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ABSTRACT 

Background: Family and domestic violence (FDV) consists of a pattern of coercive behaviors used by a compe-

tent adult or adolescent to establish and maintain power and control over another person. These behaviors, can 

occur alone or in combination, sporadically or continually. Each incident builds upon previous episodes, thus 

setting the stage for future violence. This review describes the theories, types, cycle, classification, and manage-

ment strategies for FDV. 

Methods: A narrative review was carried out. The search strategy included electronic database searches, snow-

ball searches of citation list in relevant articles and reviews, and contacting authors/field experts to identify po-

tentially eligible studies. Databases such as PubMed, MEDLINE, and Science Direct were searched. Manual 

searches of the reference lists in Google and Google Scholar supplemented this. 

Review Findings: Various theories to explain the framework of FDV were analyzed. FDV is perpetrated as 

physical, sexual, economic, technological, emotional, or psychological abuse, neglect, or stalking. Available 

evidence shows that the power and control wheel, cycle of abuse, and the equality wheel are some basic tools 

that have been developed to give an adequate explanation of the process and ways abuse occurs, as well as 

means of control. These require adequate understanding for practical use. Child abuse, intimate partner violence, 

and elder abuse are major classes of abuse with specific risk factors and means of control. These control 

measures have not been used adequately, especially in low and middle-income countries.  

Conclusion: FDV causes worsened psychological and physical health, decreased quality of life, decreased 

productivity, and sometimes, mortality. This review stresses the role of the family, health care, community, and 

the government in ensuring adequate control of FDV. Devising adequate means of control of FDV is paramount 

within the family and the community. 
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1.0 INTRODUCTION 

Family and domestic violence (FDV) are abusive behav-

iors in which one individual gains power over another 

individual [1]. FDV is not limited to one group, culture, 

gender or sexuality but can affect family members and 

intimate partners right across different communities [2]. 

It includes a range of abuse, including economic, physi-

cal, sexual, emotional, and psychological, toward chil-

dren, adults, and elders [2]. It is a public health problem, 

and healthcare professionals will at some point evaluate 

or treat a patient who is a victim of some form of domes-

tic or family violence [3]. 

FDV is thought to be under-reported. It affects the victim, 

families, co-workers, and community. It caus-

es diminished psychological and physical health, decreas-

es the quality of life, and decreases productivity [2]. FDV 

is challenging to identify, and many cases go unreported 

to health professionals or legal authorities [2]. It affects 

people of all socioeconomic backgrounds and educational 

levels and occurs in both opposite-sex and same-sex rela-

tionships. It can happen to intimate partners who are mar-

ried, living together, dating, or share a child. 

FDV not only affects those who are abused, but also has a 

substantial effect on family members, friends, co-

workers, other witnesses, and the community at large [1]. 

Children who grow up witnessing domestic violence, are 

among those seriously affected by this crime. Frequent 

exposure to violence in the home not only predisposes 

children to numerous social and physical problems, but 

also teaches them that violence is a normal way of life, 

therefore, increasing their risk of becoming society's next 

generation of victims and abusers [1]. 

1.1 Definitions  

A family is a group of two or more persons who live to-

gether and are related by birth, marriage, or adoption [4]. 

Behaviour is the way in which a person responds to a 

particular situation or stimulus [5]. 

Family violence refers to violence between family mem-

bers as well as between current or former partners [6].  

Domestic violence is considered a subset of family vio-

lence. Domestic violence is a pattern of abusive behavior 

in any relationship that one partner uses to gain or main-

tain power and control over another intimate partner [1].  

 

2.0 METHODOLOGY 

2.1 Data Sources 

A recent literature review is relevant to the current con-

text to provide insight into the current issues related to 

the topic. Therefore, this time frame was considered as it 

captures the recent developments and trends related to the 

topic. Studies published in English were searched. Our 

search strategy included electronic database searches, 

snowball searches of citation list in relevant articles and 

reviews, and contacting authors/field experts to identify 

potentially eligible studies. Databases such as PubMed, 

MEDLINE, and ScienceDirect were searched. Manual 

searches of the reference lists in Google and Google 

Scholar supplemented this.  

A combination of text words and Medical Subject Head-

ings were was used where suitable. Search terms were 

explored in title/abstracts/key words and they included: 

“family and domestic violence”, “outcomes” or 

“consequences” or “impacts” or “effects.” Given the 

broader terms used, the search was not restricted to any 

particular health outcome 

2.2 Study selection 

Study selection occurred in several phases. Titles were 

screened to identify relevant papers. Attention was given 

to a set of possible existing keywords (the same as those 

used in electronic database searching). At this stage, the 

reviewer tried to be as inclusive as possible. 

