could drop Henry, Jr. off.  And she was in 

her boyfriend’s house in Damascus and she would not return home.  So we kind of had an 

argument before I even arrived.  And cause I was mad, like ‘Why are you over here?  

You’re supposed to be home, you know, providing a structured life for my son, you 

know.  What are you doing?’  She didn’t have any diapers or anything.”  When Henry 

arrived at the boyfriend’s house, “When we got there, her boyfriend at the time, came out 

with a baseball bat and his brother came out with a mace.” 

      Cal was not upset about his wife’s infidelity.  “But while I was in jail, she was out 

and started dating somebody.”  “She was strung out on drugs, he was giving her drugs.  

Get her high, anyone can have sex with her.”  He did not let this bother him, stating, “I 

don’t even know if it’s true or not.” 

She Pushed My Buttons 

      Four men used the phrase, ‘she pushed my buttons’.  They felt their partners knew 

how to make them angry and could do so at will.  Some of the men recognized what their 

triggers were.  In some instances, the men described their partner pushing their buttons 

and then engaging them, refusing to let the men walk away.   
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      Frank felt, “She pushed my buttons.  I was being a total jerk at the same time.”  

He described more of an interaction than a unilateral assault.  His wife knew what to do 

to illicit a response.  As noted above, discussion of infidelity was a button for Frank.   

      Cal’s story was slightly different.  He was a victim of intimate partner violence as 

well as a perpetrator.  He denied acting violently toward his wife.  He had been violent 

with his girlfriend.  “Oh, she instigated it, yeah.  She knew how to push my buttons. “  

“She did a lot of things.  Nothing specific I want to talk about.  She knew how to hurt me, 

I guess you could say.”  He did add, “She knew how to really piss me off.  She would 

talk about how I’m a bum cause I never had parents.  She knew how to say little things 

that would bother me or get me mad.  I think that’s why one or two times I kind of got 

physical with her, grabbed her, maybe hit her or something.  She knew what to say that 

bothered me.”  His former girlfriend was able to push his buttons but his current wife was 

not.  When asked about this, he explained, “I won’t let her.”  He later explains his lack of 

feelings for his wife. 

      Ben recognized the bidirectional nature of his relationship.  “Yes, I knew what to 

do to get her mad but she knew what to do to get me mad.”  His interaction is an 

excellent example of one partner inciting the other partner.  “So that’s when I, eventually, 

she got to me.  I got frustrated.  I was like, whatever.”  “She said something that made me 

really mad so I threw my phone on the ground and it broke.  And then I got even more 

mad.  Now, I just furious, I’m furious.” 

      Dave wanted to eliminate his triggers.  “She knows how to push my buttons so I 

have to learn how to not have buttons.”   He further explained, “…she antagonized my 

response…” 
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Anger Management /Anger Issues 

      Anger management/anger issues are closely related to walking away from an 

argument.  Seven of the men felt they did not adequately manage their anger.  They gave 

some insight into their perception of how anger affects their lives.   

      “I wouldn’t blame anyone else but myself just because I should be in control of 

myself.  I should be able to control myself.  I think I can honestly say, I think I have some 

anger management issues.  I don’t know how to deal with my frustrations too well but I 

have gone to anger management courses.  I have not been able to identify what it is that 

caused this.  I don’t know what it is.”  Ed was initially unable to identify a possible 

trigger to his anger.  He later described watching his mother attempt to strangle one of 

her intimate partners. 

      Dave took partial responsibility for his anger.  “I am in no way the victim in this. I 

should have never put my hands on a woman.  I should have been able to deal with my 

anger a lot better than I have been.” He did not, however, feel he was entirely to blame.  

“J. (Fiancé) didn’t want to press charges cause she knew she was wrong for the things she 

said and she antagonized my response, knowing that I’m an angry person.  And I told her 

to leave me alone.” Then, “She’d be the victim.  She’d take the victim role.  Oh, my God.  

Completely victim, ‘It’s not my fault.  This is all your fault.  I can’t believe you’re doing 

this.  Everything that I’ve been doing was to make you happy and now all of a sudden, 

you’re changing and flipping on me.  It’ll never, it’s never been my fault.  It never was 

my fault.  It’s all you’.  She wants to defend it. She pointed the finger.  She wasn’t 

willing to accept her role in the things she say effect people.”  He described his anger.  

“We’d gone through this before.  It was like reliving the situation.  That brings up a lot of 
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fear in me.  It’s like, you know where this is going, you know where this is headed.  Your 

brain is telling you this and there is no brake.  You’re looking to pump your brakes and 

there is not way to pump your brakes before.  And the same outcome happens as it did 

before.  The insanity of us arguing time and time again always came down to the same 

result.”  After the altercation, he said, “I wasn’t able to sit with that anger at the time.  I 

was always looking for an out, um, so I called my drug dealer and ran to my mother’s 

neighborhood.”   

      Cal acknowledged his anger.  “I lose my attitude real quick.  I’m really short 

tempered.”  “I get mad sometimes for stupid things but not to the point where I’m ready 

to go and get violent.”  He believes his street education helps him control his emotions 

but acknowledged he has some issues.  “Oh yeah, I was ready.  Yeah.  I was trying my 

hardest not to let him get me in the head, you know.  But when he started saying that, he 

kind of pissed me off.”  Another inmate attempted to use his daughter in a verbal 

altercation to elicit a physical response from Cal.   

  Ben also believed he had learned to control his anger.  “I learned how to control 

it.  Learned how to control my emotions, basically.  Everything goes back to your 

emotions.”  He attributed his control to maturation.  “I have more self-control now.  To 

just leave alone.  Every battle has its time and place.  You gotta pick and chose the wars.  

You might win the battle but you lose the war.”  

      George admitted to having problems with his anger when he was younger.  He 

had a physical altercation with another man who had insulted his mother and believed he 

almost killed the man.  When talking about his altercation with his neighbors, he said, “I 

guarantee it happened like fifteen, twenty years ago, I would start throwing punches and 
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nobody would be standing alive.  But this happened this year, um, I would be, I’m a lot 

calmer now than I was fifteen, twenty years ago.”  He attributed this behavior change to 

his girlfriend.  “I feel a lot better cause I got a nice woman in my life.  I changed my 

attitude a little bit.”   

      Initially, Al did not feel that he had an issue with anger.  “I’d never, I wouldn’t 

consider myself a violent person at all.  I don’t have any violent charges on my record.”  

He gradually revealed he had had episodes of anger in the past.  “I remember getting 

angry over sports games.  Really angry.  Like, if I lost a lot of money, I’d get real angry 

but that would be a quick vent, you know.  Get it off my back and, yeah.”  He attributed 

alcohol to occasionally having a role in his behavior.  “Um, yeah, I remember going to 

bars and maybe sometimes just picking fights with some people for no reason.  Just 

acting like an asshole, you know.”  “Because I’m a different person when I’m not 

drinking.  I mean, I’m completely different.  I know when I start drinking, I have no, like, 

who cares.”  But, “A lot of people get along with me.  You know, have fun, laugh.  But 

sometimes, drinking, I guess, triggers….”  As his addictions became more severe, he 

said, “I just started picking fights with close friends, you know.  Just, people didn’t want 

to hang out with me anymore.”  He also described significant anger at his former 

girlfriend over her perceived infidelity and over his drug addiction.  “I just wanted to put 

my hands on her, I don’t know.  I was so angry.  I wanted to hit her one time and just be 

done.  That’s it.  Everybody go their separate ways.”  Alcohol also played a role in the 

violence with his former girlfriend.  He believed, “I wouldn’t have done it if I was 

sober.”   
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Walking Away From An Argument 

      Walking away from an argument was a frequent method used by the men to 

diffuse a situation that angered them.  Five men described using this tactic in situations 

they felt were causing them to lose control of their temper.  They would leave, calm 

down and then return to resolve the issue with their partner.  Several incidents occurred 

after the female partner stopped the man from walking away. 

      “I’ve learned to walk away.  I think it’s the best thing for me to do when an 

argument does arise because it’s not worth it.  It’s just going to escalate and, you know, 

in my opinion, most times.”  Ed attempted to leave the argument that lead to his arrest.  

“So, you know, I got a little argumentative.  We started arguing and it escalated to the 

point where I wanted to leave the apartment.  I was walking out of the bedroom door and 

grabbing my stuff together and walking out to the front door of the apartment when she 

jumped on my back and started scratching my neck.”   

      Dave used similar tactics to avoid escalation.  “And I was backing away when she 

was coming at me.  I mean, if you could really sit there and play it, you know, only God 

knows.  He would have said, ‘He’s going to blow, you know.  He’s going to lose his cool.  

He is not going to be able to handle it.  She said the wrong thing, he’s walking away, why 

is she following him.”  Dave recognized his need to diffuse his emotions before 

attempting to understand his partner’s concerns.  “Completely walk away.  Walk away 

and when I come back, I’m open to hear what she has to say.”  When he did not walk 

away, he described his interaction the following way.  “I would dominate the 

conversation, stop listening to her.  Shut her down completely.  And when it first came to, 

ah, fists, physical, I was trying to show that I’m the boss dog.” 
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      The walking away tactic began in childhood for Ben.  He would walk away from 

his stepmother when she would argue with him.  “It’s disrespectful, what I did but I walk 

away.  If she starts arguing (mom), fussing at me, I walk away cause I don’t want to hear 

it.  I don’t want to argue back so I just walk away.  And you know, then, she’ll pipe 

down.  She’ll calm right down but it will be when she’s more calm.”  This carried over to 

his intimate relationships.  “Like, I don’t like to argue.  I hate to argue.  I really hate to 

argue.”  He described his effort to diffuse the argument that started between his girlfriend 

and himself, “And we got in an argument and then it blew up out of proportion so I called 

my friend to leave.  But she was at my house, she was staying with me so I called my 

friend to leave.”  “And she’s calling me all the time, ‘Come back, come back, come 

back.’  She said, ‘If you don’t come back, I’m going to leave.’  Still trying to argue with 

me, basically.  And the point of me leaving was to stop arguing so she could cool down, I 

could cool down.  So then, she called, she’s blowing up my phone, I’m hanging up.” 

    Cal became a victim of intimate partner violence when he attempted to walk away 

from his wife.  “She bit me right here, made me bleed, you know, trying to get out of it 

(he was restraining her).  I was getting ready to leave and I guess she wasn’t happy with 

me walking away from an argument so she just took it to the next level.”  He would also 

attempt to walk away from his girlfriend to prevent an escalation.  “Um, can’t really 

recall exactly what she did.  There were just things she did that really aggravated me, 

irritated me, you know.  She, I felt like I’d try to tell her, ‘Just leave me alone, give me 

fifteen minutes or go away for a little while.’” 

      George used walking away as a method of diffusing his anger and frustration at 

home and at work.  He described his technique with his girlfriend, “Like, ‘Damn, you get 
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me frustrated sometimes.  Ok, sometimes I get hot headed.  I leave for a while and cool 

off and go from there.  We can start talking and get to the problem.  I’ll tell you this is 

what happened and you work the problem out.”  He felt he was able to understand her 

perspective better after having the opportunity to diffuse his anger and frustration.  

“Sometimes where I work at, I’ve had to pull the store manager in and say, ‘We have to 

talk before I actually blow up.’  And he likes that.  I say, ‘Look, I’m getting frustrated.’  

And he likes the idea when I come up to him and say we have to talk.  We go outside so 

nobody hears him talking.” 

 Unmet Expectations   

      Unmet expectations were precipitating factors in several altercations.   This 

includes his expectations as well as his partner’s expectations.  Infidelity is a type of an 

unmet expectation but it is discussed in a separate section.  Disappointment, frustration 

and anger frequently stemmed for these unmet expectations.  The outcomes ranged from 

arguments and violence to attempts at suicide. 

      Henry’s altercation was an example of a third party precipitating an altercation.  

His son reacted to his mother’s disappearance.  “Yeah, he said he wanted to stay with 

mommy and when the time came, she just up an disappeared on him.”  “Yeah, little hug 

and kiss.  When I was a kid, if I went to bed without a hug and kiss from my parents, I’d 

be upset.  That’s kind of what was going through my mind.”  When his son acted out, the 

two parents began to argue and it became physical.   

      Ed attempted suicide when his mother did not meet his expectations.  Instead of 

defending him against her boyfriend, Ed’s mother said nothing.  “She didn’t have any 

type of rebuttal.  She didn’t defend us or anything.  She just let him say it and, I think I 
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took offense to that.”  He described his relationship with her as being very close and was 

hurt by her silence. 

      Cal’s story was another example of expectations being unmet by a parent.   His 

mother abandoned him, not meeting his expectation of being raised by a family or parent.  

His girlfriend also failed to meet an expectation of love and compassion.  He explained 

the following.  “I mean, I guess, it’s a few people that I actually let myself love and care 

for a lot in this world.  Always, they always seem to walk out on me, hurt me.  So I kind 

of put up a barrier, you know.  So I won’t let myself be hurt by females, you know.  You 

know, like, my mom and (fiancé) hurt me a lot, but in the end, I guess I hurt her.  So, 

kind of put up a barrier and kind of don’t let people get to know me that good.  I guess 

you could say, I tend to keep things to myself, not really talk about them to anybody.” 

