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Victimization Perceived and Experienced by Teens in an
Abusive Dating Relationship: The Need to Tear down
Social Myths
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Abstract: The phenomenon of adolescent dating violence is a social health problem that affects
thousands of people in different contexts and parts of the world. To date, much of the work that
has focused on analysing this phenomenon has tended to study it from the perspective of victim-
ized adolescent girls, considering that gender violence predominates in violent pair relationships.
Nonetheless, there is a growing body of evidence that the victimization of adolescent boys is a reality.
Thus, mutual violence between boys and girls is increasingly prevalent. Given this context, the
present study’s objective was to analyse and compare the victimization profile of a sample of female
and male adolescents, taking into account the variables most commonly associated with victimization
in these abusive relationships (perceived violence suffered, perceived severity, sexism, and moral
disengagement). With this objective, different instruments were administered (CUVINO, Scale of
Detection of Sexism Adolescents (DSA), and Mechanism of Moral Disengagement Scale (MMDS)).
Data analysis based on the construction of a multiple linear regression model confirmed that the boys
and girls in the sample revealed having suffered violence from their partners to a different degree. It
is evident that the victimization profile of the two sexes is different. Thus, boys show less perception
of severity, more sexism, and greater use of certain moral disengagement mechanisms than girls.
These results reveal the need to tear down social myths and construct prevention programs that take
into account different victimization profiles.

Keywords: teen dating violence; male victimization; female victimization; moral disengagement; sexism

1. Introduction

Dating violence is one of the most common types of abuse among adolescents and
young adults. These aggressions between dating couples begin at a very young age and
can continue throughout life with different partners and relationships [1]. Thus, this
phenomenon has been pointed to as one of the main factors associated with increased risks
of abuse in adults [2].

The seriousness of the phenomenon has led to its global consideration as a social
health problem of the first order and has encouraged the creation of various resources
and programs for the care of victims, especially women. This fact highlights the general
tendency to associate violence in pair relationships with the victimization of women.
Gender violence based on control, abuse, and the development of asymmetric relationships
is highly frequent throughout the world [3]. It has been pointed out that boys tend to show
greater acceptance of violence within the couple [4], making it more likely that they become
aggressors [5]. Nonetheless, neither the definition of adolescent dating violence nor that of
violence in intimate relationships between adults is limited to gender violence.

The World Health Organization [6] and the Center for Disease Control and Preven-
tion [7] establish violence in intimate relationships as being any conduct that causes the
victim physical, psychological, or sexual harm, regardless of sex, gender, or the direction
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of aggressions [8]. With this, either member of the couple could in principle play the role
of both victim and aggressor [9]. Evidence of male victimization in pair relationships has
been found since the mid-1970s [10]. More recently, studies such as those of [11–15] have
revealed victimization and bidirectional violence within the couple and a growing propor-
tion of male victims [16], giving rise to different profiles of victimization and aggression in
sentimental relationships.

There has been less research on male victimization than has been directed towards
women. Some studies have pointed out, however, that men and women suffer similar
attacks. For example, research conducted by the Spanish Government on violence in
adolescent couples in 2015 revealed that both boys and girls tend to accept a certain degree
of control by their partner [17], and this is also a common fact among adult couples [18,19].
Psychologists specialized in caring for adolescent girls victimized in a dating relationship
point out that these young women often recognize that they perpetrate or have perpetrated
aggression (especially control) towards their partners, largely copying the type of behaviour
that boys display towards them [20].

However, control is not the only violent behaviour committed by female aggressors. It
has been noted that girls’ acceptance of violence is related to their own physical aggression
towards their partners [21]. In a study carried out by Hines and Douglas [19], 77.5% of
the sample of men reported having suffered minor physical attacks by their partner in
the previous year, while 35.1% claimed to have suffered serious injuries. Recent studies
have confirmed the presence of male victims of physical violence, but in different propor-
tions [22,23]. Likewise, various works have pointed not only to the high prevalence of
psychological violence in abusive relationships but also to the reciprocity and symmetry
in the aggressions committed between men and women [18,24–27]. Similar conclusions
were revealed by other studies, such as those carried out by Sears, Byers, and Price [28],
who indicated that 35% of men and 47% of women confessed to having perpetrated psy-
chological aggression towards their partners. With respect to addressing sexual violence,
some studies have also pointed out that male victimization is a result of non-consensual
sexual assaults by their partners [19,29]. In young adult and adolescent couples, research on
male victimization and mutual aggression has been even less extensive, although various
authors have revealed its existence in different contexts and countries [30–33]. Recently,
some authors have reported similar results to those found among adult couples. Those
workers indicate the existence of up to four different profiles of victimization and aggres-
sion, as well as the presence of reciprocal violence in young couples [34]. The first of these
profiles involves low-intensity aggression towards an adolescent partner, directed at both
boys (54%) and girls (40%). This study revealed the existence of mutual aggressions of
psychological (34% girls and 33% boys) and physical (14% girls and 5% boys) types. The
last profile found comprised multiple victimizations involving various types of violence
in 8% of the cases of boys, with mutual psychological violence and sexual victimization
being more prevalent among girls (12%).

Despite the evidence that has been found, there have been few studies that have anal-
ysed the specific profile of male victimization beyond merely pointing out its existence and
the type of violence exerted or suffered. This fact further complicates the characterization
and localization of factors that explain the initiation and maintenance of abuse in the case
of boys. In contrast, the victimization of adolescent girls in this phenomenon has been
widely studied, and they have been linked to such factors as the idealized vision of love [35]
partly as a consequence of the great diffusion and consumption of audiovisual products
of popular culture (film, television, and music) from early childhood onwards. The said
ideal vision gives rise to the normalization, justification, and tolerance of aggression when
it is committed by the partner [36] such that they understand violence as a normal way of
interacting between couples, resulting in important consequences. This makes it hard for
the victim to identify the victimization itself and ask for help. At the same time, other rele-
vant factors linked to violence in adolescent couples have been noted. Examples are gender
stereotypes and ambivalent sexism [37], the use of moral disengagement mechanisms as a
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means to justify the aggressor’s conduct [38–40], the victim’s inactivity to seek help [41], a
history of domestic violence [4,42], and peer approval or personal factors such as negative
emotionality [43].

Knowledge of the victimization profile of male adolescents is essential not only for
reducing the taboo existing around the recognition and visibility of male victimization
in dating relationships [22,44,45] but also for designing adequate prevention and care
measures for not only women but also for men, resources that have up until now been
neglected [46]. In this context, the principal objective of this study was (i) to investigate the
victimization profile of adolescent boys in violent dating relationships, taking into account
some of the factors traditionally linked to victimization (perception of severity in different
types of violence, sexism, and moral disengagement); (ii) locate possible risk factors; and
(iii) compare the profile found in victimized boys with that of victimized girls of the same
age. This comparison is carried out to shed light on and help characterize male victimization
and also to improve understanding of the phenomenon of dating violence and mutual
aggression between men and women within the context of early intimate relationships.

2. Materials and Methods
2.1. Sample

The sample of this cross-sectional study comprised a total of 2577 adolescent students
between the ages of 14 and 19 (44.8% boys). Participants were selected randomly and
proportionally by a stratified sampling process in different stages. The process focused on
randomly selecting a group of students that included different educational levels. Thus, the
participants are students of lower secondary (ESO), upper secondary (Baccalaureate), and
higher education (university and professional training). These students are from different
areas of the Extremadura Region, including its two provinces (Cáceres and Badajoz), in the
southwest of Spain. The selected areas cover both urban and rural zones of the region, with
different socioeconomic characteristics and levels. Thus, approximately half of the sample
belong to families exhibiting a medium–high level of purchasing power, and the other
half exhibit a medium–low level of purchasing power. Similarly, the families had different
academic levels, with half of the parents having completed higher education (Higher Level
Education Cycles or University Studies) and the other half having completed secondary
studies (Intermediate Training Cycles or Baccalaureate Certificate) or basic education.