The selected studies extracted data on the epidemiology 

of violence, its types, classification (Intimate partner vio-

lence, child and elder abuse), dynamics, and associated 

factors. They also extracted theories of FDV and general 

management strategies, including screening methods us-

ing various tools. 

 

3.0 THEORIES OF FAMILY AND DOMESTIC VI-

OLENCE (FDV) 

Some theoretical frameworks can be used to explain fam-

ily and domestic violence. This is discussed in this sec-

tion. 

3.1 Family Systems Theory 

Family systems theory is based on the idea that each indi-

vidual should be viewed not in isolation but in terms of 

the interactions, transitions, and relationships within the 

family [7]. A central tenet of this theory is that what af-

fects one individual affects the entire family system and 

what affects the family system affects each member [7]. 
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Additionally, it is important to remember that the family 

system is a sub-system within larger systems, such as the 

community, which interact with and influence one anoth-

er and contribute to maintaining particular behavior pat-

terns [8]. 

Some major conclusions of family systems theory are as 

follows [9]:  

•The parts of the family are interrelated. 

•A family's structure and organization are important fac-

tors determining the behavior of family members. 

•Transactional patterns of the family system shape the 

behavior of family members. 

3.2 Exosystem Factor Theory 

This theory focuses on life stressors, which are considered 

to be specific life events or experiences the individual 

perceives as exceeding his or her resources. According to 

this theory, stressors or life events can serve as predictors 

of FV. Stressors/life events may include experiences such 

as job loss, or daily hassles such as traffic and paying 

bills. There may be a direct relationship between DFV 

and the perception and frequency of stressors [10]. 

3.3 Conceptual framework of FDV 

This is shown in Figure 1. It helps connect the theories, 

assumptions, beliefs, concepts, and outcomes. It presents 

them in a pictorial or narrative format, giving the infor-

mation at a glance [11, 12]. 

4.0 CYCLE OF ABUSE 

The Cycle proposes that domestic violence starts with 

tension building in a relationship before an “explosion” 

occurs—the actual incident of abuse—followed by a 

“honeymoon phase” where the abuser is apologetic, even 

romantic, promising the abuse will not happen again. 

Soon after, the tension builds again, and the cycle repeats 

indefinitely. The Cycle of Abuse was first introduced in 

1979 and suggests that there are four phases of abusive 

behavior  

An appreciation of the cycle of abuse (figure 2) is essen-

tial to understanding the nature of domestic violence and 

can help to devise appropriate intervention [13]. 

4.1 The First Phase: Tension Building 

The cycle begins with tension building, creating fear in 

the victim. This tension might come from stress related to 

everyday events like work, family conflict or financial 

problems. It could also come from bigger events like ill-

ness and catastrophic events [13]. It’s important to note 

that most people can cope with stressors like these with-

out taking it out on others. 

Victims might try to placate the abuser and avoid the next 

phase of violence by becoming submissive or extra help-

ful. Other victims might try to provoke the abuser into the 

violence they both know is coming; this can be a survival 

strategy to lessen the impact of the abuse, have control of 

where and when it happens or just to “get it over 

with” [13]. 

4.2 The Second Phase: Incident 

This involves the abuser perpetrating physical, verbal, 

emotional or psychological abuse such as hitting, slap-

ping, strangling, belittling, name-calling, screaming or 

yelling, and threatening [13]. 

4.3 The Third Phase: Reconciliation 

The third phase of the Cycle of Abuse is the 

“reconciliation” phase, which could also be called “the 

excuse stage.” During this phase, the abuser might apolo-

gize for their behavior, try to excuse it (“I’m just stressed 

because of work.”) or blame it on the victim and falsely 

put the impetus on the victim to avoid it happening again 

[13]. 

Yusuf et al., Pan African Journal of Life Sciences (2025): 9(2): 463-476 
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4.4  The Fourth Phase: Calm 

At this phase, the incident has been forgiven and, for a 

while, things seem back to normal or even better than 

before. Survivors sometimes refer to this as "the honey-

moon stage" [13]. Sometimes abusers will use love-

bombing to “make up for” the abuse. 

However, the calmness of this phase may not last. Even-

tually, tension begins to build again. The abuser’s apolo-

gies and promises become insincere or vanish entirely. 

Before long, another abusive incident occurs [13]. 

 

5.0 THE POWER AND CONTROL WHEEL 

The Power and Control Wheel (figure 3) was created by 

the Domestic Abuse Intervention Project (DAIP) in Du-

luth, MN as part of their curricula for groups supporting 

victims of domestic violence and educating abusers, 

known as “The Duluth Model”. DAIP identified eight of 

the most universal tactics abusers use to control their vic-

tims [24]. Seeking to develop a more detailed and nu-

anced model than the Cycle of Abuse, DAIP kept the idea 

of a circle, but removed the arrows that indicated any par-

ticular order. The idea was to show how any of these tac-

tics, in any combination, can be used to implement the 

central tenets of domestic violence: power and control 

[14].  