      Two of the men failed to meet their girlfriend’s expectations.  Ben attributed the 

argument that resulted in a physical altercation to the following.  “She wanted more time 

to ourselves and I would chill with my friends a lot.  Include my friends in a lot of 

situations and stuff like that.”  She expected more intimacy from him.  Dave’s fiancé also 

expected more time with him.  “I was going to go do the job and she said, ‘Oh, you forgot 

to go with me?  You forgot you made plans with me?’”  A significant physical altercation 

erupted after this exchange. 

      In some instances, the partner did not meet the man’s expectations.  While this 

may not have directly precipitated a violent encounter, it had an impact on the couple’s 

relationship.  Cal’s wife was not the mother to his child that he had hoped she would be.  

“But when we had the baby, I just wanted to stay home with my daughter cause my wife 

was, I mean, she had a son when she was younger.  But she wasn’t really a mother.  I 
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thought it might be different but she was just, got high.  She didn’t really care about the 

baby too much.  She would let the baby cry, didn’t want to make a bottle, didn’t want to 

change a diaper.”  In another example, Dave believed his fiancé was disappointed in the 

person he had become.  “She was like, ‘what the hell is going on?  This is not the same 

person that I fell in love with.’  Naturally, people change, relationships change and we 

grow.  Knowledge is very grey, you gotta find the silver lining in any cloud, you know.  

She was scared.  I could see she was scared.”   

      Frank was disappointed in his night out with his family.  When it did not meet his 

expectations, he became angry and argumentative.   “It was actually going to be a 

relaxing couple days, a good time.  I really wanted it to be great.  A lot of pressure, um, 

on that.  And when it started off bad, I just didn’t go well.  I didn’t do well.”   

Life stressors 

      Life stressors describe what the men perceived as causing problems in their lives.  

There is some overlap with the above categories.  In this section, the men offer their 

perception of what motivated or triggered their problems.  This theme emerged from their 

descriptions of their lived around the time of the incident. 

         Frank described the decline in his marriage with the following.  “I was driving 

over three hours each way to work on the eastern shore from D. and out a lot of nights.  I 

just, it was just crumbling.”  The incidents surrounding his arrest were described as a, 

“perfect storm.” 

      For Dave, his drug use caused much of the stress in his relationship.  “She bought 

an X box and I pawned the X box and a bunch of games and our Wii for about two 

hundred and fifty dollars.  She had spent about five hundred dollars on the whole set and 
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all the games.  So we were going to sell some more games because we were behind on 

bills.  Cause at the time, I was taking money to get high.  I was giving her bill money and 

taking the money order back and cashing it to get drugs.”  This created the conditions that 

precipitated his last violent encounter with his fiancé. 

      Al believed his biggest stressor was his girlfriend.  He believed her infidelity and 

lies created problems in their relationship.  “She was a pathological liar.  I mean, she 

would lie about anything.”   

Her Issues 

      The female partners of these men had histories and problems that may have had a 

role in the violent exchanges.  Many of the women had their own problems with 

substance abuse, childhood traumas and intimate partner violence in adult relationships.  

Several men believed that their partner’s past might have had a role in their current 

conflicts.  Substance abuse will be discussed in a separate section, as it appears to be a 

significant issue that warrants further discussion. 

      Henry believed his relationship with his girlfriend did not last because of her 

issues.  “I think she’s more attracted to a relationship that’s going to draw drama.  When 

she was with me, it was calm and I know it just didn’t work for her.”  He later discussed 

her issues with substance abuse. 

      Ben’s girlfriend had a history of child sexual abuse as well as intimate partner 

violence and issues with abandonment.  “She is an angry person, for real, her mother and 

she.  Her mother’s a drug addict.  Her mother used to, she was touched by her mother’s 

friend when she was younger.”  “She didn’t grow up with a father, so a lot of people will 

harbor their anger when you have circumstances like that.  And she had a kid too.  But 
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when you, she just came, before I got with her, she was in an abusive relationship.”  He 

also stated she, too, was bipolar. 

      Dave’s fiancé had several issues.  She, too, had a history of abuse.  He believed 

her history influenced the way she reacted to him.  She was also a Gulf War Veteran and 

had been diagnosed with posttraumatic stress disorder (PTSD).  He described her reaction 

to being assaulted.  “She suffers from PTSD cause she served in Iraq, in the Persian Gulf 

War.  So, the sight of blood in her brings out a whole new person, a whole new disease, a 

whole bag of worms.  She, naturally, didn’t understand that I was apologizing.  She saw 

blood and hopped into survival mode.”   He later described, “her past is just as vicious as 

mine.”  He was hesitant to talk about any other issues she has, stating it was her business, 

other than to say she was co-dependent.  “”Co-dependency.  That was her role.  Her role 

was to be the hero.  She was going to be heroic.  She is going to save and I’m going to be 

the guy that accepts it.” 

      Frank believed his wife had issues with anger.  “Um, and she’s a very resentful 

kind of person.  We had a bad leaving at one place, one church in the past and I’m still 

friends with all those people.  And she still wouldn’t talk with anybody and is still upset 

and angry.  Hell hath no fury.”  He described her as having problems with depression.  

“We moved to O.  All of our family is in this area and both of us were really depressed.”   

      Money was another area that Frank felt his wife had an issue.  She had moved 

money into a private account before the incident of violence.  After the incident, she 

froze all of his accounts and maneuvered to claim their home, assets and children.  He 

reflected, “She got the house, both cars, the kids, everything.  I knew money was, like, a 

big deal to her.”   
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      Cal’s wife had anger issues as well.  Her father was described as being an 

alcoholic who controlled her life.  “Her parents found out she was pregnant.  Her dad told 

me, basically, either marry her and take care of raising a child, she already has a kid, 

didn’t want to have another kid and not have a, you know.  Basically, I’ll send her back 

to T. and you’ll never see her and never see your kid.”  Cal described several episodes 

where his wife was violent with him or with others.  He met her while they were both 

incarcerated. 

      Al’s girlfriend had severe problems with substance abuse.  He insinuated she may 

have other issues as well.  “I would give her sixty bucks, one hundred bucks, you know, 

so she could get well as she used to call it.  Get well.  I didn’t want to see her sick and, if 

she didn’t get the money from me, who knows what she, I didn’t want, what is she going 

to do to get it.  I’d give her the money.”   

      Ed made the following observation about his female intimate partners, including 

his last partner.  “Like, more than fifty percent of the girls I’ve been intimate with, or, 

you know, in a relationship with, I don’t know what degree but for some reason, almost 

all, actually over seventy five percent of the females I involve myself with have come 

forward and said they’ve actually been sexually abused in some way, shape or form.  

Either they’ve been abused or they’ve been raped or something to that extent.  Both my 

son’s mother and my daughter’s mother have been abused when they were younger.  Um, 

another girl that I knew through my good friend, his younger cousin was molested by her 

father.  Um, my high school sweetheart, she was molested by her father, actually, her 

stepfather.”   
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Her Substance Abuse 

      Substance abuse by both partners contributed to relationship problems.  It also is a 

symptom of other issues that may not have been identified by the men.  Like the men, 

some of the women appear to have been self-medicating.  

      Henry described his girlfriend’s problems with substance abuse.  He felt this had a 

significant impact on her behavior, their relationship and her ability to raise their child.  

“She used to snort Adderall, she told me, with her friends.  She’s done Special K, she’s 

tried coke.  Didn’t really catch on to it.  Um, she’s, she didn’t like smoking marijuana but 

she has done it periodically.”  “When she does drink, she drinks to the point that she 

throws up, every single time.”   

      Al’s girlfriend had a significant drug history when they met and started dating.  

She had just finished a stay in rehab when they started dating.   She eventually started 

injecting Al with drugs at his request.  “Those pills are very expensive.  They are like six 

dollars a pill.  Every day, I’d spend a couple hundred dollars. Every day.  And now, she’d 

inject it and she’d be nodding out, you know.”  She was living in a sober house at the 

time of their altercation. 

      Ed’s girlfriend had some substance abuse issues.  “She’d smoke marijuana and 

she would drink.  And she would use ecstasy sometimes.”  Dave alluded to his fiancé’s 

drug use, too.  “I was high; she was high.  Maybe, no, she wasn’t high that night.  That 

night.” 
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INTIMATE PARTNER VIOLENCE 

Substance use during altercation 

      The use of substances can lower inhibitions and alter perceptions.  In the section 

above, the men discussed their substance abuse and the substance abuse of their female 

partners in everyday life.  In this section, they specifically address the use of substances 

at the time of their altercation. 

Al began drinking the morning of his violent incident with his girlfriend.  “The 

more I drank, you know, I was getting more and more angry.” He consumed a twelve 

pack and a bottle of wine after leaving work.  He described how alcohol sometimes 

affected him, “I’m not a violent person.  I’m pretty low key.  I get along with a lot of 

people.  I’m easy to get along with for the most part, you know.  But, um, I don’t know.  

Sometimes alcohol triggers something, you know.” 

      Frank admitted to using oxycontin and testosterone replacement at the time of his 

incident.  He had been diagnosed with low testosterone and had been prescribed 

Androgel.  “I was using Androgel, the testosterone replacement which definitely made 

me more aggressive and also sexually stimulated or whatever.  And so, there was a little 

more imbalance in terms of I was less satisfied.”   And, “when I got tested afterward, 

there’d been a five hundred and fifty percent increase in those months in my testosterone 

level”   

      Dave had used crack cocaine the evening before his altercation.  He stated, “I 

was coming down off drugs and we had an argument.  And I took her phone and I 

wouldn’t let her….” In an incident the winter before, he also described an incident that he 

was so high, he was hallucinating as he was physically fighting with his fiancé.  “And I 
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was probably hallucinating so bad from the drugs that I felt like I was going to fight for 

my life.  A witch.” 

      Cal did not report using drugs when he was abusive towards his girlfriend.  When 

his wife assaulted him, however, she was high and thought someone had stolen her drugs. 

His Description of the his actions 

      The men were asked to describe what happened during the incident of IPV.  The 

prompt was, “can you tell me about the incident between you and your girlfriend/wife?”  

Questions were asked to clarify actions when their descriptions were not clear.  For 

example, a man who described his use of force as ‘restraining’ would be asked how he 

restrained her and what part of her body was restrained.  

      Frank pushed his wife as she was walking through the door to their home after she 

apologized for being unfaithful to him.  He stated, “Um, she turned around and struck at 

me.  Then I grabbed her and she started to scream and, um, I put my hand over her mouth 

and I had my hand on the side of her neck, which did leave a bruise there.  And on her 

lip, a red mark from my finger.”  This happened after his evening out with the family did 

not go as he had hoped.   

      Dave’s altercation began after he forgot about his plans with his fiancé.  When 

she started to leave, he took her keys and phone.  When she insulted him, he reacted.  

“Well, I had the phone in my hand and I just (woosh).  I said, ‘here’s your phone’ and I 

wasn’t as far as I am from her now.  Maybe a little closer cause she was sitting down and 

I was standing up.  And when I threw the phone at her, it gave her a gash in her head.”  

“She was bleeding profusely.”  When he left to check on their daughter, who was 

upstairs, his fiancé ran out of the house.  “She took and ran outside and she found the first 
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person she could.  First person she say and said, ‘can you call the police?  He’s trying to 

kill me.”  He fled to his mother’s house. 

      Ed’s interaction started over an accusation of infidelity.  When their argument 

escalated, he tried to leave the apartment.  “I was walking out of the bedroom door and 

grabbing my stuff together and walking out to the front of the apartment when she 

jumped on my back and started scratching my neck.”  He went to the balcony to use his 

cell phone.  When he came back through the apartment to leave, “she got in front of the 

doorway and blocked the doorway.  And it got to the point where we were arguing and 

kind of being loud, I guess.  The neighbors called the police cause we were arguing.  And 

I went back inside to a different room.”  “I was on the phone and she went in there and 

started arguing with me even more.  So, you know, I participated in the argument as well 

and it just kept getting more and more escalated.  And when I tried to go out towards the 

door again, she jumped on my back again and started to try to like choke me and stuff 

like that.  She was like pulling on my chest.  She didn’t want me to leave the apartment 

for some reason.  So, um, what happened was, I pushed her against the couch that was 

opposite the door of the apartment and she hit her head on the wall.”  “And I was arrested 

for second degree assault.”  “She, they took a picture of the back of her head where she 

said she had a bruise but you couldn’t see it, I couldn’t see it.  And I think that was used 

in court but there wasn’t anything visible.  But the police statement that she wrote said 

that I had actually hit her.  She said that I hit her but it’s a lie.” 