In each of the schools selected, the questionnaires were administered collectively from
the 3rd year of ESO to the 2nd year of Baccalaureate. The participants studying higher
education were in their first year of university or the first year of their professional training.
Their ages depended on their academic level (3rd ESO: 14–15 years; 4th ESO: 15–16 years;
1st Baccalaureate: 16–17 years; 2nd Baccalaureate: 17–18 years; university and 1st year of
professional training: 18–19 years).

2.2. Instruments

Dating Violence Questionnaire, CUVINO [47]: This questionnaire has a total of
61 items, and they are grouped into two different blocks. The first addresses the types
and incidences of violence that adolescents have received from their partners as well as
the perception of severity they have regarding abusive behaviour. There are eight modali-
ties of aggression considered for both frequency and perception of severity: detachment
(“Is a good student, but is always late at meetings, does not fulfill his/her promises, and is
irresponsible”), humiliation (“Ridicules your way of expressing yourself”), sexual (“You
feel forced to perform certain sexual acts”), coercion (Threatens to commit suicide or hurt
himself/herself if you leave him/her”), physical (“Has thrown blunt instruments at you”),
gender (“Has ridiculed or insulted women or men as a group”), emotional punishment
(“Refuses to give you support or affection as punishment”), and instrumental punishment
(“Has stolen from you”).

The first block uses a five-point anchor Likert-type scale with five anchor points
ranging from “never” to “almost always”. The reliability analysis (Cronbach’s alpha)
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obtained from the sample of this study produced values ranging from 0.66 to 0.83 for the
envisaged types. On the other hand, the perception of severity uses a five-point Likert-type
scale with 1 being “a lot” and 5 being “not at all”. The reliability for these modalities ranged
from 0.71 to 0.84.

The second block focuses on victimization and the perception teenagers have of
their characteristics as victims (duration of the relationship, attempts to break up, actual
relationship with the aggressor, etc.).

Scale of Detection of Sexism in Adolescents (Escala de Detección de Sexismo en
Adolescentes, DSA): This scale assesses the sexist attitudes that adolescents have towards
traditional gender traits and roles, including two scales—hostile sexism and benevolent
sexism [48]. Additionally, it has two secondary scales—sexist traits associated with F/M
and the ability of each sex to perform roles and functions. The scale features six Likert-
type points ranging from “totally disagree” to “totally agree”. The reliability analysis
(Cronbach’s alpha) produced a value of 0.89 for the instrument overall, 0.91 for the hostile
dimension, and 0.85 for the benevolent dimension.

Mechanisms of Moral Disengagement Scale (MMDS) [49]: This last questionnaire
has a total of 32 items. These items allow obtaining 8 partial scores: moral justification,
euphemistic language, advantageous comparison, displacement of responsibility, distortion
of responsibility, distortion of consequences, attribution of blame, and dehumanization.
The scale is a 5-anchor Likert-type scale ranging from “Strongly disagree” to “Strongly
agree”. The internal consistency of the test (Cronbach’s alpha) is 0.74, and the reliability of
the 8 mechanisms ranges between 0.72 and 0.81.

2.3. Procedure

Prior to the distribution of the questionnaires to the adolescents, both the research
objectives and the procedure, instruments, and techniques used were checked and ap-
proved by the Bioethics and Biosafety Committee of the University of Extremadura (Spain)
(Ref. 18/2017). The second step of the research study consisted in obtaining authorization
from the Regional Educational Administration, and the project and its objectives were
presented. Later, the management teams of lower and upper secondary schools were
approached to invite them to participate in the study, describing the objectives and purpose
of the study and the use of the data and ensuring the privacy and anonymity of adolescents.
The written invitation was followed by personal telephone calls to the head teacher of each
school to coordinate the collection of data covering the different levels (day and time of
data collection).

Once authorizations to enter schools had been obtained, parental approval was also
requested, considering that most participants were minors, by means of a document
describing the nature of the study, the objectives, and the mechanisms used to guarantee
the anonymity and confidentiality of the collected data. The letter was accompanied by
an authorization form that parents had to sign and send back to the school in order to
authorize the participation of their children in the study. In the case of participants of
legal age (university students or professional training), the purpose of the study and
its objectives were explained directly to them, ensuring the privacy and anonymity of
responses. Additionally, they were asked to sign an informed consent document.

After obtaining authorization, the questionnaires were distributed in hard copies and
completed by the participants. All questionnaires were completed collectively in each class
and educational level. The instructions given by the researchers were the same in every
class (anonymity was ensured, the Likert-scale was explained, the minimum time for a
relationship (about a month), etc.). Additionally, we stayed in the class while the students
filled out different questionnaires in order to clarify any possible doubts they could have.

2.4. Data Analysis

The data were analysed using statistical software package SPSS vn 24. Preliminary
analyses began with the identification of victimized adolescents. Subjects who scored 0 on

4



Healthcare 2023, 11, 1639

the CUVINO questionnaire were considered non-victims of adolescent dating violence.
Those who scored higher than 0 were considered victims and assigned to two different
victimization groups based on the frequency with which they had undergone the attacks:
those who scored less than 3 were assigned to the “Sometimes” victim of violence group,
and those with scores greater than 3 were classified as “Frequent” victims.

Secondly, the incidence of perceived violence suffered, the perception of the severity
of the violent behaviours, the degree of sexism (hostile sexism, benevolent sexism, sexist
trait, and sexist attitude), and the use of moral disengagement mechanisms (moral justifi-
cation, euphemistic language, advantageous comparison, displacement of responsibility,
distortion of consequences, attribution of blame, and dehumanization) were determined.
The descriptive statistics of the study variables were computed, and Student’s t-test was
used to compare each dimension by sex. The strength of the associations was measured
using Cramér’s V and the chi-squared test.

Finally, the variables associated with the risk of violence were analysed by means of
stepwise multiple linear regression, and these included the total score obtained with respect
to violence as the dependent variable; the sex of the victims and different dimensions of
the scales used during data acquisition (perceived severity of violent behaviour, sexism,
and moral disengagement mechanisms) were used as predictor variables.

3. Results

The preliminary analyses revealed that, of the total sample of 2577 adolescents,
1232 had suffered violence on some occasions. Of these, 1190 adolescents are classi-
fied as victims who have suffered dating violence “sometimes” (sometimes frequently
in CUVINO), and 42 perceive themselves as “frequent” victims (usually almost always in
CUVINO); thus, the number of victims decreases as the frequency of violence increases. In
both groups, the number of female adolescent victims is greater (Table 1).

Table 1. Victimized adolescents.

Sometimes Frequently Total

Male 500 18 518
Female 690 24 714

Total 1190 42 1232

The analysis of the CUVINO questionnaire, which directly asks the participants if they
have ever felt mistreated (item 45), shows that, despite the fact that boys and girls indicate
having suffered violence to a different extent, only 22 boys identify themselves as victims
of abuse, while 69 girls report having been mistreated in a dating relationship.

With respect to the types of violence suffered, male and female victims coincide in
that the most prevalent types are detachment, coercion, and emotional punishment. The
analysis of associations between the variables, as measured using the chi-squared and
Cramér’s V statistics, reveals that there is a statistically significant relationship between
the sex of the victims and coercion incidence (χ2 = 39.91; V = 0.180; p < 0.01), emotional
punishment incidence (χ2 = 38.242; V = 0.176; p < 0.001), and instrumental punishment
incidence (χ2 = 21.49; V = 0.132; p < 0.01) (Table 2). Thus, although the three most frequent
types of violence are identical in male and female victims, boys perceive a greater degree of
violence suffered in these three types of abuse.