5.1 Dynamics of Abuse 

Family and domestic violence can be perpetrated vertical-

ly or horizontally [15]. These are described as follows: 

Vertical abuse refers to abuse of power, control, or au-

thority exerted by someone in a position of dominance or 

superiority over another person, often in a hierarchical 

setting [16]. This can include: 

- Domestic violence or abuse by a parent or caregiver 

[16]. 

Horizontal abuse, on the other hand, refers to abuse that 

occurs between individuals who are equals, such as [17]: 

- Peer-to-peer bullying or harassment 

- Dating violence or abuse 

- Abuse between siblings or friends [17]. 

It is important to note that both vertical and horizontal 

abuse can have serious effects on the victim, and both are 

never acceptable. 

 

6.0 TYPES OF ABUSE 

Domestic violence can be physical, sexual, emotional, 

economic, psychological, or technological actions or 

threats of actions or other patterns of coercive behavior 

that influence another person within a relationship [2, 

18]. 

6.1 Physical Abuse  

This is one of the most common types of domestic vio-

lence. It can take several forms, and may involve: Grab-

bing, pushing, slapping, shoving, hitting, stabbing, burn-

ing, or biting. 

6.2 Sexual Abuse 

Sexual assault and rape are prevalent and sinister types of 

domestic violence in intimate relationships. Approxi-

mately 1.5 million women experience rape within their 

relationships every year [19]. 

It also involves coercing or attempting to coerce any sex-

ual contact or behavior without consent. Sexual abuse 

includes, but is certainly not limited to, marital rape, at-

tacks on sexual parts of the body, forcing sex after physi-

cal violence has occurred, or treating one in a sexually 

demeaning manner [1]. 

6.3 Emotional Abuse  

Emotional abuse is a type of domestic violence that uses 

words and actions to berate, embarrass, or otherwise tear 

down the self-esteem of another person [20]. This abuse 

targets the emotional and psychological well-being of a 

Figure 3. The Power and Control Wheel [24]. 

The eight tactics of the original Power and Control Wheel are “Coercion & Threats”, 

“Intimidation”, “Emotional Abuse”, “Isolation”, “Minimizing, Denying, & Blaming”, 

“Using Children, “Economic Abuse”, and “Male Privilege”. These are all reinforced by 

“Physical & Sexual Violence” [14].    
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person.  

Examples of emotional abuse include [20]: Gaslighting; 

direct threats of physical harm to the victim; making ex-

cessive, unreasonable demands; invalidating the victim's 

feelings; constant criticism and name-calling; and threat-

ening self-harm to manipulate the victim. 

6.4 Financial/Economic Abuse  

Financial abuse is a type of domestic violence in which 

an abuser wields their influence over the economic re-

sources in the relationship as a means to oppress their 

victim. This may appear as limiting or denying the victim 

access to funds. It may also be found where the victim is 

kept on an allowance or denied any opinion on how fi-

nances are dispersed [20]. 

The abuser may also take away the victim’s ability to 

earn money. They might prevent their victim from work-

ing or orchestrate a victim’s loss of employment by sabo-

taging them at work. Older people are particularly vul-

nerable to this form of abuse. They are frequent victims 

of abusers who use their money without their knowledge 

or authorization. Older people may also have their signa-

tures forged, funds misappropriated from their pensions, 

or even have a joint signatory abuse access to their ac-

count [21]. 

6.5 Isolation  

Isolation is a unique type of domestic violence that can 

involve the actions of both the abuser and the abused. 

Abusers seek to control their victims, where people who 

are abused may limit their social contact to avoid having 

their abuse noticed by others [20]. 

One way for an abuser to maintain control over their 

partner is to keep them away from family, friends, or col-

leagues who may attempt to offer advice or protection 

against their victimizer.  Abusers often control who their 

victims can socialize with, which leaves the individual 

socially isolated. This ensures that their primary source 

of contact and support is their abusive partner. 

6.6 Neglect and acts of omission 

This includes: 

• Failure to provide or allow access to food, shelter, 

clothing, personal or medical care [20]. 

• Failure to administer medication as prescribed 

• Refusal of access to visitors 

• Failure to provide educational, social and recreation-

al needs 

• Preventing the person from making their own deci-

sions 

• Preventing access to glasses, hearing aids, dentures, 

etc. 

• Failure to ensure privacy and dignity 

6.6 Stalking  

Stalking is the persistent and unwanted pursuit of another 

person [20]. This pursuit will typically lead the person on 

the receiving end to fear physical harm or death to them-

selves, their family, or other loved ones. 