     Ben and his girlfriend argued over an extended period of time as well.  When Ben 

returned to his home, the arguing became more physical.  His girlfriend locked him on 

the deck and left.  He caught up to her at the bus stop and described the interaction.  “So 
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that’s when I jumped off the deck and ran up to her.  And when I finally reached her, she 

punched me.  I basically stood there for like a split second in front of each other.  I think 

she felt I was coming in an aggressive way.  I, I’m not mad about the situation, I’m I 

think it was a misunderstanding.  She was thinking I was coming in aggressively so she 

hit me in my mouth.  And then I put my hands on her shoulders.  I grabbed her by the 

shoulders and threw her to the ground.  Not threw her but put her on the ground.  And it 

was on the side of the road.  Cause I’m not going to hit a female, but I will if the female 

does hit me.  I will restrain her.  I’ll restrain ‘em to where you can’t hit me again but I 

don’t, I’m not going to hit a female.  There are some people who do that but I don’t.” 

      Henry and his ex-girlfriend had spent the day with their son.  The child acted out 

when his father was ready to take him.  He asked her to come out and say good-bye to the 

child.  When she came out to the car, “she’s angry at that point cause I believe she had 

plans to go drinking that night.”  “And she’s mad and she started yelling at me that she’s 

going to change my child’s last name and she’s going to get full custody and move out of 

the state and I’m never going to see him again.  And then she grabbed my son and went 

back into the house and shut the door.  And I pled with her, open the door.”  “And I hit it 

with my shoulder and I immediately flew through the door.  When I stood up, she raised 

her phone like she was going to call the police.  And I told her, ‘just hold up.  Just calm 

down.  I want to get my son and then I’m going to leave.”  And she, she put the phone 

above her head and I was trying to grab it to calm her down.”  During the altercation, his 

son was present.  “When she went to the couch, I was still trying to get the phone.  He 

started hitting me.”  “He was just screaming, no words or anything.  He was kind of tore 

up, I guess.”   
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      George was getting ready to cook dinner on the grill when he heard his girlfriend 

inside yelling.  When he went inside to investigate, his girlfriend ”started throwing 

punches at me and I tried to calm her down.”  A witness claimed he physically assaulted 

her but this was thrown out of court.  He admitted that he did hit her back.  “Am I proud 

of it, no.”   

      Cal was also both a victim and perpetrator of intimate partner violence.  He 

admitted to hitting his girlfriend in prior arguments.  His wife had, “burned me a couple 

of times with cigarettes, she stabbed me in my had one time but nothing like that, what 

she did that night, though.”  The night of his altercation, “she just woke up and thought 

somebody took her pills and kind of went crazy.  I tried to calm her down, going in the 

room and she just started going nuts.  So, she was trying to hit me and I restrained her.  

She had a big kitchen knife in the bedroom and just, picked it up and started slashing me 

with it.  Wasn’t too much to it.  She just kind of lost it.  She wasn’t all there.” 

      Al described a more unilateral attack.  After being told by his girlfriend’s best 

friend that she was cheating on him, he began drinking.  He had started drinking that 

morning.   “So, I got off work and was at a store and I needed a drink.  I picked up a 

twelve pack and a bottle of wine at the house.  The more I drank, you know, I was getting 

more and more angry.  So I was like, ‘let me just call her one more time.’  So I called her 

and basically, she said she had to call me back and just hung up.  And that fired me up 

even more.  I was just fed up.  And I drove to the hospital where she was and I went in 

there and I smacked her around and not really choked her but I was grabbing her.”  “In 

the report, it makes it seem like more than it really was but if you looked at the pictures, 

there weren’t any marks or bruises on her.  But it was an assault.  Where she was, 
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obviously makes it look really bad.”  He did not believe he was a violent person.  “That’s 

the first time it ever happened.  I had never been involved in a domestic case.   I never put 

my hand on a woman before.” 

Prior Episodes of Violence Between the Couple 

     The men were asked if the episode of violence they described was the only 

episode.   In four instances, there had been prior episodes of physical violence between 

the couple. Violence was a normal method of conflict resolution for these couples.  Some 

episodes involved the woman initiating violence. 

      Frank and his wife had a few episodes of violence in their past.  He described one 

episode that he initiated.  “I was violent at one time in the past.”  “Alcohol and Paxil.  I’d 

been taking Paxil.”  I was literally, I was drinking extremely much on it and I ended up, I 

actually hit her.  I hit her on the side of her face.”  Earlier in their marriage, she had been 

violent with him.  “She’d hit me, she slapped me before.  She’d scratch me.  She dug her 

nails into my arm.  She keyed my truck.  We were driving down the road and she grabbed 

my wrist and pulled it.  My car did a three hundred sixty two times in the middle of the 

road.  It was, I mean, most of that was earlier in our marriage and I didn’t react in kind in 

the least.”  He reasoned, “I think we kind of had to get over that and find where we were 

at in the relationship.”  After the last altercation, he described the following, “my eye is 

swollen from where she hit me but when the police officer came up and shined the light 

on me he said, ‘did that happen tonight?’  I said, ‘no, I’m just tired, my eyes are a little 

puffy.  And I kind of blew it off.  Um, that was the only injury, I had a scratch.  That was 

it.”  
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      Dave and his fiancé had several physical altercations.  “We were fighting, 

fisticuffs.”  He was high and hallucinating.”  “And she was fighting me and I was 

restraining her.  Every time she popped me in my face, I was like, ‘Oh gosh.  And she 

started really getting out on me and by getting out, I mean taking advantage of the fact 

that I was letting her hit me.  So I popped her in the face with the open palm of my hand 

and I sent her across the room.”   “She flew back, nose broke, black eye, everything.  

After seeing the pictures, I didn’t know my own strength.” 

      Henry denied any prior episodes where he had physically assaulted his girlfriend.  

He described several incidents where she was violent with him.  “She put her hands on 

me several times.  There’s one time she punched me a couple of times, I slapped her.  

That’s about it.”  She would become violent in several circumstances.  “Any kind of 

temper tantrum.  Or, if we had plans to go do something and something came up cause I 

had my little side business.  If something like that came up, I would do it cause we 

needed the money.  And she’d get upset and get all mad at me and close herself out.  And 

I would try to cheer her up and we’d just start arguing off of that.  And she would punch 

me.  She’s broken the skin on my eye socket, right here.  And I bled straight down from 

my face.  Gave me a black eye a couple times.”  “When she’s mad, there was no like, 

between it and she would become very violent.”  “She’s thrown me down the stairs, she’s 

thrown me into and destroyed our son’s ‘Pack and Play’, crib thing.”   

      Cal was not upset by his wife’s violence.  “I mean, she’d always yell and hit me 

but I just brush it off.  It’s nothing that hasn’t been done to me before, you know.  It’s no 

big deal.  I’d give her an hour or so to calm down and then go in there and talk and 

everything’s fine.”  
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Restrained Her and Other Distinctions 

      One of the themes that emerged was how the men distinguished their violent 

behavior from individuals who used their fists on women.  Slapping a woman with an 

open hand or restraining her was much different from actually using a closed fist.  Six of 

the men said they attempted to restrain their partner in an effort to de-escalate the 

violence.  Some saw this as an important distinction.    

Dave restrained his fiancé to keep her from hitting him.  Henry was trying to grab 

the phone from his girlfriend.  Cal tried to restrain his wife when she grabbed the knife.  

Ben tried to prevent his girlfriend from walking away, “So I grabbed her, uh, purse to 

hold, to basically hold her there.”  Frank described an altercation with a previous 

girlfriend.  “I had one girlfriend when I was a newly recovering addict and all of that was 

pretty rough herself.  There were some things and I had to restrain her.”  George tried to 

restrain his girlfriend to calm her down.  “I tried, bear hug her, I tried to calm her down.”   

      Another distinction the men frequently made was the use of their hands.  Hitting 

a woman with a fist was perceived as a much worse offence than restraining her.  Ben 

said, “I didn’t hit her at all, you know what I mean?”  His father hit his mother when he 

was a child.  He made the distinction, “He did it one time.  He hit her but while, the thing 

is, I didn’t hit her.  I didn’t hit her.  Like I didn’t hit her but he hit my mother one time 

and she told me about it so that’s the difference.  That’s why I don’t really respect him.  I 

can’t necessarily say we’re any different cause we both had an incident but he put his 

hands, like, he intentionally hit her, you understand.  There’s a difference in my eyes.” 

      Al denied punching his girlfriend.  He said the police report was not an accurate 

reflection of the incident.  “It said I punched her and I choked her and said I was going to 
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kill her.  And, which isn’t true.  If that were the case, she would have had a bruise on 

her.”  He also stated, “there aren’t any marks on her.”   

They Painted Me As… 

     Three of the men felt the prosecutor; their partner or the advocates unfairly 

represented them.  They felt the characterizations of them were inaccurate and 

stereotyped.  They felt that nobody listened to their side of the story. 

      “She wrote in her statement that I threatened to kill myself and kill her.”  Frank 

denied ever making such a statement.  He said, “It was actually a moment of softness, I 

put my head down on the steering wheel and I was crying.  And I said I just want to die.  

And it got translated to ‘I’m going to blow my brains out’ kind of thing.  Maybe in her 

mind, that’s what it was.  It wasn’t in my mind.”  He felt his wife manipulated the truth to 

cast him into the role of abuser.  “And so, she had gone through our marriage saying, 

‘yes, there were good times.  I gave her hope.  And yes, I was this kind of good person.’  

But, all these negative things.  And it was, basically, everything negative that could have 

happened in the last sixteen years.  And, um, sometimes I have no recollection of, some 

that I know are just categorically false and some might just be a different perspective, the 

way she painted.”  He believed external people influenced her.  “You know what 

happened, she tried to put me in the mold of what they say an abusive person was.  Like 

saying I kept her away from her family was one of the things she’d written in that (victim 

impact statement).  I, in fact, we took the job on the Eastern Shore to be close to her 

family but her family was the one.  We hardly ever went over there.”  Before the incident, 

Frank discovered his wife had set up a private bank account.   
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      Henry also felt vilified.  “And my child’s mother, she lied a lot in the police report 

and the State’s Attorney doctored it to make it sound more believable.  And, eventually, it 

worked.”  He re-iterated his child’s mother did not have a mark on her that he had not 

struck her but he was charged and sentenced. 

      Ed said his girlfriend was not truthful with the police.  He said she lied when she 

stated he had hit her.  There was no mention of the violence she perpetrated against him 

during the altercation.  He offered the following explanation.  “But, like I said, you know.  

I’m not trying to put the blame on her.  It takes two people to fight.  But I said some 

pretty hurtful things, you know.  You say something that hurts a person, the first instinct 

is to retaliate.  And I think she hurt and tried to hurt me, too.”  He was charged and 

sentenced for this altercation; his girlfriend was not. 

External Influences/ One Side Only 

      The external influences include interaction with the criminal justice system and 

women’s advocates.  Some of the men felt these two groups encouraged their partners to 

be less than fair and truthful.  Some of the men noted their partner was given counseling 

and free legal help.  There was a dearth of similar resources for the men.  They felt there 

was no consideration of their side of the story. 

      “I think cause she wasn’t going to testify against me.  She was even talking to my 

parents until she had made her decision, which was after she had met with her second 

time meeting with an attorney at the House of Ruth Center.  I guess they counseled her to 

cut everything off.  But before that, um, there was some opening still to, perhaps, 

reconciliation.  But in order to take their pro bono work, she had to agree, halt all contact 

and had to agree to testify in court against me.  I didn’t know about that.”  Frank also 
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spoke of his cost in the matter.  “So, yeah, I’m sixteen thousand dollars in the hole.  

She’s, ah, all her stuff’s been pro bono.  The divorce isn’t even finalized.  So, just crazy.”  

In addition to his legal expenses, Frank lost his home, retirement, cars and boat.  The 

impact of the incident on his relationship with his children will be discussed in a later 

section. 

      Frank was further upset by the way he was portrayed by the State’s Attorney, 

House of Ruth and other agencies.  “My friend had the conversation with her (his wife) 

and she said that, ‘they’re telling me, the social workers, family justice center people, 

House of Ruth, that I’m not scared enough of him.  He’s the kind of guy’ this is an almost 

exact quote.  I had my friend write it down right away.  ‘That he’s the kind of guy who 

would kill me and himself.”  He believed he was unfairly portrayed as a family 

annihilator.  He denied any such ideation and became extremely upset when he 

discovered this.  “They’ve got me painted as this guy who’s going to kill himself and his 

whole family, right?  Cause I walked around the courthouse and cause of her statements.  

And he said, ‘yeah.’  Like he’s surprised I knew that.”  When he realized this, “Oh my 

God!  They’re saying that, too.  I don’t want to hear it.”  “And I said, ‘I don’t want to 

hear anymore.  I mean, they’re…’ And I believed everything bad they were saying about 

me.  I really did (voice cracking and he became visibly upset). “  After his initial hearing, 

Frank admitted to being so distraught, he walked around the court house and cried, not 

knowing what else to do.  “I go in there and I’m crying.  I want to see my boys.  I don’t 

know what’s going on.  I was wrong.  I just feel so bad.”  And, “this part, this part really 

upsets me.  I was like, I feel like I was painted into so many pictures that weren’t me.  