With regard to the victims’ perception of the severity of different types of violence,
there are differences in the aggression that boys and girls consider as most serious. Specifi-
cally, boys point to physical violence severity (X = 4.10; SD = 1.19), humiliation severity
(X = 4.06; SD = 1.19), and instrumental punishment severity (X = 4.04; SD = 1.16), and girls
point to physical violence severity (X = 4.62; SD = 0.89), humiliation severity (X = 4.50;
SD = 0.79), and sexual violence severity (X = 4.49; SD = 0.84). Likewise, the analysis of
associations between the variables using the chi-squared statistic shows a statistically signif-
icant association between the perception of severity with respect to all types of violence and
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the victim’s sex. Being male or female is linked to the importance given to different types
of violence, with the latter perceiving greater severity in all types of analysed victimization.

Table 2. Statistical description of the CUVINO questionnaire.

Male Victims Female Victims
-
x SD -

x SD χ2 V

Detachment incidence 1.52 0.54 1.53 0.55 28.54 0.152
Humiliation incidence 1.25 0.38 1.23 0.38 10.73 0.093

Sexual incidence 1.23 0.44 1.19 0.40 18.79 0.124
Coercion incidence 1.43 0.46 1.39 0.53 39.91 ** 0.180 **
Physical incidence 1.13 0.35 1.1 0.27 23.55 0.138
Gender incidence 1.22 0.35 1.25 0.50 16.98 0.117

Emotional
Punishment incidence 1.41 0.55 1.31 0.51 38.242 *** 0.176 ***

Instrumental
Punishment incidence 1.11 0.37 1.05 0.20 21.49 ** 0.132 **

Detachment severity 3.61 0.97 4.35 0.71 199.00 *** 0.406 ***
Humiliation severity 4.06 1.19 4.50 0.79 223.86 *** 0.432 ***

Sexual severity 3.62 1.18 4.49 0.84 474.75 *** 0.630 ***
Coercion severity 3.62 0.97 4.25 0.81 219.14 *** 0.425 ***
Physical severity 4.10 1.19 4.62 0.89 198.33 *** 0.407 ***
Gender severity 3.62 1.18 4.41 0.84 272.73 *** 0.477 ***

Emotional
Punishment severity 3.47 1.07 4.13 0.95 149.78 *** 0.353 ***

Instrumental
Punishment severity 4.04 1.16 4.43 0.95 97.60 *** 0.286 ***

** p < 0.01; *** p < 0.001.

The results of the sexism questionnaire show differences between the degree of sexism
of male victims and female victims in the four analysed variables. Adolescent girls score
lower than boys on the four subscales, thus showing a lesser degree of sexism than boys.
This fact is especially significant in the case of hostile sexism and the attitude that the
participants show towards the capacity of men and women to carry out different roles
and social functions. In this sense, an association is found between the sex of adolescent
victims and the dimensions “hostile sexism” (χ2 = 0.37. p < 0.001) and “attitude towards
performance of roles and functions” (χ2 = 0.36; p < 0.001) (Table 3).

Table 3. Descriptive analysis sexism questionnaire.

Male Victims Female Victims
-
x SD -

x SD χ2 V

Hostile sexism 1.61 0.72 1.35 0.64 167.463 *** 0.37 ***
Benevolent sexism 2.30 0.89 2.29 0.98 59.454 0.22

Sexist traits associated
with F/M 2.10 0.78 2.07 0.84 70.725 0.24

Ability of each sex to
perform roles and functions 1.60 0.75 1.33 0.65 156.573 *** 0.36 ***

*** p < 0.001.

The analysis of the moral disengagement scale once again points to differences in the
use that boys and girls make of these mechanisms. Thus, descriptive statistics reveal that the
resources most used by boys are “moral justification” (X = 2.01; SD = 0.55), “advantageous
comparison” (X = 1.63; SD = 0.49), and “displacement of responsibility” (X = 1.59; SD = 0.46).
The victimized adolescent girls, to a greater extent, used “moral justification” (X = 1.68;
SD = 0.45), “displacement of responsibility” (X = 1.55; SD = 0.43), and “advantageous
comparison” (X = 1.44; SD = 0.38). Hence, while they use the same mechanisms, their
relative importance is different, with victimized boys also indicating a higher frequency of
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use. In sum, there is a statistically significant association between the sex of the victims and
the use of the seven moral disengagement mechanisms (Table 4).

Table 4. Descriptive analysis moral disengagement questionnaire.

Male Victims Female Victims
-
x SD -

x SD χ2 V

Moral justification 2.01 0.55 1.68 0.45 142.63 *** 0.342 ***
Euphemistic language 1.37 0.38 1.16 0.28 131.72 *** 0.329 ***

Advantageous
comparison 1.63 0.49 1.44 0.38 63.18 *** 0.228 ***

Diffusion of
responsability 1.59 0.46 1.55 0.43 16.23 ** 0.115

Distorsión of
consequences 1.42 0.37 1.28 0.29 52.829 *** 0.208 ***

Ascription of blame 1.52 0.40 1.38 0.34 58.759 *** 0.220 ***
Dehumanization 1.53 0.50 1.33 0.40 82.414 *** 0.260 ***

** p < 0.01; *** p < 0.001.

To determine whether there are differences by sex in the study’s variables, an anal-
ysis of differences was performed using Student’s t-test (Table 5). There were statis-
tically significant differences in the factors “perception of severity” (t1015.358 = −13.31;
p < 0.001), “hostile sexism” (t1072.025 = 6.39; p < 0.001), “attitude of each sex to performance
of roles” (t1040.804 = 6.42; p < 0.001), “moral justification” (t1032.755 = 12.01; p < 0.001), “eu-
phemistic language” (t894.995 = 10.44; p < 0.001), “advantageous comparison” (t1031.426 = 6.95;
p < 0.001), “ diffusion of responsibility” (t1045.414 = 2.22; p < 0.05), “distortion of conse-
quences” (t900.854 = 6.49; p < 0.001), “victim blaming” (t966.027 = 7.22; p < 0.001), and “dehu-
manization” (t962.802 = 7.77; p < 0.001).

Table 5. Analysis of mean differences.

T gl p Mean Differences

Total violence incidence 1.76 1097.543 0.08 0.03

Total perception of severity 13.31 1015.358 0.000 0.73
Hostile sexism 6.39 1072.025 0.000 0.26

Benevolent sexism 0.25 1174.757 0.79 0.01
Sexist traits associated with F/M 0.013 1179.845 0.99 0.06

Attitudes of each sex to
performance of roles 6.42 1040.804 0.000 0.30

Moral justification 12.01 1032.755 0.000 0.34
Euphemistic language 10.44 894.995 0.000 0.22

Advantageous comparison 6.95 1031.426 0.000 0.17
Diffusion of responsability 2.22 1045.414 0.02 0.06
Distorsión of consequences 6.49 900.854 0.000 0.13

Victims blaming 7.22 966.027 0.000 0.15
Dehumanization 7.77 962.802 0.000 0.21

For the factor “negative perception of severity”, the girls’ mean scores are higher than
the boys’, but for all moral disengagement mechanisms, the contrary is the case. Nonethe-
less, the calculated effect sizes for most constructs are very small (<0.20). The exceptions
are “perception of severity”, “hostile sexism”, “fitness of each sex to perform roles and
functions”, “moral justification”, “euphemistic language”, and “dehumanization” (moder-
ate effect sizes between 0.20 and 0.70). It could be considered that, although significant, the
contribution is not relevant in the rest of the variables.

Finally, stepwise multiple linear regression was used to analyse the variables that were
associated with the perceived violence suffered. The dependent variable was the perceived
violence suffered. The predictor variables were the dimensions of the administered scales
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(perception of severity with respect to the different types of violence, hostile sexism, benev-
olent sexism, sexist attitude, sexist trait, and moral disengagement mechanisms), adding
the sex of the participants and the age as control variables in order to eliminate its effect
from the model. The resultant models had no problems with respect to multicollinearity
(VIF < 5), and the percentages of variance explained ranged from 10% to 11%.