It includes terrorizing behavior like: Watching the victim 

from a distance, breaking into the victim’s home, reading 

their mail, following the victims through daily activities 

and violating restraining orders against being near the 

victim 

6.7 Technological Abuse 

An act or pattern of behavior that is intended to harm, 

threaten, control, stalk, harass, impersonate, exploit, ex-

tort, or monitor another person that occurs using any 

form of technology, including but not limited to: internet 

enabled devices, online spaces and platforms, computers, 

mobile devices, cameras and imaging programs, apps, 

location tracking devices, or communication technolo-

gies, or any other emerging technologies [20] 

 

7.0 CLASSIFICATION OF ABUSE 

Abuse can be classified as: Child abuse, intimate partner 

violence or elder abuse. Others are: Abuse of vulnerable 

adults, and homicide. 

7.1 Child Abuse 

Child abuse is the maltreatment of children under 18 

years of age [22]. It includes all types of physical and/or 

emotional ill-treatment, sexual abuse, neglect, negligence 

and commercial or other exploitation, which results in 

actual or potential harm to the child’s health, survival, 

development, or dignity in the context of a relationship 

of responsibility, trust, or power [22]. 

Child maltreatment is a global problem with serious life-

long consequences. Despite recent national surveys in 

several low- and middle-income countries, data from 

many countries are still lacking [22]. 

7.1.1 Epidemiology 
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International studies reveal that nearly 3 in 4 children 

aged 2-4 years regularly suffer physical punishment and/

or psychological violence at the hands of parents and 

caregivers, and 1 in 5 women and 1 in 13 men report 

having been sexually abused as a child. One hundred 

twenty million girls and young women under 20 years of 

age have suffered some form of forced sexual contact 

[22]. 

Every year, there are an estimated 40,150 homicide 

deaths in children under 18 years of age, some of which 

are likely due to child maltreatment [22]. In armed con-

flict and refugee settings, girls are particularly vulnerable 

to sexual violence, exploitation and abuse by combatants, 

security forces, members of their communities, aid work-

ers others [22]. In a systematic review of studies con-

ducted in seven countries in sub-Saharan Africa the pro-

portion of women shouting at children was 72%. This 

ranged from 49.2% in Chad to 84.2% in Benin. The pro-

portion of women striking children was 52.5% and this 

ranged from 37.1% in Chad to 63.8% in Benin [23]. A 

South African study reported lifetime rates of 34% for 

physical abuse, 16% for emotional abuse and 20% for 

sexual abuse amongst 15–17-year-olds [24]. In a cross-

sectional study among 129 working parents in Samaru, 

Zaria, the prevalence of child abuse among working-

class parents was 42.6% [25]. In a study in Mushin, La-

gos, South Western Nigeria, among 398 adolescents aged 

10–19 years, the prevalence of child sexual abuse was 

25.7% [26]. Perpetrators were mostly boyfriends (31.2%) 

and neighbours (16.1%). Intra-familial abuse occurred in 

7.5% of cases. Only 34.4% of cases ever disclosed the 

abuse [26]. 

7.1.2 Risk factors 

In a retrospective cross-sectional study derived from the 

Egyptian Demographic and Health Survey involving 

19,474 women aged 15-49 years, identified determinants 

of child abuse were: younger age of the mother, male 

sex, father’s lower education, poverty, residence in urban 

areas, younger children, and residence in households 

with 3 - 5 children [27]. 

Evidence from a review using the DHS conducted in sev-

en countries in sub-Saharan Africa between 2013 and 

2020 revealed that the odds of women striking their chil-

dren were higher for those with children aged 10–14, 

women with primary education, cohabiting women, and 

women who had experienced intimate partner violence 

[23]. 

In Swaziland, Southern Africa, factors identified include: 

maternal death before age 13; having lived with three or 

more families during their childhood; and having experi-

enced emotional abuse before age 13 [28]. 

In Zaria, Nigeria, educational level, nature of family, 

number of children and family size were statistically sig-

nificantly associated with child physical abuse [25]. 

7.1.2.1 Child factors [22] 

This include being either under four years old or an ado-

lescent; being unwanted, or failing to fulfill the expecta-

tions of parents, having special needs, and having an in-

tellectual disability or neurological disorder. 

7.1.2.2 Parent or caregiver factors 

Characteristics of a parent or caregiver that may increase 

the risk of child maltreatment include: difficulty bonding 

with a newborn; having been maltreated themselves as a 

child; lacking awareness of child development or having 

unrealistic expectations; misusing alcohol or drugs, in-

cluding during pregnancy; having a mental or neurologi-

cal disorder; and experiencing financial difficulties [22].  

7.1.2.3 Relationship factors 

Family breakdown or violence between other family 

members; being isolated in the community or lacking a 

support network; and breakdown of support in child rear-

ing from the extended family [22]. 