Weren’t accurate.  Didn’t have any freaking support.”  While he was referred to a 
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psychologist, it was not helpful.  “But I didn’t have case workers and therapists coming 

around to help me out.  I did have a psychologist that was not helpful.”  “He said he 

could only do a brief psychological evaluation because I was out, pacing back and forth.  

I was sitting on the couch, bawling.  I mean, I bawling.  I bawl to my attorney, I bawl to 

my counselor.  I’d bawl to anybody.  I mean, I was just desperate.  Help me.  I didn’t say 

that cause I didn’t know that, but I do in hindsight.” 

     Henry felt unfairly treated by the system.  “The district attorney made me out to 

be some type of animal.  And she said I wasn’t financially fit for my child or I wasn’t 

taking care of my son like I was supposed to, which is not true.  She labeled me as 

anything but what I was doing for my son.  I love my son.  I was taking care of him and 

she had no right to say that about me.”  His son was placed on the witness list.  This kept 

him from having any contact with his son before his trial.  During his trial, he felt the 

States Attorney omitted significant details about his case.  “Oh, that I was trying to calm 

him down.  Like, he was probably upset cause he didn’t get a hug and kiss from his 

mother.  Stuff like that.   She just steered away from it to try to make me sound like a bad 

guy.”  He felt facts were manipulated to make him sound dangerous.  “Um, basically, I 

wasn’t financially supporting my son.  She made it seem like I was stalking her.  Like, I 

showed up at the residence and started kicking down doors, stuff like that.  And I said, 

‘no, we went swimming before all this happened.’  Like she didn’t know her facts but she 

was able to push them off on the jury.  And, just a bunch of crap.” 

      Al felt that he was unfairly judged.  “My lawyer did everything he could.  It was 

just, they didn’t want to hear nothing.  They painted me like I murdered someone.  It was 
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pretty upsetting.”  Al felt the pictures taken of his girlfriend did not show any indication 

of a violent interaction. 

      George felt he was falsely accused.  While he admitted to slapping his girlfriend 

after she threw punches at him, he did not feel he was guilty of assault.  “They say I 

actually physically assaulted her.  They say, ‘we have witnesses saying you actually hit 

her.’  I say, ‘who are they?  I want to see my accuser.”  His charges were dismissed. 

Aftermath 

      No specific question was asked for this theme.  This section describes the effects 

felt by the men who told their stories.  This section includes how the men feel about their 

incarceration, their life as they have lived it and what direction they need to take.  This 

section also provides insight into the priorities of the men. 

     Frank offered, “what I’ve done since I caught my charge and everything is 

definitely beat myself up pretty good.  On the one hand, I’m sure it’s healthy taking 

responsibility.  On the other hand, downplayed anyone else’s responsibility.”  He felt his 

wife had a responsibility that she did not meet.  “And my wife, too, to put up with some 

of my crap and not tell me.  Not help me but also, not help yourself.  She wasn’t really 

co-dependent, I don’t know.  Whatever you want to call it.”  He felt sadness and regret 

over the incident with his wife.  “There was so much, I didn’t know until after about my 

behavior.  I wasn’t conscious of it. And then, all of a sudden, it was a lot of clarity, all at 

once; and a lot of guilt and regret.  Not just guilt and regret but, I could do so much 

better, you know, all that.” 

      George felt that his relationship with his girlfriend mellowed him.  “Cause when I 

was younger, I didn’t have no care about no body.  Now I have a person in my life.  It’s 
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like a beacon in my heart saying, ‘hey, clam down.  See both sides of the story instead of 

one.”  

      Al regretted the incident.  “I don’t know what happened.  I’d like to say if I 

wasn’t drinking, it probably wouldn’t have happened.  I was just so pissed off and I regret 

it happened.”  He still felt a great deal of anger toward his former girlfriend.  “I mean, I 

think she did (instigate fights) because of the stuff she put me through.  You know, with 

all the lies and the using.  I mean, I was going through a rough time, too.  I was coming 

off heroin and pills.  I mean, I’ve never dealt with that before.  I mean, every day was a 

struggle.”  He expressed the sense of “hitting rock bottom” being incarcerated.  “I lost a 

lot over such a short period of time.  I also learned a lot, I think.”   

      Cal was not incarcerated for his interaction with his wife.  She, however, was 

incarcerated for the incident.  He explained his actions with the following.  “No, it was a 

big mistake.  It’s not a mistake that I made the choice to go with my daughter.  It’s just, I 

made a mistake by having premarital sex, I guess you’d say.”  He left his girlfriend of 

nine years to be with the woman he had impregnated.   He explained, “I kind of had to 

make a choice, you know.  Either let my daughter be born without a father, you know.  

Be raised like me, or be selfish and go in the direction with (my fiancé) for my own 

benefit, you know.  I didn’t feel like it was right.”  His goal was, “I kinda want to man 

up, be more responsible, take care of what’s mine, you know.  It’s my responsibility.  I 

brought her into this world.  I feel like I need to be better.  So, I kind of look forward to 

that.” 

      Henry expressed concern about his son.  He said, “They said I’d have NO 

unsupervised visitation.  But, I know my child’s mother is not going to follow it.  She 
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might even get it taken off.  She was shocked how things went.  She didn’t want it to end 

like this.”   

      Ed wants to understand his behavior.  He does feel like he has an issue with his 

anger and substance abuse.  He attributes some of his substance abuse to boredom.  

“Like, I hate being indoors.  Like, I really don’t like being indoors for too long.  When I 

don’t have anything to do, I get like I feel anxious.  Like, I feel like I’m missing out on 

stuff.”  “And, I wanted to get down a little deeper into what actually triggers my will or 

desire to use drugs, I guess.  Cause I think there are certain things that make me relapse.  

And I always thought that, like boredom and idle time was a big one for me cause I can’t 

just like not have my time occupied.  Cause then I do things I’m not supposed to do just 

to entertain myself, I guess.  I want to find the actual root or cause of, you know, why I 

have these urges to do so.”   

      Dave felt trapped in a revolving door of substance abuse and the problems that are 

associated with it and incarceration.  “This type of thing that we’re subjected to, just 

because of the mistakes we made in our past, or the, dealt with hurt with my family 

issues.  Nobody wants to acknowledge the cycle of that.  They won’t acknowledge the 

cycle of drug users coming in and out of jail; drug dealers coming in and out of jail.  

Cause we can’t re-enter mainstream society and get white-collar, blue-collar jobs.  Or, 

because we represent a group of people that don’t believe in the same ideology that you 

believe in so we’re going to pay the price.  Everything is in the system designed, 

basically, for us to constantly help you get better and for us, not to succeed.” 

      Ben is not sure what direction his future will take when he is released.  He 

recognizes his history of making wrong decisions but freely described his seduction by 
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money.  “It all depends on the lifestyle that I go back, I mean, you never know.  Cause it 

all depends on the lifestyle I go back to.  It’s most likely I’ll still choose the same people, 

stuff like that.  You never know.  It all depends on the twists and turns that I take.” 

Children and Intimate Partner Violence 

      In the earlier sections, the men described the violence they witnessed growing up. 

This section discusses the impact on the children that have been exposed to violence and 

who live with the consequences of violence between their parents. Five of the men had 

children who were either directly or indirectly impacted by IPV.  The children who were 

directly impacted were present during the violent exchange.  Children are indirectly 

impacted by loss of their father after arrest, divorce and court ordered separation. 

      Frank’s children have had minimal contact with him since the incident.  He has 

had no unsupervised visitation.  His wife has been deciding who was allowed to 

supervise his visits.  “I can’t see my son because of this order.  So I can’t go give him a 

kiss.  I never got to say goodbye.”  He stated his wife involved her children in the 

conflict, “I guess she was saying to them, the kids, ‘daddy tried to kill me.’  Just a whole 

bunch of unflattering things.  My thirteen year old, especially.  He’s definitely closer to 

his mom. I don’t know what he’s been told.  I don’t know how he’s processing things.  I 

don’t know what he thinks.  So, I’m trying not to, it hasn’t been, ‘he doesn’t want to see 

you.’  It’s just that he’s not ready to.  He’s scared.  And I was a jerk that last night.  Not 

in a physical way, in an angry way.”  Dave reflected on his childhood and remembered he 

was abusing substances when he was thirteen. 

      Cal and his wife are both incarcerated.  Her maternal grandmother is raising his 

daughter.  Cal expressed concern over the environment.   “When I got locked up, she was 
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using pull ups and, you know, starting to talk good.  And from what the lady  (child 

protective services worker) said, from then, when she saw her to now, she is pretty much 

back to full diapers and doesn’t really talk that good.  She is kind of taking stuff 

backwards.  She doesn’t have anyone to teach her what to do, you know.”  And, “my 

daughter, she’s only two.  She was only one and a half at the time, you know, when I got 

locked up for so long.  When I got locked up, my wife, she continued to use drugs and get 

high.  So, my daughter doesn’t really have anybody to raise her.  She is pretty much 

being raised by her four or five year old cousin, you could say.” 

      Ed has two children by different mothers.  There was minimal discussion of his 

children.  There was no indication either child was present during the altercation.  He did 

not describe any involvement in the raising of his children other than saying he was 

unsure of one child’s paternity.    

Dave’s daughter was in her bedroom during his last altercation with his fiancé.  It 

isn’t clear where she was during other incidents.  Dave did express regret over his 

maltreatment of his child and fiancé during his issues with substance abuse. 

      Henry was distraught over being forbidden to see his son.  The child was present 

for the entire altercation with his mother and intervened to protect her from his father, 

similar to the altercation described by Ed’s mother and father.  Henry currently has 

supervised visitations with his son.  He denied any residual issues between him and his 

son.  Of his child receiving counseling, “um, nothing that I know for a fact is true.  She 

(child’s mother) said she was sending to a psychiatrist and my mom was like, ‘well, let 

me take you to give you're a ride.’  And she was like, ‘no.’ It was obvious, she was lying.  

She’s still throwing a little pity party, I guess.” 
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Trauma Screen 

      At the conclusion of the interviews, the men were given a trauma screen to 

complete.  The interviewer was in the room while they were answering the two-page 

questionnaire but did not review the men’s responses during the interview.  The trauma 

screen consists of twenty eight questions.  The categories of questions include natural 

disaster and unintentional traumatic exposures, family and personal illness, physical 

threats and harm, the presence of violence in the family, violence in the community and 

sexual violence.  The respondents are asked if they have other stressful events.  They are 

given space to write in their other type of traumatic event.   The final 4 questions ask 

about symptoms experienced since the traumatic event.  These include dreams, sleeping 

and attention problems, anger and relational problems. 

The screens were kept sealed in an envelope until the interview process was 

complete and the qualitative data had been analyzed.  The final interview and screen was 

done after the data was analyzed.  Results of the trauma screen were entered into a 

spreadsheet, which was then analyzed using SPSS to determine the frequencies of 

positive exposures or symptoms.  The full screen results can be found in the Table 4.2.  

The table shows questions that at least half of the men answered affirmatively. 
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TABLE 4.2: Abridged Trauma Screen Results 

Question Number ‘Yes’ 

(percentage) N=9 

Have you ever been in a serious accident where someone could 

have been (or actually was) severely injured or died? 

 

5 (56) 

Have you ever undergone any serious medical procedure or had 

a life-threatening illness?  Or been treated by a paramedic, seen 

in the emergency room or hospitalized overnight? 

 

5 (56) 

Has someone ever physically assaulted you, like hitting, pushing, 

choking, shaking, biting or burning?  Or punished you and 

caused physical injury or bruises?  Or attacked you with a gun, 

knife or other weapon? 

 

7 (78) 

Has someone ever directly threatened you with a physical harm? 8 (89) 

Have you ever seen, heard or heard about people in your family 

physically fighting, hitting, slapping, kicking or pushing each 

other?  Or shooting with a gun or stabbing or using any other 

kind of dangerous weapon (including strangling)? 

 

5 (56) 

Have you ever seen or heard people in your family threaten to 

seriously harm each other? 

 

4 (44) * 

Have you ever known or seen that a family member was 

arrested, jailed, imprisoned or taken away (like by police, 

soldiers or other authorities)? 

 

5 (56) 

Have you ever been directly exposed to war, armed conflict or 

terrorism? 

 

5 (56) 

Have there been other stressful things that have happened to 

you? 

5 (56) * 

* one ‘unsure’ 

      The trauma screen shows all but two men had been physically assaulted at one 

time in their life.  The question asks, “Has someone ever physically assaulted you, like 

hitting, pushing, choking, shaking, biting or burning?  Or punished you and caused 

physical injury or bruises?  Or attacked you with a gun, knife or other weapon?”   Eight 

of the nine men reported being “directly threatened” with physical harm.   
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      Exposure to violence in the home was also present in at least half the men.  Five 

of the nine men reported being exposed to violence at home.  One man who reported 

violence in his childhood home answered ‘no’ to this question. Four men reported 

hearing family members fight or threaten to harm one another.  One man was not sure if 

he had heard this.  In the same category, five men reported having a family member 

arrested. 

      Exposure to violence in the community was a factor for six of the men.  They 

answered that they had been directly exposed to war, armed conflict or terrorism.  At 

least two men admitted in their interviews to participating in gang activity.  One man, 

who denied being part of a gang, admitted to selling drugs.   