Table 6 lists the results of the two models. In Model 1, the male victims’ perceived
violence that they have suffered is predicted, to the greatest extent, by annoyance with
the “humiliation” type of violence. In Model 2, the female victims’ perceived violence that
they have suffered is predicted to the greatest extent by annoyance with the “instrumental
punishment” type of violence (Table 6).

Table 6. Linear regression.

Model 1: Male Model 2: Female

R R2 F R R2 F

1 Hostile sexism 0.205 *** 0.042 0.040 21.455 1 Instrumental
violence severity −0.221 *** 0.049 0.047 34.847

2
Hostile sexism 0.177 ***

0.068 0.065 17.864 2

Instrumental
violence severity −0.211 ***

0.084 0.081 31.137
Negative emotions 0.164 *** Negative emotions 0.188 ***

3

Hostile sexism 0.148 ***

0.079 0.073 13.863 3

Instrumental
violence severity −0.340 ***

0.098 0.094 24.583Negative emotions 0.166 *** Negative emotions −191 ***

Instrumental
violence severity −0.106 * Detachment

severity 0.176 ***

4

Hostile sexism 0.162 ***

0.092 0.085 12.302 4

Instrumental
violence severity −0.340 ***

0.11 0.105 20.915
Negative emotions 0.158 *** Negative emotions 0.161 ***

Instrumental
violence severity −0.236 *** Detachment

severity 0.184 ***

Detachment
severity 0.177 *** Moral justification 0.114 **

5

Hostile sexism 0.163 ***

0.11 0.096 11.327

Negative emotions 0.157 ***

Instrumental
violence severity −0.138 *

Detachment
severity 0.295 ***

Humiliation
severity −0.232 **

6

Hostile sexism 0.172 ***

0.12 0.104 10.424

Negative emotions 0.153 ***

Instrumental
violence severity −0.170 *

Detachment
severity 0.242 **

Humiliation
severity −0.339 ***

Coercion severity 0.209 *

* p < 0.05; ** p < 0.01; *** p < 0.001.
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4. Discussion

The results found in this study reveal the high presence of victimization in adolescent
dating relationships, with both boys and girls being subjected to victimization. Thus, it
was observed that the violence suffered in the first dating relationship, far from being
confined to women, equally affects young men. Adolescent boys suffer abuse in their
romantic relationships both sporadically and frequently, similarly to what was found in
relation to female victimization. This fact seems to point to the high prevalence of mutual
violence in abusive relationships, following the same pattern as found in recent research
with adults [50]. With this, victimization in adolescent dating would not only be one of the
main factors that predict violence between adult couples but would also be one of the main
predictors of reciprocal violence in such relationships.

In contrast, the results reveal that boys show a lower degree of perception of severity
than girls in all the types of analysed violence. While the girls perceive violence as serious,
the boys show less rejection of abuse, downplaying violent behaviour to a certain extent. In
relation to this, various studies [51,52] have shown that men who tend to accept violence
are those who also tend to commit more acts of abuse towards their partner, thus adopting
the role of the aggressor more easily. Nonetheless, this acceptance of dating violence could
also cause boys, even when they are the ones who suffer from this type of violent behaviour,
to view it as less important.

Based on the above, there is a fundamental difference between adolescent boys and
girls victimized in a relationship. While girls normalize the violence perpetrated by their
partners as being a result of factors such as the idealization of love [53] or the presence
of latent benevolent sexism [37], they continue to be aware of the seriousness of the
abuses even when they have normalized them [54]. With this, it is possible that prevention
campaigns and public health interventions that are focused on the empowerment of women
and on the modification of the structural environment of women [55], by highlighting the
undesirability of violence, have had a positive effect on pair relationships. They seem to
have failed, however, to get young women to identify their own victimization, ultimately
prolonging the maintenance of violence in dating [56].

Boys may also accept violence, but for different reasons. In this sense, various authors
have pointed to the taboo existing in society regarding the consideration of men as vic-
tims [22,44,45]. This fact may encourage mistreated adolescent boys to avoid interpreting
the violence they receive as abuse, thus refusing to see themselves as victims. This may be
of great importance to them with respect to protecting their self-esteem, but at the same
time, it would prolong their victimization and their maintenance of the violent dating
relationship. Additionally, it is possible that, from a masculine perspective, the abuses are
classified as normal forms of relating to the partner, and the importance of the different
types of abuse and aggressive behaviours is interpreted as being less serious. In this re-
gard, it has been found that violence is better tolerated by men when the aggressors are
women [57]. Likewise, some studies have found that supporting a patriarchal ideology,
with the assumption of male and female stereotypes and sexual roles, encourages the
growth of violence in pair relationships [58] and resistance to an awareness of victimization
behaviours. These findings point in the same direction as the results of this present study:
i.e., that adolescent boys present a greater degree of hostile sexism and sexist attitudes
than girls. Both types of sexism seem to support the acceptance of violence within couples,
especially for young men and women who tend to adopt the stereotype associated with
their gender role.

While, according to the analysis of results, hostile sexism and sexist attitudes are
associated with victimized boys, benevolent sexism appears in all victims regardless of
their sex. These findings reinforce the presence of a high degree of normalization of certain
types of violence in the sense that girls believe that they must be protected by men [59]
while simultaneously romanticizing and tolerating this type of behaviour with the belief
that it is carried with the aim of caring for them. The boys, for their part, would adopt this
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role of protector, thinking that they exhibit behaviours that are not classified as abusive
because they fit the stereotype of the man as a caregiver [60].

The belief that women need affection and the assumption that, to be happy, every
man needs a woman could create a form of sexism directed towards men and women
that, although seemingly contradictory, would actually be interdependent and complemen-
tary [61]. Then, without being aware of it, the victimized adolescent boys might also be
taking on the hostile sexist stereotypes of women as being weak and inferior [62] to justify
girls’ violence, additionally believing that women do not have the capacity or ability to
cause real harm with their violent behaviours.

Another relevant finding of the study is that victimized boys use moral disengagement
mechanisms to a greater extent than girls. Other work too has suggested the existence of a
consistent relationship between aggression and moral disengagement from the committed
abuses [63]. Nonetheless, it seems that the use of these mechanisms is also important from
the victim’s perspective. In the case of boys, this finding of a greater frequency of use
may be linked to a twofold objective. One is that possible aggressions committed in the
context of a dating relationship are justified as a form of achieving personal objectives [64]
within that relationship. The other is that these mechanisms would also fulfil the function of
justifying both the individual’s own position as a victim as well as the abuses perpetrated by
their aggressors. The process followed would thus be similar to the justification that victims
of bullying in school make with respect to the violent behaviour of their aggressors [65].

For their part, victimized girls might not need these moral disengagement tools to
the same extent since they are already normalizing the violence; they normalize these
situations as benevolent sexism and normalize violence via the use of the factors mentioned
above. In this context, moral disengagement would be one more instrument combined
with the rest of the factors that sustain victimization in the long term. The aggressions
that girls commit towards their partners would not have such a marked need for moral
justification since girls might see them as a right that they have in a social context of false
empowerment [65,66], which places women in the same position as men. In this way,
adolescent girls seem to tend to repeat the same type of maladjusted behaviour that they
see in their aggressive partners, and this is a factor that fosters an increase in mutual
aggression in adolescent dating relationships [20]. Similar results have been suggested
in the contexts of bullying and cyberbullying in which victims of school violence tend to
become aggressors in cyberspace, understanding these behaviours as a fully justified form
of revenge [67–69] that provides some degree of compensation [70].