7.1.2.4 Community and societal factors 

Gender and social inequality; easy availability of alcohol 

and drugs; inadequate policies and programmes to pre-

vent child maltreatment, child pornography, child prosti-

tution and child labour; and social and cultural norms 

that promote or glorify violence towards others [22]. 

7.1.3 Consequences of child abuse 

The consequences of child abuse have been reported in 

various studies. In Swaziland, childhood physical abuse 

was significantly associated with a greater likelihood of 

ever feeling depressed, experiencing suicidal ideation, 

attempting suicide, having a sexually transmitted infec-

tion, having difficulty sleeping, and alcohol usage [45]. 

A case report in Southwestern Nigeria revealed severe 

malnutrition, human immunodeficiency virus infection, 

and gross underachievement of educational goals as con-

sequences [29]. 

Other consequences of child abuse are: Child perpetrat-

ing violence in future; mental disorders e.g., depression 
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and anxiety disorders; high-risk sexual behaviours; unin-

tended pregnancy and gynaecological disorders; smok-

ing, alcohol and drug misuse; injuries; sexually transmit-

ted infections (STIs) including HIV infection; and affec-

tation of cognitive and academic performance [22]. 

7.1.4 Prevention and control of child abuse 

Parent and caregiver support: Information and skill-

building sessions to support the development of nurtur-

ing, non-violent parenting delivered by nurses, social 

workers, or trained lay workers through a series of home 

visits or in a community setting. 

Education and life skills approaches include increasing 

enrolment in quality education to equip children with the 

knowledge, skills, and experiences that foster resilience 

and reduce risk factors for violence; implementing pro-

grammes that prevent sexual abuse by raising awareness 

and teaching children and adolescents about consent, 

avoidance strategies, and how to seek help and support; 

and introducing interventions that promote a favorable 

school climate, ensure a violence-free environment, and 

strengthen relationships among students, teachers, and 

administrators." 

Norms and values approaches: Programmes to transform 

restrictive and harmful gender and social norms around 

child-rearing, child discipline and gender equality and 

promote the nurturing role of fathers. 

Implementation and enforcement of laws: laws to prohib-

it violent punishment and to protect children from sexual 

abuse and exploitation. 

Response and support services: Early case recognition 

coupled with ongoing care of child victims and families 

to help reduce the recurrence of maltreatment and lessen 

its consequences. 

To maximize the effects of prevention and care, WHO 

recommends delivering interventions as part of a four-

step public health approach. This approach involves de-

fining the problem, identifying causes and risk factors, 

designing and testing interventions to minimize these risk 

factors, and disseminating information about the effec-

tiveness of interventions while scaling up those proven to 

be effective [22]. 

7.2 Intimate Partner Violence (IPV) 

IPV is defined as any behavior within an intimate rela-

tionship (married, unmarried, and live-in) that causes 

physical, psychological, or sexual harm to those in that 

relationship [30]. This definition encompasses physical, 

sexual, and psychological aggression/abuse or control-

ling behavior of any kind. IPV is limited to acts of ag-

gression between intimate partners [31]. 

7.2.1 Epidemiology 

One in three ever-partnered women worldwide has expe-

rienced physical and/or sexual violence by an intimate 

partner. Of these women, 42% sustained immediate 

physical injuries, and 13% were fatally injured [32]. 

In a global study, the pooled prevalence of IPV was 31% 

(95% CI: 22, 40). Subgroup analysis based on region 

showed that the highest prevalence of IPV was in devel-

oping regions (33, 95% CI: 23.0, 43.0) compared to de-

veloped regions (14, 95% CI: 11.0, 17.0). Subgroup anal-

ysis based on country showed that Uganda had the high-

est prevalence of IPV, 68% (95% CI: 62.0, 72.0), and the 

lowest was in the USA, 10% (95% CI: 7.0, 15.0) [33]. In 

Ghana, 34% of respondents had experienced IPV in the 

past year, with emotional violence (24.6%) being the 

most typical type [34]. 

Previous studies from Nigeria have shown the prevalence 

of IPV to range from 31 to 61% for psychological/

emotional violence, 20 to 31% for sexual violence, and 7 

to 31% for physical violence [35]. Furthermore, studies 

conducted in different regions in Nigeria have reported 

the prevalence of IPV ranging from 42% in the North 

[36]. 

7.2.2 Risk Factors for Intimate Partner Violence 

7.2.2.1 Individual risk factors 

These include: low self-esteem; low income; low aca-

demic achievement; young age; aggressive or delinquent 

behavior as a youth; heavy alcohol and drug use; prior 

history of being physically abusive; unemployment; be-

lief in strict gender roles (e.g., male dominance and ag-

gression in relationships); desire for power and control in 

relationships; and history of experiencing poor parenting 

as a child [37]. 