      The trauma screen asked if there had been other stressful experiences.  Five men 

reported that there had been other experiences; one man was not sure.  One item asked 

which of the traumatic events the men have experiences was the “most frightening or 

bothers you the most?”  The following quotes were their responses:  “my friends death 

just made me mad and sad,” “sexual abuse as a child,” “sexual abuse, “ and “suicide 

attempt.” 

      The final four questions attempted to detect symptoms resulting from the trauma 

or PTSD symptoms.  They include sleeping problems, re-living symptoms, triggers, 

attention problems, depressive symptoms, isolation, anger and anxiety as well as changes 

in relationships.  This section of questions had the most blank and unsure responses. (See 

Table 4.2) 
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CHAPTER V 

 

DISCUSSION 

 

This chapter will discuss the interpretation of the data including the themes that 

emerged from the interviews.  There will be a discussion of the findings, comparison of 

the literature of study findings, theoretical implications, implication for nursing and 

practice implications, education opportunities, policy and legal implications.  Limitations 

and strengths of the study will be discussed, as will recommendations for future research.   

Study Summary and Comparison With Literature 

The Pre-Release Center is a transition from jail and prison into the community.  

The men are expected to obtain employment during their stay. The unit counselors of the 

center identified eight men who agreed to be interviewed.  Another interviewee recruited 

one man.  Each of the men agreed to be interviewed for approximately ninety minutes on 

the first day and approximately thirty minutes in the follow up interview, usually one 

week later.  The men received no incentives or compensation.  They were given the 

opportunity to tell their story.  None of the men who met with the researcher declined to 

participate in the initial interview or the follow up interview.  One man stated he felt the 

interview helped him.  Most of the men remarked that they had never been asked the 

questions in the interview guide before. 
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The interviews began with the man’s description of the incident of IPV but after 

listening to their stories, their progression from childhood trauma to IPV incident 

followed similar stages. They reported significant traumatic events and experiences at 

several points in their lives.  All of the men had problems with substance abuse at 

different times in their lives.  Eight of the men began abusing substances in their early 

teen years. They developed similar problems with school followed by interactions with 

the legal system and eventual IPV perpetration.  Their interactions with the legal system 

include being arrested and not charged to being arrested and incarcerated.  Thier charges 

included violent crimes such as robbery and assault as well as substance abuse arrests and 

traffic citations. 

The men had some behaviors that were similar to those in the Danger Assessment 

for high-risk offenders.  Campbell et al (2003) cited unemployment, forced sex, 

strangulation attempt, alcohol abuse, jealousy, stalking behavior, controlling behaviors 

and threatened suicide as characteristics of men who may kill their partner. Two men 

reported that they had attempted strangulation. Two men admitted to problems with 

alcohol, the rest reported abuse of other substances and mild alcohol use. Two men 

threatened to commit suicide and one of the two men attempted suicide.  This attempt 

was after his incident with his wife.  From his description of the incident, it was not an 

attempt at control but the actions of a distraught and depressed man with no hope.  The 

other man who threatened suicide put a gun to his head in front of his wife.  This may be 

more of an attempt at control; however, this man had a history of several prior attempts 

and severe substance abuse issues.  Jealousy may have been an issue with five of the 

men.  They did not report feeling jealous.  They reported they suspected their partner was 
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unfaithful.  Infidelity was the source of many arguments with these men but they did not 

report being able to substantiate their allegations.  All of the men in the study lost their 

jobs when they were incarcerated.  They each reported some type of employment before 

their arrest and during the violent incident.  The men did not describe forced sex or 

stalking behaviors in their stories.  One man was accused of stalking his child’s mother 

but he stated he did not.   

Dobash et al (1992) reported women were more accurate in their account of 

violence than men.  They reported men suffer “failures in candor and memory.”  The men 

in this study were very candid and honest about their histories and prior convictions and 

arrests.  They admitted their account of the incident is different from their partner’s 

report.  They exhibited insight into their actions and the consequences.  Worley et al 

(2004) found men blame their partners and alcohol use for their violent interactions. Al 

stated he would not have hit his partner if he had not been drinking. Dave stated his 

partner needed to understand her responsibility in the interaction.  If she had not agitated 

him, he would not have hit her.  This claim can be considered victim blaming or an 

accurate report of the interaction.  The other men did not offer the correlation between 

their substance abuse and the incident of IPV. 

The batterer classifications of antisocial and narcissistic perpetrators did not 

accurately describe this sample, although several men had borderline personality disorder 

(BPD) characteristics.   This may be a reflection of the research design or the population.  

The men were not given a diagnostic evaluation to diagnose pathology and no effort was 

made to classify the level of violence during the episode.  To document the level of 

violence during an incident, more than a just report from either party is needed to 
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accurately classify the actions of individual, male or female.  It is not possible to classify 

any of the men as having antisocial or narcissistic personality disorders with the 

interview data (Holtzworth-Munroe and Stuart, 1994).  However, unlike a narcissistic 

personality, all of the men agreed to participate in the study with no personal gain. Seven 

of the nine men had generally violent behavior and criminal activity, a characteristic of 

the generally violent/antisocial batterer.  They did not, however, exhibit a disregard for 

others or report a diagnosis of conduct disorder before age eighteen.  Three men had prior 

suicide attempts and two men had histories of cutting, characteristics of borderline 

personality disorder.  Abandonment, another characteristic of BPD, was a factor in five 

men.  One man did not recognize his mother leaving him at thirteen as abandonment on 

the trauma screen.  

Johnson’s typology (1995) describes the dyads involved in this sample. From the 

men’s descriptions, Johnson’s common couple violence was present in seven of the 

relationships. Common couple violence is the most common type and involves low levels 

of violence as a means of conflict resolution utilized by both partners. Al perpetrated 

unilateral violence against a woman that he stated had never been violent with him.  This 

is most consistent with Intimate Terrorism but there did not appear to be emotional abuse 

in the relationship and no pattern of violence.  His episode was described as a one-time 

outburst in response to perceived infidelity. Dave may have been an intimate terrorist 

whose victim perpetrated violence resistance.  Dave’s example of his girlfriend beating 

him up may have been an example. 

Motivation to commit violence is difficult to determine, especially if motivation is 

based on an altered perception.  Meloy (2006) classified violence by motivation as 
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predatory or affective.  Two men described interactions that were consistent with 

predatory violence.  The interactions were unilateral, he was violent towards her, and 

without an apparent perceived threat.  It becomes difficult to determine perceived threat if 

the individual is suffering from PTSD where perception of threat may be altered by an 

altered limbic system with a lower threshold of their fight reaction than an individual 

without PTSD.  The female partners may have triggered a defensive response from the 

man without either partner understanding the dynamic. 

The biopsychosocial models provide the most accurate picture of this sample.  

Stress diasthesis and brain plasticity explain the changes in the brain that alter perception 

and behavior.  Widom’s Cycle of Violence (1989) is also supported by this sample.  The 

intergenerational transmission of violence appears to be a factor in eight of the nine men. 

This transmission will be further discussed below and will be a future direction of 

research. 

Themes 

The stories of these men were broken down into parts and reassembled into a 

whole that is representative of the group.  One man was somewhat of an outlier but still 

had many similarities with the group.  Unlike most of the men, he did not report dropping 

out of school or drug use.  He consumed moderate amounts of alcohol as an adult but 

denied use as a child. 

Childhood Issues  

All of the men had some type of traumatic event in their childhood.  Three of the 

men disclosed child sexual abuse; six of the men had some type of abandonment; and all 

but one man witnessed significant violence in their homes. The men’s stories of 
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childhood trauma and later IPV support the Stress Diasthesis Hypothesis and demonstrate 

the effects brain plasticity.  The theories of Attachment, Social Learning Theory and the 

Intergenerational Transmission of Violence are evident in their descriptions of their 

families.  This study lacks the biological markers and imaging studies need to 

demonstrate actual changes but the stories of subsequent school problems and learning, 

mental health issues and substance abuse all give strength to these hypotheses.  

The Stress Diasthesis Hypothesis and brain plasticity explain how the traumas 

they were exposed to altered their brains causing further problems.  The childhood 

exposures caused brain functioning changes that manifested in school problems such as 

learning disabilities, social adjustment and later, substance abuse.  If the men had a 

genetic propensity toward mental illness, substance abuse or violence, their environment 

precipitated changes that impacted their genetic map and, ultimately, caused a change in 

function. 

Trauma exposures’ effect on the individual and the genotype has been examined 

from the larger, intergenerational effect as well as from the individual effect.  Thompson 

and Tabone (2010) approached maltreatment from a behavioral response perspective.  

They studied 316 high-risk families that were being followed by child protective services.  

They found allegations of maltreatment in children younger than four significantly 

predicted later problems with anxiety, depression and attention problems. White and 

Widom (2003) found similar associations.  They studied a cohort of children with abuse 

and neglect histories.  Cal’s alcoholic mother abandoned him when he was thirteen.  He 

would not talk about other events in his childhood.  Henry described his father as having 

anger problems.  His father was charged with physically assaulting Henry.  The exact 
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ages of exposure to violence was not always as clear as the progression of problems that 

followed. 

Trauma at vulnerable times in development has been shown to affect the brain 

and behavior.  Capsi, McClay, Moffitt, Mill, Martin, Craig et al (2002) demonstrated the 

interaction of genetics and environment.  They found the genetically vulnerable 

phenotype, MAOA deficient, was more likely to become violent when maltreated.  The 

intergenerational transmission in this instance can be both genetic and behavioral.  The 

parents pass on their traits to their children and then apply the stressors that cause the 

changes in the brain pre-programmed by genetics. Dudley, Li, Kobor, Kippin and Bredy 

(2011) reviewed the literature of epigenetic mechanisms leading to psychiatric disorders.  

They found studies that report offspring of mothers who had, themselves, been subjected 

to effects of poor maternal care transfer their genetic alterations to their children.  They 

cite this as evidence of trans-generational epigenetic inheritance.  The men in this study 

did not come from homes that were free from violence or mental health issues.  Eight of 

the nine men report at least one family member with depression, gambling problems, 

anger management issues or substance abuse issues.  All of the men had substance abuse 

issues and likely anger management issues.  Two men admitted to prior histories of 

depression.   

Similar findings were reported in Anda et al (2006).  They report “extreme, 

repetitive or abnormal patterns of stress” can alter the developing brain during childhood 

and have “lasting neurobehavioral consequences” (p. 174).  Their study demonstrated 

these consequences using the Adverse Childhodd Experiences (ACE) data.  They used 

the ACEs questionnaire, medical information from the individual’s review of systems and 
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physical examination findings to triangulate their findings. They plotted the mean number 

of co-morbid outcomes against the ACE score.  They report the trend of the means of the 

scores to outcomes was significant (p< 0.0001).  These findings demonstrate Filetti’s 

pyramid describing the progression from exposure to death.  The stories of these men 

mirror the exposures and outcomes discovered in ACEs.  The men’s childhood exposures 

include parents that were physically and verbally abusive, abandonment and neglect and 

sexual abuse. Ben’s birth mother gave him up for adoption.  She was sixteen and had 

another child, whom she kept.  Ben began having problems in the fourth grade.  First, he 

had difficulty academically.  He believed he was diagnosed with Attention Deficit 

Hyperactive Disorder and Bipolar Disorder.  He began fighting in sixth grade after 

changing schools several times.  Ned began having problems in school after his first 

sexual assault.  He dropped out of school shortly after his second sexual assault. 

The progression to violence matches the progression to early death from adverse 

childhood experiences (ACE) illustrated by Felitti et al (1998; see figure 5.1).   
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Figure 5.1:  Felitti’s Mechanisms  

 

Felitti, V.J., Anda, R.F., Nordenberg, D. et al (1998) “The relationship of adult health status to childhood abuse and 

household dysfunction.”  American Journal of Preventive Medicine, 14(4):  245-258.  

http://www.cbwhit.com/ACEstudy.htm 

 

The ACEs study demonstrates the prevalence and lasting effects of childhood 

trauma.   The men suffered an adverse event, which impacted their development.  They 

suffered social, emotional and cognitive development issues that were demonstrated by 

school problems.  They then adopted high-risk behaviors such a substance abuse or 

gambling (Hodgins, Schopflocher, el-Guebaly, Casey, Smith, Williams et al, 2010). In 

most cases, shortly after adopting high-risk behaviors, they developed social problems 

such as legal issues, restraining orders and arrests.  
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Child maltreatment and exposure to violence is a factor evaluated by researchers 

interested in classifying men who are violent with their intimate partners.  Rosenbaum 

and O’Leary (1981) surveyed “52 abused wives and 20 abusive husbands” to understand 

characteristics of the couples.  They found the men who were martially violent were more 

likely to have been abused as children and more likely to have been exposed to IPV 

between their parents (X2(2) = 4.60, p<.05; X2(2) = 3.39, p<.10).  Gottman et al (1995) 

found that men who saw their mother abused were more physically aggressive toward 

their intimate partner.  Of their two classifications, cobras were more likely to have been 

exposed to IPV in their childhood.  Babcock et al (2000) found child abuse (F (2, 23) = 

3.83, p< .05), emotional abuse (F(2,23) = 3.64, p< .05) and witnessing  mother to father 

violence as a child (F(2,23) = 4.95, p<.05) in the subtype of batterer they called 

preoccupied.  Their preoccupied batterer is similar to Holtzworth-Munroe’s 

dysphoric/borderline abuser in their need for attachment to their partner. Whitfield et al 

(2003) report a significant, dose-related relationship between physical abuse during 

childhood and male perpetration of IPV.  These findings support the connection between 

the men’s childhood stories and their subsequent violent behavior.  Five of the nine men 

reported witnessing violence between their parents. 