Differences that are found between the predictive models of the frequency of violence
in boys and girls stand out. Firstly, the sex of the victim is not an important predictor
variable. This reinforces the aforementioned idea of the great presence of mutual violence in
adolescent dating relationships [30–34]. Then, there is the fact that although the boys share
some of the same predictor variables with victimized girls, the model resulting for them
includes a greater number of variables. The prediction of violence in the case of victimized
boys includes variables such as hostile sexism and the perception of the severity of two
specific and interrelated types of violence—humiliation and coercion. This fact is important,
especially given that humiliation has been pointed out as a particularly serious type of
abuse for men [71] due to its relationship with the social idea of masculinity [72]. Thus,
authors such as those who published [73] have noted that men who feel they have been
humiliated tend to respond violently to restore balance and preserve their reputation [74,75].
In recent studies, authors such as [71] have suggested the importance of deconstructing
social myths around masculinity in order to prevent violent behaviour from being used
as a means to demonstrate manhood. Thus, the assaults and abuse related to this specific
type of violence might not only increase the victimization of boys in dating relationships
but also foster a proportional increase in mutual aggression when the two partners try to
restore balance, thus creating a downward spiral of abuse that teenage boys and girls find
hard to escape.
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On the contrary, in the case of girls, the regression model shows how the most impor-
tant factor in predicting victimization is annoyance with the “instrumental punishment”
type of violence. This finding could be related to the ideal vision of love, which increases
the normalization, justification, and tolerance of aggression when it is committed by a
partner [36]. This fact seems also to be linked with the use of moral justification as a tool to
ignore abusive behavior [38–40].

5. Limitations

The study has some limitations that must be considered. First, it is cross-sectional.
A longitudinal study could provide data on adolescents’ evolution and the possible changes
that might arise in aggressive dating relationships. Such data would help delve deeper into
the evolution and development of victimized adolescents and make it possible to identify
additional variables to take into account that would undoubtedly be of interest in the
design of short-, medium-, and long-term prevention programs. Likewise, a possible future
line of research would be to incorporate the virtual context into studies of the phenomenon
of violence in adolescent dating. As digital natives, a large proportion of the abusive control
behaviours that boys and girls exhibit are carried out using instant messaging applications
and social networks. An in-depth analysis of these behaviours would help contextualize
the phenomenon within today’s information and communication society.

6. Conclusions

Teen dating violence has been studied extensively, but the field of adolescent male
victimization has been less explored. The main contribution of the present study is its focus
on male victims in an attempt to gain a broad and full understanding of the phenomenon.
One of the main findings is that although boys perceive suffering different types of violence
in their dating relationships, their perception of the severity of all types of analysed abuse is
significantly lower than that indicated by female victims. In this way, the results show that
boys give less importance to abuse than girls, even when they themselves are the victims.
Nonetheless, neither boys nor girls seem to recognize their own victimization, leading to
normalization and tolerance of violence that are motivated by different factors.

Other relevant findings indicate that boys present certain types of sexism more and
exhibit a greater use of moral disengagement mechanisms than girls. The study thus reveals
the importance of considering the sexism of victimized adolescents as an interdependent
factor; in this case, the stereotypes that boys accept as their own encourage the stereotypes
and roles that girls accept. Likewise, the use of moral disengagement mechanisms seems to
have become another tool at the service of normalizing, justifying, and tolerating mutual
violence in abusive relationships during adolescence. These discoveries have important
practical applications. There is a need to put forward multidisciplinary strategies of
prevention and intervention that are adapted to the characteristics of victims, and they
should include boys in these interventions not only as possible aggressors but also as
victims while considering the influence of cultural and social factors as well. Reciprocal
violence needs to be recognized as a common problem in the phenomenon of adolescent
dating violence.
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Abstract: Violent situations are unfortunately very frequent in women and children all over the
world. These experiences have long-term consequences for adult physical and psychological health.
One of the most reported is chronic pain, defined in various sub-diagnoses and present in all types of
violence. Unfortunately, the etiology of this condition is not clear and neither are the predisposing
factors. The aim of this scoping review is to examine the literature trends about the probable risk
factors of chronic pain in violence victims. Considering a bio-psycho-social model, it is possible to
hypothesize the presence of all these aspects. The results will be discussed in the present article.

Keywords: risk factors; victims of violence; chronic pain; health; scoping review

1. Introduction

Childhood abuse and intimate partner violence (IPV) are two major global public
health problems with serious adverse health consequences across life [1–3]. Every year,
about 4–16% of children are physically abused and one in ten is neglected or psychologically
abused [4]. Sexual abuse is experienced by 15–30% of girls and 5–15% of boys [4], and
IPV is experienced by 35% of women [5]. The abuse involves all types of violence: sexual,
physical, and psychological. Child maltreatment is more likely to occur in families afflicted
with domestic violence and is associated with re-victimization in adulthood [6,7].

Evidence suggests that these experiences have long-term consequences on adult phys-
ical and psychological health [8,9]. The primary outcome is the onset of chronic pain [10],
understood as the type of pain or discomfort in the involved area that tends to persist for
at least 3 of the past 6 months. It is reported by 48% [11] to 84% [12] of abused women.
The most common diagnosis of victimized are pelvic pain [13], fibromyalgia [14], irritable
bowel syndrome/bowel symptoms [15], abdominal pain [16], migraine/headache [17],
back pain [18], chest pain [19], and neck pain [20], which tend to become chronic as well as
the pain derived from them. Unfortunately, the etiology of these conditions is not clear.

Previous studies found a relationship between chronic pain and specific psychological
aspects [21], and neuroimaging studies showed that the activated brain areas by nociceptive
stimuli are the same ones involved in emotional and behavioral states [22]. According to
Garcia-Larrea and Peyron [23], pain elaboration involves three levels of neural connections.
The first level processes the nociceptive activation of the spinothalamic tract. In the second
level, the nociceptive stimulus is processed by the anterior cingulate cortex (ACC), insula,
prefrontal cortex (PFC), and posterior parietal cortex, thanks to which the stimulus is
consciously perceived, cognitively and attentionally modulated, and transformed into
somatic or vegetative responses. The reappraisal of the stimulus takes place through
the emotional context and individualized psychological factors that influence memory
formation. The third level includes the orbitofrontal, perigenual ACC, and anterolateral
PFC regions that can lead to inhibition or increase in the nociceptive stimulus perceived.
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Mood disorders (depressive disorder, dysthymia, and bipolar disorder) are often
present in chronic pain patients, ranging from 1% to 61% [24–26]. People affected by
chronic pain were 2.0 to 2.5 times more likely to experience an episode of depression at
6- and 12-month follow-ups than individuals without chronic pain [27,28], and pain-free
individuals with depressive disorder were 4 times more likely to develop chronic pain
at 6- and 12 months follow-ups than not depressed individuals [29,30]. The cause–effect
relationship would appear to be complicated and bidirectional. The same results were
obtained for all anxiety disorders, whereas the prevalence in chronic pain patients ranged
from 1% to 50%, with the same bidirectional relationship [31–33]. Also, for alcohol, drugs,
and smoking, there is the same effect, with a prevalence of 1% to 25% [34–36]. Furthermore,
suicidal thoughts are present in 28–48% of the cases [37,38], and violence doubles the odds
of chronic pain onset [10].

Chronic pain, as opposed to acute pain, would seem to have little to do with injuries,
even if it is still associated with biological processes; in fact, an interaction of sensory,
autonomic, endocrine, and immune responses contribute to the nociceptive stimuli per-
ceived [39]. The nervous system plays a role by detecting threats, signaling dangers, and
starting a response to them, the endocrine system causes an arousal response to increase
the survival odds thanks to the stress response, and the immune system detects microbial
invasion and toxins and initiates complex inflammatory responses [40]. These processes
could collectively compromise a defensive biological response to pain. Pain can persist
as a focus of chronically disorganized, locally inflamed processes that respond maladap-
tively to systemic changes at the nervous, endocrine, and immune levels. In many chronic
cases, the local tissue environment appears to repair itself, but sensory processes remain
abnormal, creating chronic pain [39]. Trauma, such as violence and abuse, can cause the
same biological reactions to nociceptive stimuli, activating the autonomic nervous system,
which triggers the immune system and inflammatory response [41]. Inflammation can
increase the risk of psychopathology by altering the metabolism of neurotransmitters, and
psychopathology can similarly increase the risk of chronic pain [42].