7.2.2.2 Relationship factors 

Marital conflict-fight; dominance and control of the rela-

tionship by one partner over the other, economic stress 

and unhealthy family relationships and interactions. 

7.2.2.3 Community Factors and Societal Factors 

Contributing factors include poverty and its associated 

conditions, such as overcrowding; low social capital 

marked by a lack of institutions, relationships, norms that 

guide positive social interactions within communities, 
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gender norms dictates that women should remain at 

home, refrain from entering the workforce, and be sub-

missive, while men are expected to support the family 

and make decisions [37].  

7.2.3 Classification of IPV 

Based on the Severity of Violence [31], IPV is classified 

as: 

Level I abuse: pushing, shoving, grabbing, throwing ob-

jects to intimidation or damage to property, and pets. 

Level II abuse: kicking, biting, and slapping. 

Level III: use of a weapon, choking, or attempt to stran-

gulate. 

7.2.4 Consequences of Intimate Partner Abuse  

Domestic violence could result in varying consequences 

as shown by various studies.  

Health consequences:  IPV may result in injuries ranging 

from bruises and fractures to chronic disabilities, such as 

partial or total loss of hearing or vision, and burns may 

lead to disfigurement. 

 Violence during pregnancy results in a risk to the health 

of both the mother and the unborn fetus. Sexual assaults 

and rape can lead to unwanted pregnancies, and the dan-

gerous complications that follow from resorting to illegal 

abortions [38].  

Women in violent situations are less able to use contra-

ception or negotiate safer sex, and therefore, run a high 

risk of contracting sexually transmitted diseases and 

HIV/AIDS. Furthermore, the victims have a high inci-

dence of stress and stress-related illnesses [31]. 

Impact on children: Children who have witnessed vio-

lence or have themselves been victims may find difficul-

ty in forming trusting bonds, may learn violence as a le-

gitimate means of resolving conflicts, and may end up 

accepting violence more easily than others. 

Socioeconomic costs of violence: it includes the direct 

and the indirect costs of the medical, legal, and commu-

nity system involved in prevention, detection, and man-

agement of IPV [31]. 

7.2.5 Control IPV 

Firstly, appropriate medical care should be provided, 

which may include a referral to the emergency depart-

ment if medically indicated. A high index of suspicion 

should be maintained for suspected cases to enable fur-

ther investigations. Behavioral and cognitive-behavioral 

therapy (CBT) may also benefit [39, 40]. These can be 

individual therapy, group CBT, or couple therapy. 

Physicians should be familiar with the Family Service 

Centres (FSCs) in the neighbourhood so that victims of 

intimate partner violence (IPV) can be referred promptly. 

Medical practitioners may notify the police if there is 

evidence of grievous hurt or a high risk of imminent IPV 

that could lead to serious injury or death. 

To ensure the victim's safety, it is recommended that the 

physician and social worker develop a safety plan to pro-

vide ongoing support for the victim and other vulnerable 

family members [40]. Other management approaches 

will depend on the underlying cause. 

7.3 Elder Abuse 

The abuse of older people, also known as elder abuse, is 

a single or repeated act, or lack of appropriate action, 

occurring within any relationship where there is an ex-

pectation of trust, which causes harm or distress to an 

older person [41]. This type of violence constitutes a vio-

lation of human rights and includes physical, sexual, psy-

chological and emotional abuse; financial and material 

abuse; abandonment; neglect; and severe loss of dignity 

and respect [41].  

7.3.1 Epidemiology 

Abuse of older people is a significant public health prob-

lem. A 2017 review of 52 studies in 28 countries from 

diverse regions estimated that over the past year 1 in 6 

people (15.7%) aged 60 years and older were subjected 

to some form of abuse [42]. A review of recent studies 

on abuse of older people in institutional settings indicates 

that 64.2% of staff reported perpetrating some form of 

abuse in the past year [43]. 

Using data from the United Nations Population Fund sur-

vey, a study among 1,435 elderly revealed that about 

35% of the elderly in Maharashtra, India had faced any 

abuse [44]. The percentage of elderly who faced verbal 

abuse (30.1%) was highest, followed by economic abuse 

(22.5%) and physical abuse (18.0%) [66]. Neighbors 

(56.1%), sons (43.1%), relatives (38.6%), and daugh-

ter‑in‑law (31.9%) were involved in the majority of the 

abuse cases [44]. Neighbors (56.1%), sons (43.1%), rela-

tives (38.6%), and daughter‑in‑law (31.9%) were in-

volved in the majority of the abuse cases. 