Psychology offers another perspective on the men’s progression to IPV.  The 

DSM-IV-TR (2000) describes the course of PTSD.  Symptoms typically begin three 

months after exposure to the trauma.  Two of the child sexual abuse victims reported 

doing well in school prior to their sexual assault.  The following year in school, they 

report a decline in performance and an introduction to substance abuse.  Neither man was 

treated for the abuse at any point in their life.  All of the men had some type of traumatic 
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exposure in childhood followed by a decline in functioning and substance abuse yet none 

of the men appeared to have been assessed or treated for PTSD.  Expression of PTSD 

symptoms in children can manifest as agitated behavior (DSM-IV-TR, 2000).  Attention 

deficit hyperactive disorder can also manifest as agitated behavior. 

Post-traumatic stress disorder and ADHD may exhibit similar symptoms of 

externalizing behaviors.  The DSM-IV-TR’s diagnostic criterion for ADHD requires six 

or more symptoms of inattention or hyperactivity-impulsivity that lasts at least six 

months.  The symptoms must be “maladaptive and inconsistent with developmental 

level” (p. 92).  Owen described school problems and substance abuse around the age of 

eight. They must begin to exhibit symptoms before the age of seven and the symptoms 

must be present in at least two settings.  Ben reported being unable to meet the academic 

expectations in elementary school.  After changing schools several times, he began 

fighting in the sixth grade.  The diagnostic criterion for PTSD requires a traumatic 

exposure that represents a serious threat to self or others and a fear reaction to the event.  

They note that children may exhibit “disorganized or agitated behavior” (p. 467).  Owen 

was diagnosed with ADHD as a child.  His sexual abuse began when he was eight years 

old when his brother would strangle him until he lost consciousness than assault him. The 

individual must have re-experiencing, avoidance and hyper-arousal symptoms that 

develop after exposure.  In children, the DSM-IV-TR (2000) states, re-experiencing 

symptoms can manifest as play that re-enacts the trauma and dreams.  Avoidance 

symptoms include avoidance of things associate with the trauma, altered recall of events, 

withdrawal from “significant activities, feeling of detachment or estrangement from 

others, restricted range of affect” and altered outlook of the future (DSM-IV-TR, p. 468).  



121 

 

Symptoms of hyper-arousal include sleeping problems, irritability and difficulty 

managing anger, concentration problems, “hyper-vigilance” and “exaggerated startle 

response” (p. 468).  Two of the men reported being given medication while in jail to help 

them sleep.  They did not report sleep disorders during childhood.  They reported 

problems managing their anger throughout their lives as well as concentration problems, 

particularly in high school.  Avoidance will be discussed in a later section, walking away 

from conflict. 

Attachment theories are strongly rooted in the sociologic paradigm.  

Characteristics of attachment exhibited by the children and their parents/caregivers are an 

important aspect of development.  Attachment can be a vulnerability or source or 

resilience.  Mitchell and Beech (2011) discuss the neurobiological basis and implications 

for infant attachment styles in their discussion of model development for pedophiles.  

Insecure and disorganized attachments have been attributed to development of pathology 

in adulthood, particularly aggression and violence.  The authors combine the two 

paradigms to show how children of abusive and neglecting parents fail to develop 

attachments and, as a result, are more susceptible to the neurobiological sequelae of 

traumatic experience.  Van der Kolk (2003) stressed the importance of attachment in 

children exposed to trauma.  Secure attachments may have a protective effect while 

disorganized and insecure attachments contribute to the trauma effect (van der Kolk, 

2003; Mitchell & Beech, 2011). Ben and Cal had two of the least secure attachments to 

their mothers.  They were both abandoned by their mothers and had no or poor 

relationships with their fathers.  Both men had histories of violent behavior and arrests.  

Neither man reported a strong attachment to their current female partner. 
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Child Sexual Abuse 

Child sexual abuse was disclosed by three of the men.  Only one of the men 

received any treatment for the abuse after being mandated by the Courts.  Two of the men 

who were sexually abused attempted suicide.  Ned had several victimizations including 

two as an adult.  Ned reported witnessing violence in his family with poor family 

relationships growing up.  He had been doing well in school in elementary school. Ned 

was sexually abused the first time when he was eleven years old.  By the age of twelve 

and thirteen, Ned began using drugs, developed problems in school and eventually 

dropped out.  Manny was sexually abused before he was eight years old.  He began 

smoking marijuana about the same time.  Owen was between nine and ten years old at the 

time of his abuse.  He began abusing substances at thirteen.  His school performance 

began to suffer after middle school, a few years after his abuse. 

Much of the research on effects of child sexual abuse involves female victims.  It 

is believed that girls are abused at a rate of 1 in 3 and boys at a rate of 1 in 6.  In his 

seminal article, Summit (1983) described the syndrome, Child Sexual Abuse 

Accommodation Syndrome.  He recognized the issues abused males faced but focused 

his research on female victims.  He notes the “extreme reluctance of males to admit 

sexual victimization experiences” (p. 180).  Summit published this discussion to explain 

the behavior of victims who disclosed abuse and later recanted.  He defined five 

categories of the syndrome.  Secrecy, helplessness, entrapment and accommodation, 

delayed/conflicted disclosure and retraction are the phases.  Owen disclosed his abuse to 

his parents when he was an adult.  His mother instructed him not to talk about it.  His 

father was angry with him.  Ned told one therapist about his first episode.  He was too 
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ashamed to tell anyone about the second.  He stated he felt he should have been able to 

stop it.  He was thirteen and his abuser was in his twenties.  Lisak (1994) interviewed 

male victims.  The men expressed fear, helplessness, anger and loss.  One of their biggest 

fears was that someone was going to discover their secret.  Manny expressed great 

concern that nobody in his family found out.  The only time he had spoken about his 

abuse was when he was admitted into a rehabilitation facility and was high on PCP.  

Clearly, more research on the effects of child sexual abuse and the impact it has 

on males is needed.  Ned mentioned the difference in impact the event had on him at age 

eleven and then at age thirteen.  The question of developmental impact of trauma 

differing related to age or developmental level needs to be addressed.  Twardosz and 

Lutzker (2010) discuss the impact of trauma by combining social theories of attachment 

and brain plasticity.  They acknowledge sensitive periods in infant development for 

attachment.  Ned’s abuse when he was thirteen caused more shame than his abuse at 

eleven.  He felt he should have been able to avoid his twenty-year-old rapist.  In contrast, 

Manny was abused at a younger age.  He did not discuss feeling ashamed he was unable 

to stop his attack.  His anger was directed more toward his family for not protecting him 

and recognizing he was being raped repeatedly.  All three men had similar traumas and 

had different reactions.  Why did only one of the three men become a sexual predator? 

One theory is the age of the individual at the time of trauma exposure.  Van der 

Kolk (2003) reviewed the literature on the neurobiological effects of trauma.  Early 

childhood (15 months to 4 years), late childhood (6 years to 10 years), puberty and mid-

adolescence are the stages of behavioral developmental changes and neurobiological 

developmental changes.  Manny was abused in late childhood while Ned and Owen were 
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abused in puberty.  Manny was also abused repeatedly.  Ned reported two occurrences in 

childhood and Owen, only one. 

Mental Health, Substance Abuse and School Issues 

Mental health issues and substance abuse became apparent during the school 

years, particularly middle school.  Only one of the men graduated from high school.  

Eight of the nine men dropped out of high school after they started using drugs. Four of 

the men were diagnosed with ADHD.  They were seen by psychiatrists, diagnosed and 

medicated for ADHD.  The men denied being counseled or screened for assault, abuse or 

violence. Six of the men denied being medicated for ADHD and were able to complete 

their GEDs.  Two of the men continued their education, one completed two masters 

degrees and a PhD.  As discussed above, the men’s exposures and following behaviors 

were consistent with PTSD but none of the men report being screened for traumatic 

events.  The three men who reported sexual abuse did not disclose until after they 

developed symptoms of PTSD, if they disclosed at all. 

Substance abuse was an issue with each of the men at different times.  Most of the 

men began abusing substances in their early adolescence with an escalation in high 

school.  One man admitted to drinking moderate amounts of alcohol as a young adult.  It 

was not until his mother died that he drank excessively by his own admission. 

The timing of substance abuse was noteworthy.  The men who were sexually 

abused reported using substances within one to two years after their incident.  These three 

men had some of the most severe issues with substances.  Other men also began using 

drugs and alcohol in middle school and high school.   
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Does ADHD make children more vulnerable to substance abuse or is there 

another vulnerability present? Adolescence has been defined as a period of vulnerability 

to substance abuse (Kassel, Weinstein, Skitch, Veilleux and Mermelstein, 2005).  They 

cite the physiologic, emotional and social changes during adolescence as contributing to 

substance abuse.  Peer pressure, family history of substance abuse, genetic vulnerability, 

emotional labiality associated with neurohormonal changes and temperament are all 

possible contributing factors.  Disorders such as ADHD, conduct disorder (CD) and 

oppositional/defiant disorder (ODD) have all been associated with substance abuse 

(Kassel et al, 2005).  Lee, Humphreys, Flory, Liu and Glass (2011) examined the link 

between ADHD and substance abuse.  They conducted a meta-analysis of longitudinal 

studies of children with and without ADHD.  They found the co-occurrence of substance 

abuse and ADHD was fairly consistent but may be influenced by ODD/CD. 

How does substance use/abuse affect the adult male in an intimate relationship?  

Researchers hypothesize that substance abuse by either partner, but especially the male, 

increases the risk of IPV.  Campbell’s Danger Assessment (1986) includes illegal drug 

use and “alcoholic or problem drinker” as male characteristics that increase the woman’s 

risk of femicide.  Fals-Stewart, Golden and Schumacher (2003) studied men with a 

history of IPV in an outpatient, twelve-week substance abuse program.  They found 

alcohol (B = 5.91, S.E. = 2.14, z = 2.76, P < .01) and cocaine (B = 5.84, S.E. = 2.21. z= 

0.2, P < .01) use predicted more severe aggression relatively proximal to use.  Cunradi, 

Caetano and Schafer (2002) used 1929 couples obtained in the 1995 National Study of 

Couples to examine the relationship between substance abuse and IPV.  They found male 

(OR = 4.53, CI = 2.18 – 9.42, p< 0.0001) and female alcohol abuse  ((CI =4.53, CI = 
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1.46-10.71, p< 0.001) and female substance abuse (OR = 7.40, CI = 2.29 – 23.98, p < 

0.0001) were significantly related to male perpetration of severe IPV.  These findings are 

similar to the stories of Al, Cal, Dave, Ed, George and Henry. 

George, Umhau, Phillips, Emmela, Ragan, Shoaf et al (2001) studied male 

perpetrators of IPV and compared them with non-violent men.  They measured serotonin 

levels, testosterone and alcohol abuse in both groups.  The violent men they studied were 

shown to have an exaggerated fear/rage response when given sodium lactate in a previous 

study.  They found the male perpetrators who have this fear induced aggression and 

alcohol abuse have higher levels of testosterone than male perpetrators who did not have 

alcohol abuse issues.  Men who had the fear/rage response but did not have alcohol abuse 

issues had significantly higher violence scores using the CTS and lower serotonin 

concentrations than IPV men who abuse alcohol and the normal volunteers.  This 

suggests two possible mechanisms of IPV. 

Does substance abuse in adulthood represent a different disease or an extension of 

a vulnerability introduced in adolescence?  Two of the men reported later issues with 

oxycontin.  The oxycontin was prescribed for them after injuries.  Both men stated 

neither physician asked the men about prior issues with substance abuse before 

prescribing the narcotic.  They both developed addictions to the drug and both were using 

the substance during their episode of IPV.  Two of these men expressed feelings of their 

behavior and relationship spiraling during their problems with addiction, as did the man 

who had only brief periods of sobriety from crack.  Kassel et al (2005) discuss the 

biologic vulnerability to substance abuse.  This would be consistent with the pattern of 

relapse described above. 
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Findings of this study support the link between childhood pathology and 

substance abuse.  More research is needed to understand what pathologies are present and 

how the progression from normal to pathology can be halted. 

Violent Women/Women’s Issues 

Al’s girlfriend has severe substance abuse problems and was addicted to heroin.  