Considering the complexity of the examined situation, the bio-psycho-social model [43]
could help us to understand the phenomenon better. According to this model, the disease
results from multiple variables: biological, psychological, and social, that co-occur in differ-
ent ways for each person. Therefore, considering this approach, we might expect that the
chronic pain in violence victims is not attributed exclusively to a single cause, psychological,
sociological, or biological, but to a combination of the three. It remains to be understood in
which way and prevalence these three categories are present in abused women.

This scoping review aims to analyze the research trends about the bio-psycho-social
components most associated with chronic pain in victims of violence, considering all abuse
types and the primary chronic pain diagnoses in violence cases. It is crucial to know them
because if patients showed the major risk factors, preventive measures could be taken
to counter the onset and/or chronicity of pain. This type of review does not exist in the
literature, and thanks to it, it will be possible to increase the knowledge about this condition
and help the victims from a clinical and research point of view. It would be possible to offer
new solutions and therapeutic strategies from a clinical point of view and to orient studies
about the creation of a new tool to evaluate the presence of these aspects.

2. Materials and Methods

This search protocol was based on the Preferred Reporting Items for Systematic Reviews
and Meta-Analysis extension for Scoping Reviews (PRISMA-ScR) guidelines [44], according
to the PECOS (Population, Exposure, Comparison, Outcome, Study Design) guidelines.

2.1. Search Strategy

The research was conducted on the electronic databases of PubMed, Scopus, Web of
Science, and ERIC from March 2023 to June 2023 and we carried out a manual review of ref-
erences. The search strategy relating to the risk factors of chronic pain in victims of violence
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was (“risk factor”) AND ((pain)) AND (((“interpersonal violence” OR “domestic abuse”
OR “intimate partner violence” OR “partner abuse” OR “violence against women”))). The
keywords have been chosen after a preliminary search of the literature, thanks to which it
was possible to identify the most used and relevant terms. There were no period restrictions
on the search to increase the studies’ yield, though the language was restricted to studies
published in English or Italian. Authors were also contacted via email where there was
insufficient data, and references from included studies were manually scanned for further
sources as per published recommendations [45–47].

2.2. Criteria for Selection of Studies

It included studies on humans of any age with and without a history of abuse during
their life identified through published observational study designs (cohort, case–control,
and cross-sectional studies). An inclusive approach was adopted for the definition of
abuse with a composite of sexual, physical, and psychological violence. Definitions of
chronic pain varied between studies and it also adopted an inclusive approach. In general,
whatever the type of pain or discomfort, it tends to persist in the involved area for at
least 3 of the past 6 months. All bio-psycho-social risk factors were considered. Exclusion
criteria included studies without a control group, studies without risk factors, and studies
published in non-English or Italian languages. Lastly, systematic reviews, meta-analyses,
commentaries, dissertations, thesis, editorials, and conference deeds were excluded but
their references were examined to find other studies not retrieved by the search strategy.

2.3. Study Selection and Data Extraction

Studies were selected in a three-stage process. All citations identified from initial
searching were imported into Zotero Software, where duplicate citations were removed, and
after which, two reviewers (AU & CD) independently scrutinized all article titles remaining
from the original search. After this, the same two reviewers independently analyzed all
article abstracts remaining from the second removal. If there was a disagreement, an
independent third reviewer (FF) was consulted. If the abstracts did not provide sufficient
information to determine inclusion or exclusion, the reference was included in the next
stage (full-text screening) to confirm the information in the full text. Full manuscripts were
obtained for studies meeting initial inclusion criteria, and two reviewers (AU & GS) carried
out an independent full-text review of all English/Italian language articles. The most
recent and complete version of duplicate publications was included in the full-text review,
and inadequate versions were excluded. Disagreements regarding inclusion or exclusion
criteria were resolved by consensus or consultation of an independent third reviewer (FF).
Two reviewers (AU & CD) performed independent data extraction, and where extractable
data were missing, authors were contacted by email. They used data to construct tables of
risk factors.

2.4. Assessment of Study Quality

All studies meeting the selection criteria were assessed for quality based on exist-
ing checklists [48]. Quality was defined as the confidence that bias in estimating the
effect of risk factors on pain symptom outcomes in victims of violence was minimized
through appropriate study design methods and analysis. Two reviewers (AU & GS) in-
dependently assessed all studies for quality using predetermined and validated criteria
from The Johanna Briggs Institute appraisal checklists for cross-sectional, case–control,
and cohort studies [48]. Appraisal criteria included comparability and appropriateness of
cases and controls, reliable and valid exposure measurement, identification of confounding
factors and whether strategies were implemented to deal with these factors, valid and
reliable outcomes assessment, and appropriateness of statistical analyses used. A high-
quality study was considered to meet most of these criteria: cross-sectional studies met
at least 5/8 criteria, cohort studies fulfilled at least 6/11, and case–control studies met at
least 6/10. Low-quality studies were excluded from our review. Cohort studies satisfy

17



Healthcare 2023, 11, 2421

7/11 criteria, 2 case–control studies satisfy 7/10, 2 of them 8/10, 6 cross-sectional studies
satisfy 5/8 criteria, 3 satisfy 7/8 criteria, and the last 10 satisfy 6/8 criteria. The utilized
appraisal checklists are available as Supplementary Materials.

3. Results
3.1. Literature Identification, Study Characteristics, and Quality

The search protocol identified 116 publications from online databases. There were
17 removed as they were duplicate publications. The remaining 99 studies were screened
against title and abstract criteria, after which 51 were excluded. Of the 48 studies selected for
full-text review, 23 were excluded, 3 were reviews, 6 were written in unknown languages,
5 had no pain condition, 5 had pain caused by an injury, and 4 focused on the offender’s
group. After, the quality assessment was carried out on 25 studies [49–73]; see the flow
diagram in Figure 1.
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The years of the studies range from 2004 to 2022; 19 studies are cross-sectional, 4 are
case–control, and 2 are cohort studies. Of the included studies, 44% are from the United
States of America (USA) (11), 12% are from Australia (3), 8% are from Canada (2), and 36%
are from other countries (Spain, Thailand, Brazil, Slovenia, Turkey, Serbia, Pakistan, Oman,
South Africa). The sample size ranges from 23,846 to 37, age ranges from 15 to 98, and all
the abuse and chronic pain types are represented.

3.2. Risk Factors

According to the bio-psycho-social model [43] and what was found in the selected
studies, there are three specific categories of risk factors: biological, psychological, and
sociological. Of these categories, the biological one can be divided into weight conditions,
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acute upper/lower respiratory tract affection, genitourinary conditions, cardiovascular
symptoms and conditions, endocrine disease, hormonal conditions, gastrointestinal dis-
orders, skin problems, and specific inflammations. The psycho-social risk factors can be
divided into mental health disease, use of psychoactive substances, life events, life quality,
and personal characteristics. Inside the 14 categories, there are many signs, symptoms, and
conditions, for a total of 65, as described in Table 1.

Table 1. List of risk factors divided into categories.