A study in Lagos Nigeria, revealed that the prevalence of 

elder abuse was 22.8% in the last 12 months [45]. The 

prevalence was higher among the urban (29.6%) than the  
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rural respondents (16%). Psychological abuse was the 

most prevalent form of elder abuse: urban (25.6%); rural 

(8.8%). In Nassarawa, Nigeria, most of the respondents 

(93.7%) experienced elder abuse, 75.8% reported the 

experience of psychological abuse, 56.2% experienced 

physical abuse, 55.5% experienced financial exploitation 

and 30.6% reported the experience of sexual abuse [46]. 

7.3.2 Risk Factors for Elder Abuse 

 Individual characteristic. This includes: Functional 

dependence/disability poor physical health, cognitive 

impairment, poor mental health, and low income 

[41]. 

 Factors due to relationships: The type of relationship 

(e.g., spouse/partner or child/parent)  

 Community- and societal-level factors: Ageism 

against older people; certain cultural norms (e.g., 

normalization of violence); and absence of social 

support [47]. 

7.3.3 Consequences of Elder Abuse 

Abuse of older people can have serious physical and 

mental health, financial, and social consequences. A sys-

tematic review revealed that the effects of elder abuse 

range from premature mortality to increased health-care 

consumption and various forms of physical and psycho-

logical symptoms [70]. Other consequences are physical 

injuries, premature mortality, depression, cognitive de-

cline, financial devastation, and placement in nursing 

homes. For older people, the consequences of abuse can 

be especially serious, and recovery may take longer [47]. 

7.3.4 Control of Elder Abuse 

Strategies considered most promising include: 

Caregiver interventions, which provide services to re-

lieve the burden of caregiving; 

Money management programmes for older adults vulner-

able to financial exploitation 

Helplines and emergency shelters 

Multi-disciplinary teams, as the responses required often 

cut across many systems, including criminal justice, 

health care, mental health care, adult protective services, 

and long-term care [47]. 

 

8.0 GENERAL MANAGEMENT OF FAMILY AND 

DOMESTIC VIOLENCE 

This can be done through primordial, primary, secondary 

and tertiary approaches. 

8.1 Primordial Control 

Proper education would help empower the child by im-

proving knowledge on FDV and its effects, providing 

education and skills for job opportunities, and promoting 

sustainability and avoiding dependence. 

8.2 Primary control 

8.2.1 Awareness and health education 

Strengths of Raising Awareness and Changing Norms 

[48]: 

 It helps family members better understand how and 

why family violence happens and how it affects the 

family and community. 

 It creates a vehicle for establishing new norms about 

family violence and how it can be prevented. 

 It brings the dialogue about violence in the home into 

public consciousness. 

 It addresses the denial and isolation that often sur-

round family violence. 

8.2.2 Counselling 

Initial assessment of the potential for violence in a rela-

tionship can be supplemented by standardized interviews 

and questionnaires that have been reliable and valid. This 

aids in exploring violence more systematically [49].  

Counselling for Offenders: The main goal of counselling 

for offenders of FDV is to minimize the offender’s risk 

of future violence, whether within the same relationship 

or a new one. Treatment for offenders should emphasize 

minimizing risk to the victim and should be modified 

depending on the offender’s history and risk of re-

offending. Most offenders' treatment is conducted in a 

group setting with groups not exceeding 12 participants. 

Groups are also standardized to be gender specific [49]. 

8.2.3 Community involvement 

This will help to widen the knowledge and bring about 

attitudinal change within the community. Likewise, soci-

ocultural practices that favour abuse are condemned and 

jointly avoided within the community as a whole. 

8.3 Secondary Control 

Early Screening, diagnosis and treatment [50] 

 Entry into the health care represents an opportunity 

for the detection of domestic violence and referral to 

appropriate community resources.  
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 Biopsychosocial assessment of the patient  

 Assess for the presence of co-morbid conditions 

 Multidisciplinary Approach 

 ACUTE treatment for injuries and long-term man-

agement of sequelae 

 Patient-Centred care management  

Screen for FDV using a standardized tool, these include. 

These include the HITS (Hurt, Insulted, Threatened and 

Harm) screening tool for domestic violence [51]; the 

STaT screening tool [52]; the Woman Abuse Screening 

tool [53]; the Partner Violence Screen [54]; and the Pa-

tient Health Questionnaire (PHQ, to assess for complica-

tions like depression) [55]. 

8.4 Tertiary Control 

• Rehabilitative care: This can involve the use of tools 

such as the equality wheel and other positive wheels 

• Connecting to Services 

8.4.1 Support Services 

• Domestic and sexual violence response team, Lagos 

state (DSVRT). 

• Women at Risk International Foundation. 

• Cece Yara Foundation Child Advocacy Center 

• Project Alert 

• Ministry of Women Affairs at the State and Federal 

levels 

• WACOL - Women Aid Collective (WACOL). 

 

8.5 The Equality Wheel. 

Along with the many variations on Power and Control 

Wheels showing the negative aspects of an abusive rela-

tionship, DAIP also created the Equality Wheel (figure 

4), to show the dynamics of a healthy relationship [14]. 