Ben’s girlfriend had been sexually abused by one of her mother’s drug friends.  Cal’s 

wife had substance abuse issues and was generally violent.  Dave’s fiancé suffered from 

PTSD and abused substances.  Frank believed his wife had a bout of depression and 

occasional alcohol excess.  George’s girlfriend had issues with alcohol.  Henry’s 

girlfriend had substance abuse issues.  While it is not possible to diagnose the women 

based on their partner’s descriptions, there appears to be pathology in both partners. 

Gottman et al (1995) found a significant amount of pathology in the women that 

were married to their male subjects.  They report “a significant portion of the women 

married to Type 1 men are themselves antisocial and may be more habituated and 

comfortable in a violent relationship” (p. 244).  The men’s descriptions of the issues in 

their partner’s families of origin, substance abuse and violence support Gottman’s 

findings.   

White and Widom (2003) studied 961 men and women with a history of child 

abuse or neglect before the age of twelve and controls.  They found higher rates of IPV, 

substance abuse and antisocial behavior in the abuse cohort. Women abused or neglected 

in childhood were significantly more likely to perpetrate IPV (X2(493) =65.5, p<.05) 

than men (X2(446) = 37.8, p<.05) with a similar history. 
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Minimizing Violence 

One of the most common comments about male perpetrators is their tendency to 

minimize their actions. Peterman & Dixon (2001, p.40) stated, “batterers tend to 

minimize and under-report their behavior and may attempt to manipulate the counselor.”  

Even studies that were from the male perspective accused them of minimizing their 

violence and not accepting responsibility for their actions (Fenton and Rathus, 2010).  

The men in this study may have minimized the violence they perpetrated.  Without police 

reports and forensic medical reports and photographs, it is not possible to determine. The 

men minimized the violence in their lives that was perpetrated against them.  Al 

described his parents as wonderful loving people who were incredibly supportive of him 

and never argued.  In the follow up interview, he disclosed they fought through a 

prolonged and messy divorce.  He compared his parent’s interactions to the movie “War 

of the Roses.”   

The men frequently denied being punished harshly by their parents.  When asked 

specific questions, such as ‘would your parents spank you?’ the men offered details of 

abuse.  Henry’s father used a belt to spank his children.  Henry did not see this 

punishment as extreme but admitted, “I never thought he went too far when he went to 

spank us.  It’s usually during OTHER things.” His father was arrested for an episode of 

abuse and mandated to attend anger management classes.  Henry felt his life improved 

after this but denied feelings of abuse. His mother did not spank him.  Henry recalled an 

instance when his mother purposively stepped on his foot using the heel of her high-

heeled shoe.  Dave denied excessive punishment or abuse.  When he described how his 

father disciplined the children, he described a grown man using his fists, a belt, extension 
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cords and shoes on his children.  His father “whooped our ass.”  When describing how 

his father hit his brother, he stated, “he’d tear my brother up cause my brother was big 

and he would go to the body with my brother, punching.”  He did not describe this as an 

instance of excessive punishment, just normal family functioning.   

Ben described being hit by his stepfather and stepmother.  He was not a specific 

about their punishment until he recalled the incident when he was twelve or thirteen and 

started fighting with his stepfather.  “He would try to spank me,” when he was younger.  

This was the only time that he hinted at feeling abandoned by his mother.  After this 

incident where his stepfather hit him in the chest, he admitted, “I called my mom and was 

like, ‘mom, I want to come home’.”  He minimized the violence perpetrated by his 

stepfather and minimized his feeling of abandonment by his mother. 

George minimized his mother’s punishment and offered his definition of child 

abuse.  “She didn’t hit after one hit.  That’s when child abuse would become involved.”  

She did use a belt to spank him, at least once a week for a time.  Of IPV, he offered, “say 

you and I are boyfriend girlfriend and I slap you on the arm.  That’s not considered 

domestic violence.  If I stood there and threw my fists at you constantly, that’s a different 

story.”   

The men also minimized the violent acts perpetrated against them by their 

intimate partners.  Cal’s wife stabbed, burned, strangled, scratched and punched him at 

different times in their relationship.  He denies calling the police and reporting any of 

these incidents.  He helped bail her out of jail after she was arrested.  He minimized her 

violence against him saying, “It’s nothing that hasn’t been done to me before, you know.  

It’s no big deal.”  George’s girlfriend had a history of hitting him in the arms and face.  
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With the exception of Al, all of the men reported some type of physical assault by their 

female intimate partner.  None of the men reported filing a police report or requesting 

restraining orders for their partner’s behavior.   

They were extremely honest about all of their other offenses and legal issues.  

They accurately reported each arrest and conviction.  One man admitted to committing 

many more crimes than his record shows.  This behavior is contrary to the literature that 

describes male perpetrator behavior. They were raised in a violent environment and 

violence became an accepted part of life.  Their perceptions of violence are different.  As 

Frank stated, he did not realize he had been abusive until he went to the batterer 

intervention program. 

Fenton and Rathus (2010) used intake interviews at an IPV treatment program to 

examine the male perspective.  They found female violence against the male in at least 

one instance.  They examined twenty-four interviews.  Of the twenty-four, they classified 

four (13%) men as minimizing violence and seven (23%) with a differing account.  

Men’s failure to recognize violence in their lives poses a methodological question.  

If men do not perceive an interaction as violent, they will not indicate they have been 

exposed to violence on a survey.  Several of the men interviewed did not perceive their 

punishments as excessive or family interactions as violent.  As a result, they may give 

inaccurate data in a survey.  A few men who indicated they had violent exposures gave 

negative answers on the trauma screen. 

Unmet Expectation 

Unmet expectations are related to perception and may be linked, in some 

instances to PTSD.  As discussed above, PTSD can alter the perception of individuals and 
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cause feelings of detachment or estrangement from others (DSM-IV-TR, 2000). Four 

men believed their partner was unfaithful.  Each of the men argued with their partner over 

the perceived infidelity.  None of the women admitted to infidelity but the men were 

convinced they were lying.  This behavior may be a symptom of the emotional 

detachment and estrangement characteristic of PTSD or may be jealousy.  No literature 

was found on the subject of perceived infidelity and IPV in the context of PTSD.  

Campbell et al (2003) cite jealousy as a risk factor for femicide but do not explain the 

phenomenon. Is jealousy a manifestation or symptom of PTSD?  More research is needed 

to clarify this entity as it was present in half of the instances of violence and may be a 

symptom of a treatable pathology. 

Descriptions of Violence 

An interesting distinction offered by most of the men was the difference between 

slapping and hitting.  Ben contrasted his father’s violence with his incident with his 

girlfriend.  Ben ‘restrained’ his girlfriend but his father hit his mother with his fist.  Even 

Al made the distinction between slapping his girlfriend and hitting her with his fist.  He 

did not see himself as a man who hits women as much as a man who, fueled by alcohol 

and anger, slapped and grabbed his girlfriend in a moment of rage.  George described his 

incident as slapping his girlfriend on the arm after she hit him.  Frank grabbed his wife by 

the neck to make her be quiet.  Henry denied hitting his girlfriend despite being punched 

in the face by her.   

Restraining her to keep her from further violence was also a frequent statement.  

Ed, Ben, Cal, George, Henry and Dave all used similar words when describing 
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encounters with their intimate partners.  Put in the context of their lives, the men are just 

explaining their actions as they see them.   

Peterman & Dixon (2001) referenced victim reports to claim, “batterers tend to 

minimize and underreport their behavior and may attempt to manipulate counselors” (p. 

4).  Dobash et al (1992) stated, “the occurrence of adult violence in the home usually 

involves males as aggressors toward females” (p. 74).  The source of this evidence is in 

the transcripts of divorce records, emergency room visits and police reports.  None of the 

men interviewed ever filed a complaint about the violence against them whether 

perpetrated by their parents or their female intimate partner.  Cal was the only man who 

received care after being stabbed by his wife.  His wounds were extensive and required 

surgical closure.  In one of the few studies that examined the behavior of men in IPV, 

Flinck and Paavilainen (2008) conducted a phenomenological study of male perpetrators.  

They state, “many feminist activists and professionals agree that the majority of abusive 

men attempt to rationalize their violence and use a range of tactics to trivialize and deny 

their violent behavior, and blame others, particularly their partner, to mitigate their own 

culpability,” (p. 245).  They reported similar findings that men “did not interpret acts 

other than physical ones as violence,” (p. 247).  Further, they believe the men tried to 

minimize and justify their behavior.  

The men of this study minimized all the violence in their lives.  Several men 

described their families as normal when asked.  It was not until specific questions were 

posed did the extent of the abuse suffered at the hands of their parents become clear.  

They perceived it as just normal parenting as that was all they had known.  They 

normalized abnormal behavior. Cal’s comment about his wife’s physical abuse of him 
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gives insight into their perspective, “It wasn’t anything that hadn’t been done to me 

before.”  The trauma screen failed to detect a few violent families. Perception altered the 

response of these men who have been raised in violent households.   

Trying to Avoid Conflict 

Several of the men stated they tried to avoid arguments by walking away from 

their partner.  In several of the violent interactions, the men stated they recognized they 

were becoming angrier and tried to leave.  Ben left home when he and his girlfriend 

started a ‘petty’ argument.  She attempted several times to re-engage him.  Cal admitted 

to a pattern of walking away from his wife and leaving the house when arguments started.  

Dave described how “God” saw his interaction with his girlfriend as he tried to walk 

away and she continued to argue.  Ed’s girlfriend became physical with him when he 

attempted to leave, jumping on his back, choking and scratching him.  George habitually 

walked away from conflict, recognizing his need to decompress and regroup.  This has 

not been noted in any of the domestic violence literature in this way. 

Fenton and Rathus (2010) report men preventing their female partner from 

leaving to finish an argument.   Babcock et al (2000) described an “attempt to withdraw” 

from interactions with their wives. They labeled this as dismissive behavior, described as 

“stonewalling, defensiveness” and contempt and believe it is an attempt to control the 

interaction and their partner. 

Taken in context of their violent childhoods, the men’s attempt to walk away from 

arguments is more consistent with PTSD withdrawal from stimuli or avoidance.  

According to the DSM IV, “stimuli associated with the trauma are persistently avoided” 

(p. 464).  Ben, Cal, Dave, Ed and George attempted to avoid conflict.  George and Cal 
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did not report IPV in their childhood homes.  Cal reported being raised by the streets and 

was exposed to significant violence there.  George’s exposure is not clear.  

Relationship issues that were identified by the men are consistent with PTSD 

symptoms and triggers. Seven of the men felt they did not adequately manage their anger.  

Four of the men stated their partner ‘pushed my buttons’. Five men attempted to diffuse a 

potentially volatile situation by walking away.  They recognized their limitations and 

attempted to leave.  As discussed above, anger management issues are one of the 

symptoms of PTSD, as is withdrawing from situations associated with the traumatic 

event.  For a man who was traumatized by IPV between his parents, a pending argument 

with an intimate partner is an equivalent stimulus that could trigger avoidance and 

withdrawal. 

The Justice System and The Courts 

Several men were angry at the family violence system and the criminal justice 

system.  The men who were currently incarcerated for IPV expressed concern over the 

lack of consideration of their ‘side’ of the story.  Three of the men stated they were 

convicted with no physical evidence, just their female partner’s complaint.  Their female 

partners received free legal assistance as long as they testified against the man.  The men 

had to pay several thousands of dollars to defend themselves.  Frank’s wife seized all of 

his assets and his children with the assistance of the family justice advocacy centers. 

Henry was not able to have contact with his son after his son was placed on the witness 

list.  He was under 5 years old.  Frank and Henry are only allowed to see their children 

during supervised visits.   
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There were limited resources available to the men.  Some were mandated into a 

batterer intervention program. Language describing intervention programs is frequently 

punitive.  The Violence Against Women National Online Resource Center published a 

review of batterer intervention program standards (2011).  One of the standard guidelines 

includes assignment of financial responsibility for treatment.  The article cites the “three 

most common themes related to fees are:  a.  that batterers should pay for their services as 

a way of being responsible for what they have done (71% of standards), b. that a sliding 

scale should be provided (52%), c. that there should be provision made for indigent 

clients (48%)”.  Many of these men have incurred court costs as a result of their 

interactions. Some have lost employment as a result of incarceration.  All of the men in 

this study would have benefitted from some type of supportive mental health care, several 

likely needed PTSD treatment.  Most programs for men who perpetrate IPV are based on 

the feminist model that attempt to re-educate men.  According to Maiuro and Eberle 

(2008), most intervention programs are “based upon the conceptualization of domestic 

violence as an abusive form of power and control” (p.136).  Montgomery County refers 

men to intervention through the Abused Persons Program.  Alexander (2009) examined 

the differences in effectiveness of two types of programs used in Montgomery County.  