Biological Risk Factors Psycho-Social Risk Factors

Weight condition
• Obesity
• Underweight

Acute upper/lower respiratory tract
affection
• Asthma
• Allergic rhinitis
• Sinusitis
• Nasal congestion

Genitourinary conditions
• Sexually transmitted infections (AIDS, chlamydia)
• Genital infections (vaginitis, vulvitis, cervicitis)
• Urinary tract infections (cystitis, urethritis)
• Vaginal bulge
• Urinary leakage
• Genital vesicles/ulcers
• Postcoital bleeding
• Prolapse

Cardiovascular symptoms and conditions
• Hypertension
• Heart palpitation

Endocrine disease
• Disorder of lipid metabolism
• Diabetes
• Thyroid disease
• High cholesterol

Hormonal conditions
• Menopausal symptoms
• Dysmenorrhea/irregular menstrual cycle

Gastrointestinal disorders
• Gastroesophageal reflux
• Irregularities in bowel functioning (diarrohea, constipation,

dischezia)

Skin problems
• Dermatitis
• Eczema
• Rash

Specific inflammations
• Otitis
• Conjunctivitis
• Muscle inflammation
• Osteoarthritis

Mental health disease
• Sleeping disorders
• Anxiety disorders
• Depressive disorders
• Mood disorders
• Post-traumatic stress disorder (PTSD)
• Psychosomatic disorders
• Eating disorders
• History of psychiatric disorders

Use of psychoactive substances
• Drugs
• Alcohol
• Smoking

Life events
• Intimate partner violence (IPV)
• Childhood abuse
• Witnessing violence (including in ACEs)
• Adverse childhood experiences (ACEs)
• Parental psychopathology
• Parental marital conflict
• Poor parent–child relationship
• Number of abuse (revictimization)
• Abortion

Life quality
• Life dissatisfaction
• Mental distress
• Suicidal thoughts
• Feeling of shame and guilty
• Low self-esteem
• Sexual dissatisfaction
• Family and social problem
• Low social support
• Reduced physical functioning/physical inactivity

Personal characteristics
• Role emotional
• Tiredness
• Low vitality
• Number of sexual partner
• Age of first sexual intercourse/sex too soon
• Painful intercourse
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3.3. The Impact of Risk Factors in the Studies

The selected studies give information about the complexity of the treated problem; in
fact, each of them includes both biological and psycho-social aspects. All 25 studies involve
psycho-social conditions, and 14 also involve biological conditions.

3.3.1. Biological Risk Factors

Within the biological risk factors, weight conditions are present in 20% of the studies;
five are about obesity, and one is about an underweight condition. Acute upper/lower
respiratory tract affections are present in 12% of the studies; in three, the specific conditions
are asthma, allergic rhinitis, and sinusitis, and in one, it is nasal congestion. Genitourinary
conditions are reported in 40% of the studies; in five of them, there are urinary tract in-
fections, in three of them, there are sexually transmitted infections and genital infections,
and in one case, there is a vaginal bulge, urinary leakage, genital vesicles, genital ulcers,
postcoital bleeding, or prolapse. Cardiovascular symptoms and conditions are reported in
24% of the studies; in five, the condition is hypertension, and in one, it is heart palpitation.
Endocrine diseases are present in 12% of the studies; in three, there is diabetes, and in
one, there is a disorder of lipid metabolism, thyroid disease, or high cholesterol. In 8% of
the studies, they reported a hormonal condition that involved menopausal symptoms one
time and dysmenorrhea/irregular menstrual cycle two times. In 20% of the studies, they
reported a gastrointestinal disorder that involved irregularities in bowel functioning four
times and gastroesophageal reflux one time. Skin problems are present in 8% of the studies;
in one, there is dermatitis and eczema, and in the other, there is a rash. Lastly, specific in-
flammations are reported in 12% of the studies; one time regarding otitis and conjunctivitis,
one time regarding muscle inflammation, and one time regarding osteoarthritis.

3.3.2. Psycho-Social Risk Factors

Inside the psycho-social risk factors, mental health diseases are present in 64% of the
studies; 13 of them involved a depressive or mood disorder, 9 of them an anxiety disorder,
6 of them a sleep disorder, 4 of them PTSD, 3 a psychosomatic disorder, and in one case,
an eating disorder or general history of psychiatric disorder. The use of psychoactive
substances is reported in 36% of the studies, presenting drugs and alcohol use in five
cases, respectively, and smoking in six cases. Specific life events are noticed in 100% of the
studies; in particular, are always-present IPV referred to in 18 studies, childhood abuse,
referred to in 3 studies, and both, referred to in 4 studies. Following this, ACEs and parental
psychopathology are referred to in two studies, respectively, and parental marital conflict,
poor parent–child relationship, abortions, and re-victimization are referred to in one study,
respectively. In 24% of the studies, they referred to a life quality condition; in two cases, it
concerned life dissatisfaction, mental distress, and suicidal thoughts, and in one case, it
concerns feelings of shame and guilt, low self-esteem, sexual dissatisfaction, family/social
problems, low social support, reduced physical functioning/physical inactivity. Lastly,
24% of the studies refer to at least one of the following characteristics: role of emotions,
tiredness, low vitality, and number of sexual partners in one case, the age of first sexual
intercourse/sex too soon in two cases, and painful intercourse in four cases. These results
are summarized in Table 2.
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4. Discussion

This study aimed to explore the bio-psycho-social factors strongly correlated to the
onset of chronic pain in violence victims. Therefore, a scoping review was conducted, and
now it is possible to make some considerations.

4.1. The Most Common Conditions

This scoping review showed a significant trend for the psycho-social aspects of the
phenomenon. They are present in all the included studies and have the central frequency
inside the categories. Considering 14 categories, of which 9 are biological, and 5 are
psycho-social, and life events and mental health diseases have a prevalence of 25% and
16%, respectively, the most significant two. In particular, the abuse conditions (IPV and
childhood abuse), adverse experiences, and mood, depressive and anxiety disorders (PTSD
included) are the most reported. This evidence is in line with studies that showed a
relationship between violence and chronic pain [9,10], and some mental health diagnoses
and chronic pain [24–33]. A particular condition is related to sleeping disorders. There is a
literature trend of their involvement, but previous studies do not report a clear and direct
relationship with chronic pain or violence. Also in the included studies, they are always
present with depression and anxiety disorders comorbidity and never individually. They
could be referred to as a secondary diagnosis or a symptom of other conditions, rather
than a diagnosis in itself. The nonspecific psychopathology, eating, and psychosomatic
disorders would appear less frequent, such as parental marital conflict, poor parent–child
relationship, parental psychopathology, and re-victimization. Also, in these cases, the
relationship may not be direct but instead increases the odds of the onset of another clinical
condition, increasing the odds of the onset of chronic pain.

The genitourinary conditions category has a prevalence of 10%, with a significant
trend in urinary tract, genital, and sexually transmitted infections. These could be caused
by sexual violence, inducing chronic pelvic pain [75]. Unfortunately, this association is
not only for sexually abused but also for the other types. In this case, it is possible to
hypothesize a concomitance of biological and psychological aspects involving life quality
and personal characteristics components. On the one hand, there are biological infections;
on the other hand, maybe there is sexual dissatisfaction, having first sexual intercourse at
an age in which there are not adequate cognitive abilities to process the experience, and
painful intercourse, which can be both infectious and traumatic. Vaginal bulge, urinary
leakage, genital vesicles/ulcers, postcoital bleeding, and prolapse are minor influences in
determining chronic pain and can be symptoms or not of the primary diagnoses. In personal
characteristics, which have a prevalence of 6%, the only two influential elements are those
related to sexual/genital/urinary infections: sex too soon and painful intercourse. The
number of sexual partners, emotions, tiredness, and low vitality are not. Tiredness and low
vitality may be present later due to chronic pain rather than as an underlying vulnerability.

The use of psychoactive substances has a trend of 9% and is in line with studies that
showed a bidirectional relationship with chronic pain [34–36]. Their use could interfere
with the neural process of restoration of homeostatic conditions and then be used to
manage pain.

Life quality and cardiovascular symptoms and conditions have a trend of 6%, with
life dissatisfaction, mental distress, suicidal thoughts, hypertension, and heart palpitation
as the most referred to. There could be a link between mental distress and cardiovascular
conditions; in fact, hypertension and heart palpitations are both influenced by high stress
levels [76,77]. Violence causes increased stress [78], which causes hypertension and heart
palpitations that predispose to chronic chest pain [19]. Also, suicidal thoughts are influ-
enced by stress [79], and their prevalence is in line with studies that showed a bidirectional
relationship with chronic pain [37,38]. Feelings of shame and guilt, low self-esteem, family
and social problems, low social support, and physical inactivity are less critical in the life
quality category. Low self-esteem is more of a risk factor for IPV than chronic pain in
victims [80], and family/social problems and low social support, and feelings of shame and
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guilt are those referred to after the violence. Instead, physical inactivity is a consequence
of pain.