Each wedge of the Equality Wheel has a corresponding 

wedge of the Power and Control Wheel with the opposite 

quality. “Intimidation” on the Power and Control Wheel 

correlates to its counterpart “Non-Threatening Behavior” 

on the Equality Wheel. “Emotional Abuse” is contrasted 

with “Respect”, “Isolation” with “Trust and Support”, 

“Minimizing, Denying, & Blaming” with “Honesty & 

Accountability”, “Using Children” with “Responsible 

Parenting”. They juxtaposed “Male Privilege” with 

“Shared Responsibility”, “Economic Abuse” with 

“Economic Partnership”, “Coercion & Threats” with 

“Negotiation & Fairness”, and, of course, in the encir-

cling black rim, “Violence” with “Nonviolence”. This 

shows changes abusers could make to achieve a positive, 

abuse-free relationship [14]. 

8.6 Role of the health sector 

While preventing and responding to FDV requires a mul-

ti-sectoral approach, the health sector has an important 

role. The health sector can [56]: 

 Advocate to make FDV unacceptable and for such 

violence to be addressed as a public health problem. 

 Provide comprehensive services, sensitize, and train 

health care providers to respond holistically and em-

pathetically to survivors' needs. 

 Prevent recurrence of violence through early identifi-

cation of victims who are experiencing violence and 

providing appropriate referral and support, 

 Promote egalitarian gender norms as part of life 

skills and comprehensive sexuality education curric-

ula taught to young people. 

 Generate evidence through research [51]. 

 

9.0 ROLE OF THE FAMILY IN SOLVING FAMILY 

AND DOMESTIC VIOLENCE 

Behaviour is influenced during childhood and adolescence 

through family bonds [52]. The general pattern of antisocial 

behaviour is passed from parents to their children. Because the 

children’s antisocial tendencies persist throughout the lifespan, 

this affects the probability that they will engage in violence.  
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“Hence, the most logical place to begin prevention of family 

and domestic violence is the family [57]. 

The family can play a crucial role in solving domestic 

violence by: 

1. Providing emotional support and belief to the survivor 

2. Encouraging the survivor to seek help and resources 

3. Holding the abuser accountable for their actions 

4. Offering a safe and supportive environment for the 

survivor 

5. Helping to develop a safety plan for the survivor 

6. Reporting incidents of domestic violence to authorities 

7. Encouraging counseling and therapy for both the sur-

vivor and the abuser 

8. Breaking the cycle of violence by teaching healthy 

relationship skills to children 

9. Providing practical help, such as childcare or financial 

assistance 

10. Being patient and understanding, recognizing that 

leaving an abusive relationship can be a difficult and 

complex process [57, 58]. 

 

10.0 CONCLUSION 

FDV is a serious and widely prevalent problem that is 

usually underrecognized. It puts the victim at risk for 

physical and psychological harm and drains the limited 

resources of a developing country such as ours. The 

problem is compounded by various cultural, political, 

legal, and economic factors of FDV. There is a need to 

sensitize the community, especially the family. The med-

ical system should also enable prevention, early screen-

ing, intervention, rehabilitation, and linkage to necessary 

resources. 

11.0 RECOMMENDATIONS 

Based on the findings from different studies above, the 

following recommendations are made: 

To the Health Care Facility 

Awareness creation: Health care workers need to intensi-

fy their awareness campaigns to control FDV. This can 

be done by intensifying activities such as health talks and 

seminars. 

Education and Counselling: This should include couple 

or individual counselling, and family conferences. 

Training of health care workers: Proper training and re-

training of health care workers should ensure appropriate 

skills in managing FDV. 

Effective screening: This could result in early identifica-

tion of abuse, a reduction of its negative effects and the 

need for extensive treatment 

Data collection for monitoring and evaluation: Data on 

FDV should be collected through routinely reported data 

from all facilities or sentinel sites, population-based sur-

veys, and observations on cohorts of people such as preg-

nant women, people living with HIV, the elderly, and 

children, among others. 

To the Patients and General Public 

The general public must know ways to prevent and con-

trol FDV.  

Efforts by non-governmental organizations should be 

intensified. This will help to buttress government efforts 

towards the control of FDV. 

To the Government   

Implementation of Policies: The government must devel-

op equity-oriented policies and targeted interventions to 

control FDV. 

The national policies on FDV need to be sensitive to di-

verse cultural attitudes. This may enhance communica-

tion and the likelihood that patients will accept 

healthcare providers’ recommendations 

Access to affordable treatment: To prevent complica-

tions, access to affordable diagnosis and appropriate care 

must be improved. Proper facilities in health care institu-

tions to diagnose, monitor, and treat affected persons 

when needed should be prioritized. 
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