The Transtheoretical Model of Change (TCM) was compared with the cognitive 

behavioral therapy gender-reeducation (CBTGR) program.  The CBTGR program is 

based on the Duluth format of treatment.  Both programs assume the behavior is 

something that is a conscious choice.  After hearing the life stories of the men, trauma 

therapy may be a more successful model.  More research is needed to understand the 

symptoms of chronic PTSD in this population. 
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Nursing Implication 

Nurses are mandatory reporters of child abuse.  The stories of the men indicate 

the medical community is not recognizing children at risk.  The American Academy of 

Pediatrics now recommends screening all caregivers for the presence of IPV.  Instead of 

recognizing the family violence problem, however, they reverted to the pediatrician’s role 

in recognizing and helping abused women.  The American Nursing Association and the 

American Medical Associations both recognize the need to screen both genders on a 

regular basis.  Surprisingly, the American Psychiatric Association only recognized the 

effects of IPV on women.  While they do state the need to screen men and women, they 

do not make any recommendation about what men should be screened for.  “At the first 

visit, female patients should be screened for any IPV that occurred any time in their lives.  

Annually, women should be screened for abuse over the past year,” 

(stoprelationshipabuse.org).  Screening adults and children for the occurrence of violence 

in the home at any and every age for males and females is important.  Weinreb, 

Savageau, Candib, Reed, Fletcher & Hargraves (2010) surveyed family physicians to 

understand screening practices in primary care.  They found that less than one third of 

providers routinely screen for childhood trauma.  For male patients they report, “only 1 in 

8 (physicians) routinely screens male patients” (p. 5). The researchers estimate that 

between twenty and fifty percent of patients in primary care are survivors of child abuse 

of some type.  They found that of the physicians (n=297), one third admitted to a personal 

history of either physical or sexual abuse as a child or witnessing IPV between their 

parents.  Felitti et al (1998) demonstrated the lasting health effect and potential years lost 
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as consequence of untreated childhood trauma.  Health care providers have failed to 

respond.  

Another practice implication found in this study is the use of narcotics in 

individuals with childhood histories of substance abuse.  Several men reported having 

substance issues in adulthood after being prescribed oxycodone by health care providers 

who did not take the time to screen for prior issues with substance abuse.   

Educational Implications 

Future health care providers need to understand the true cycle of violence.  The 

transgenerational transmission of violence could be halted if providers routinely screened 

patients for violence exposure and followed through with treatment and interventions.  It 

is important to teach providers culturally sensitive screening techniques, injury 

assessment and empathetic listening skills.   

Theoretical Implications 

The biopsychosocial model combines biological models with psychological and 

social models.  Genetics provides the blueprint of how the brain should develop when 

normal human interactions are present.  When these interactions are absent or abnormal, 

the brain does not develop as expected.  Genetics and social theories are more clearly 

linked than ever. 

Future Research Implications 

This study is a first step in the understanding of male perpetrators.  Given the 

dearth of research from their perspective, it is important to continue to understand their 

view.  Research should focus on the points in their lives where changes could be made to 

benefit their outcome.  For example, at what point in their childhood was an opportunity 
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to intervene missed?  What is the best type of therapy for men who are violent with their 

intimate partners?  What part does PTSD play in IPV from a victim and perpetrator 

perspective?  Do men and women exhibit different PTSD symptoms in response to 

violence exposure during childhood? Research should also focus on how to improve their 

functioning for the sake of the men and as well as the futures of their families.  Biological 

studies are needed to understand the translation from genotype to phenotype when IPV, 

abuse and neglect are present. 

The use of questionnaires is also an issue in this study.  The trauma screen was 

not sensitive to this population.   During the interviews, it became apparent the men did 

not have the same conceptual definitions of violence as the researcher.  This may be why 

research has failed to understand the male perpetrator’s perspective and why children 

who are being abused and traumatized are not being identified.  The extent of their 

traumatic experiences was more clearly delineated in the individual interview than the 

screen. 

In hindsight, a depression inventory, PTSD screen or attempt at diagnosis would 

have made an interesting triangulation.  Several men had been diagnosed with depression, 

ADHD and anxiety.  None of them mentioned having a diagnosis of PTSD.  

Neuroimaging and biomarker measurement combined with social and mental health 

assessments would greatly improve the study. 

Policy Implications 

The sample is too small to make recommendations for policy changes.  However, 

the need to screen children for abuse and maltreatment and then adequately treat the 

family as a whole is clear.  As discussed above, the entire health care community has 
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failed to identify and treat children at risk, allowing the cycle of violence to perpetuate. 

Health care education needs to stress the importance of taking the time to accurately and 

thoroughly screen for maltreatment. 

The family justice system is also in need of revision.  Family violence has become 

violence against women issue.  The laws, guidelines, screening and treatments are all 

based on the feminist paradigm. Men who are violent with their intimate partners are 

failed by the system twice.  The children who were exposed to IPV in this study have 

now witnessed abuse and been abandoned by their fathers.  It is not clear if the children 

will be evaluated and treated. 

Limitations 

The study has several limitations.  Given the small number of participants, 

generalizability is a limitation.  The sample consists of all volunteers.  It does not 

represent the men who refused to participate or were not recognized by the counselors as 

being appropriate for the study. The men who participated are all incarcerated for IPV 

and other crimes.  They have a level of violence that may not be present in a community 

sample.  Similar to the problems with early feminist research, this study has sampled the 

outliers.  Characteristics of men in the community who have not had involvement with 

law enforcement may be much different than men who have been arrested.  While there 

was a saturation of data, it is too small and focused of a sample to generalize at this time. 

Researcher bias may be present in this study; however, a neutral party reviewed 

all transcripts and analysis.  There was agreement and consistency in the reviews.  The 

reviewer reported a new understanding of the perspective of the men. 
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Methodology is a limitation.  The data was limited to interviews and survey 

results.  The biopsychosocial perspective incorporates physiological data with 

psychological and social data.  There was limited socioeconomic data, limited 

psychological data and no physiologic data.  A future project will incorporate all of these 

areas to provide a more accurate picture of men who perpetrate IPV.  This study 

underscores the need to triangulate. 

Summary 

This chapter summarizes the results and provides comparison with existing 

literature.  Similarities and differences are discussed.  Implications for future research, 

practice, policy, education and theory are provided.  The limitations of the study are 

summarized. 
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APPENDIX D 

RESEARCH CONSENT FORM 

 

Protocol Title:  Perpetrators of intimate partner violence 

Study No.: HP-00046363  

Principal Investigator: Debra Scrandis, PhD, CRNP, 410-706-3770  

 This is a voluntary research study to understand men who have been violent with their 

partners.  You are not required to participate in this study.  You may ask questions at any 

time.  Your decision not to participate in this study will not have any effect on your legal 

status.  Your decision to participate or not participate will NOT impact your parole status. 

PURPOSE OF STUDY 

The purpose of the study is to understand men who have been violent with their partner.  

Most of what we know about domestic violence has come from women.  This study 

wants to hear the man’s story.  Information from your experience may help stop violence 

in the future. You will be asked to answer questions about why you were arrested and 

what you feel led up to your arrest.  You may be asked questions about other parts of 

your life. You will also be given two lists of questions that ask about your life. 

The interview will be voice recorded and the researcher will use parts of your interview 

in the report but your name will not be on it. 

PROCEDURES 

If you agree to take part in the study, you will be asked to sit and talk for about an hour 

and a half.  The total time this study should take is no more than two to two and one half 

hours. Your talk will be recorded.  The researcher may ask you questions to better 

understand you.  You will be asked about your job, age and relationship.  You will also 

be asked about the incident that led to your arrest and your relationships.   

Before the interview begins, you will be given a form that asks about different symptoms 

you may have.  At the end of the interview, the researcher will ask you to fill out a form 

that asks about different experiences you may have had.   

After the interview, the researcher will ask to meet with you one to two weeks later to ask 

how you are and see if there is anything else you thought about that you would like to 

add.  This interview/meeting should last no more than 30 minutes.  

 

POTENTIAL RISKS/DISCOMFORTS: 

Questions during the interview may bring back unpleasant memories.  You can stop the 

interview at any time. 

If you should say you want to hurt yourself or hurt someone else, the researcher will have 

to call the police to be sure everyone is safe.  If you tell the researcher you were sexually 

abused as a child or have sexually abused a child, the researcher will have to report this.  

To help protect your privacy, we have obtained a Certificate of Confidentiality from the 

National Institutes of Health.  The Certificate of Confidentiality will help keep the 

researcher from being forced to disclose information about your.  This includes 

protection from court subpoena in both federal and state courts.  It also keeps the 
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researcher from being forced to disclose your information to a local civil, criminal, 

administrative or other legal proceeding.  The researcher will still have to report any 

incidence of child abuse or threats to harm yourself or others.   

The Certificate of Confidentiality does not prevent you from voluntarily releasing 

information about yourself or your involvement in this research.  If you consent to release 

your information from this research, the researchers cannot use the Certificate to 

withhold that information. 

Your information will be kept safe and private, locked in a locked office on the 

University campus.  Audiotapes will be destroyed after the researcher has reviewed them.  

Text of your interview will be destroyed after one year.  These texts will not contain your 

name or any information that will identify you other than your statements. 

The interview and discussion my cause you emotional stress.  The researcher will talk 

about any concerns you have should this happen.  Should you feel increased stress, you 

may take a break from the discussion to relax and resume the discussion only should you 

feel like continuing. 

 

POTENTIAL BENEFITS 

There are no known benefits for participation in the research study. 

ALTERNATIVES TO PARTICIPATION 

This is not a treatment study and is not required as a condition of your legal status.  If you 

choose not to take part, you will not be hurt in any way. 

 

 

COSTS TO PARTICIPANTS 

It will not cost you anything to take part in this study. 

CONFIDENTIALITY 

Your name will not be used in any report.  Your information will be kept private.  The 

researcher would have to report any plan to hurt yourself or someone else or any child 

that is in danger.  This will be immediately reported. 

We will do everything we can to keep others from learning about your participation in 

this study. To further help us protect your privacy, we have obtained a Certificate of 

Confidentiality from the United States Department of Health and Human Services 

(DHHS). With this certificate, we cannot be forced (for example by court order or 

subpoena) to disclose information that may identify you in any federal, state, local, civil, 

criminal, legislative, administrative, or other proceedings. You should understand that a 

Certificate of Confidentiality does not prevent you, or a member of your family, from 

voluntarily releasing information about yourself or your involvement in this study. The 

researchers however, will not disclose voluntarily, or without your consent, information 

that would identify you as a participant in this research project.  

 

If an insurer or employer learns about your participation, and obtains your consent to 
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receive research information, then we may not use the Certificate of Confidentiality to 

withhold this information. This means that you and your family must also actively protect 

your own privacy! You should understand that we will in all cases, take the necessary 

action and report to authorities, any indication of abuse, and to prevent serious harm to 

yourself, your child, or others as in the case of child abuse or neglect. 

The data from the study may be published.  However, you will not be identified by name.  

People designated from the institutions where the study is being conducted and people 

from the sponsor will be allowed to inspect sections of your research records related to 

the study.  Everyone using study information will work to keep you personal information 

confidential.  Your personal information will not be given out unless required by law. 

RIGHT TO WITHDRAW  

Your participation in this study is voluntary.  You do not have to take part in this 

research.  You are free to withdraw your consent at anytime.  Refusal to take part or to 

stop taking part in the study will involve no penalty or loss of benefits to which you are 

otherwise entitled.  If you decide to stop taking part, if you have questions, concerns or 

complaints or if you need to report a medical injury related to the research, please contact 

the investigator, Dr. Debra Scrandis at 410-706-3770. 

There is no harm in your decision to not participate. 

UNIVERSITY STATEMENT CONCERNING RESEARCH RISKS  

The University is committed to providing participants in its research all rights due them 

under State and federal law.  You give up none of your legal rights by signing this 

consent form or by participating in the research project.  Please call the Institutional 

Review Board (IRB) if you have questions about your rights as a research participant. 

The research described in this consent form has been classified as minimal risk by the 

IRB of the University of Maryland, Baltimore (UMB).  The IRB is a group of scientists, 

physicians, experts, and other persons.  The IRB’s membership includes persons who are 

not affiliated with UMB and persons who do not conduct research projects.  The IRB’s 

decision that the research is minimal risk does not mean that the research is risk-free.  

You are assuming risks of injury as a result of research participation, as discussed in the 

consent form.   

If you are harmed as a result of the negligence of a researcher, you can make a claim for 

compensation.  If you have questions, concerns, complaints, or believe you have been 

harmed through participation in this research study as a result of researcher negligence, 

you can contact members of the IRB or the staff of the Human Research Protections 

Office (HRPO) to ask questions, discuss problems or concerns, obtain information, or 

offer input about your rights as a research participant.  The contact information for the 

IRB and the HRPO is: 

University of Maryland School of Medicine 

Human Research Protections Office  

BioPark I 

800 W. Baltimore Street, Suite 100 

Baltimore, MD 21201 

410-706-5037 
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Signing this consent form indicates that you have read this consent form (or have had it 

read to you), that your questions have been answered to your satisfaction, and that you 

voluntarily agree to participate in this research study.  You will receive a copy of this 

signed consent form.  

If you agree to participate in this study, please sign your name below. 

 

___________________________________ 

Participant’s Signature 

Date:______________________________ 

 

___________________________________ 

Investigator or  Designee Obtaining Consent 

Signature 

Date:______________________________ 
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