4.2. Other Conditions

Weight conditions and gastrointestinal disorders have a trend of 5%; in particular,
present are obesity and irregularities in bowel functioning, being less underweight, and
gastroesophageal reflux. Clear evidence has shown a link between IPV and obesity [81,82],
and PTSD and depression have a crucial mediating role in this [83,84]. The pathway
through which the severity of abuse leads to obesity is similar to the mechanism by which
obesity and chronic pain exacerbate each other [85]. For the specific irregularities in bowel
functioning cases, the evidence is still unclear.

Acute upper/lower respiratory tract affection, endocrine diseases, and specific inflam-
mations have a trend of 3%, and the most reported conditions are asthma and diabetes;
allergic rhinitis, sinusitis, nasal congestion, disorder of lipid metabolism, thyroid disease,
high cholesterol, and all of the specific inflammations appear to be indirectly related to
chronic pain in violence victims. Previous studies found that several factors contribute to
the risk of developing asthma, including obesity, female sex, high levels of family stress,
and IPV [86–88], and experimental studies have yielded novel insight into the potential
pathways underlying the connection between these conditions and chronic pain, such as
stress-related changes in epigenetic processes, gene expression, and immune responses [89].
Adler [90] has already found a correlation between inflammations and chronic pain, and
it is clear that the reason for its presence in this specific sample is probably that it is an
a-specific risk factor.

Lastly, skin problems and hormonal conditions have a trend of 2%, with dysmenor-
rhea/irregular menstrual cycles as the most reported situation. Skin problems, such as
dermatitis, eczema, and rash, are related to stress levels, which worsen them [91]. The brain
areas related to chronic pain and some psychiatric conditions (e.g., dorsolateral PFC) could
significantly influence the skin problem progression, but also, in this case, there is not a
direct effect on IPV. John and colleagues [92] and Letourneau and colleagues [93] found an
association between violence and dysmenorrhea/irregular menstrual cycles, in particular
for sexual or physical violence [94], that increases the risk of the onset of pelvic pain [95],
but the reasons of this association need further investigations.

4.3. Limitations

This study has some limitations: First, the research method is a scoping review.
PRISMA-ScR and PECOS guidelines are used to fill this gap, and a quality assessment
was conducted, but other sources of information are excluded, and the grey literature
has not been sufficiently analyzed. Then, the non-English/Italian article exclusion leads
to the non-inclusion of six potentially relevant articles. Moreover, the inclusion of only
observational study designs, due to the absence of interventional studies, may make the
results less generalizable. Furthermore, the included studies are not enough to totally clarify
the research question. Future directions of this topic will have to increase the number of
studies and then conduct a systematic review.

5. Conclusions

Intimate partner violence is a health problem that has many physical and psychological
consequences, including chronic pain. This study showed that some biological and psycho-
social components increase the odds of chronic pain onset. Unfortunately, how they interact
with each other is not yet fully established. By continuing the studies in this direction, it will
be possible exactly establish the specific and a-specific risk factors and their relationships.
After that, it could be possible to create a screening tool to direct women to the correct
treatment and individualized treatment that is not possible at the moment because the
specific considerable variables were unknown. Surely, future studies could investigate
the relationship between biological and psycho-social risk factors to establish cause–effect
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associations, and to understand which of those found in the trends are relevant in these
patients. Despite the limitations, the presenting study is the first to examine the literature
trends about factors that accompanied chronic pain in violence victims.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/healthcare11172421/s1, Summary of quality assessment.

Author Contributions: A.U., C.D. and G.S. have been involved in conceptualization, methodology,
data extraction, and curation. F.F. has participated in data curation, analysis, and methodology. G.G.
and A.C. have participated in conceptualization, and A.U. and F.F. in manuscript writing. All authors
have read and agreed to the published version of the manuscript.

Funding: This APC was funded by the University of Siena, Department of Medical Science, Surgery
and Neurosciences, Italy.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data reported here, and the quality assessment tables and checklists
are available upon request.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Sachs-Ericsson, N.; Blazer, D.; Plant, E.A.; Arnow, B. Childhood sexual and physical abuse and the 1-year prevalence of medical

problems in the National Comorbidity Survey. Health Psychol. 2005, 24, 32–40. [CrossRef] [PubMed]
2. Danese, A.; Moffitt, T.E.; Harrington, H.; Milne, B.J.; Polanczyk, G.; Pariante, C.M.; Poulton, R.; Caspi, A. Adverse childhood

experiences and adult risk factors for age-related disease: Depression, inflammation, and clustering of metabolic risk markers.
Arch. Pediatr. Adolesc. 2009, 163, 1135–1143. [CrossRef] [PubMed]

3. Garcia-Moreno, C.; Heise, L.; Jansen, H.A.; Ellsberg, M.; Watts, C. Public health. Violence against women. Science 2005,
310, 1282–1283. [CrossRef] [PubMed]

4. Gilbert, R.; Spatz Widom, C.; Browne, K.; Fergusson, D.; Webb, E.; Janson, S. Burden and consequences of child maltreatment in
high-income countries. Lancet 2009, 373, 68–81. [CrossRef]

5. World Health Organization. World Report on Violence and Health. Available online: https://www.who.int/publications/i/
item/9241545615 (accessed on 3 October 2022).

6. Graham-Bermann, S.A. Child abuse in the context of domestic violence. In The APSAC Handbook on Child Maltreatment; Myers,
J.E.B., Berliner, L., Briere, J., Hendrix, C.T., Jenny, C., Reid, T.A., Eds.; Sage Publications: Thousand Oakes, CA, USA, 2002;
Volume 1, pp. 119–130.

7. Kwon, M.; You, S. Gender and role associations between domestic violence during childhood and dating violence: Victimization
among male college students mediated through violence justification beliefs. Child. Abuse Negl. 2023, 141, 106233. [CrossRef]

8. Cirici, A.R.; Soler, A.R.; Cobo, J.; Soldevilla, A.J.M. Psychological consequences and daily life adjustment for victims of intimate
partner violence. Int. J. Psychiatry Med. 2023, 58, 6–19. [CrossRef]

9. Bussieres, A.; Hartvigsen, J.; Ferreira, M.L.; Ferreira, P.H.; Hancock, M.J.; Stone, L.S.; Wideman, T.H.; Boruff, J.; Elklit, A. Adverse
childhood experience and adult persistent pain and disability: Protocol for a systematic review and meta-analysis. Syst. Rev.
2020, 9, 215. [CrossRef]

10. Uvelli, A.; Ribaudo, C.; Gualtieri, G.; Coluccia, A.; Ferretti, F. The association between violence against women and chronic pain:
A systematic review and meta-analysis. Res. Sq. 2023, under review. [CrossRef]

11. Campbell, J.C. Health consequences of intimate partner violence. Lancet 2002, 359, 1331–1336. [CrossRef]
12. Sutherland, C.A.; Bybee, D.I.; Sullivan, C.M. Beyond bruises and broken bones: The joint effects of stress and injuries on battered

women’s health. Am. J. Community Psychol. 2002, 30, 609–636. [CrossRef]
13. As-Sanie, S.; Clevenger, L.A.; Geisser, M.E.; Williams, D.A.; Roth, R.S. History of abuse and its relationship to pain experience and

depression in women with chronic pelvic pain. Am. J. Obstet. Gynecol. 2014, 210, 317.e1–317.e8. [CrossRef]
14. Chandan, J.S.; Thomas, T.; Raza, K.; Bradbury-Jones, C.; Taylor, J.; Bandyopadhyay, S.; Nirantharakumar, K. Intimate partner

violence and the risk of developing fibromyalgia and chronic fatigue syndrome. J. Interpers. Violence 2021, 36, NP12279–NP12298.
[CrossRef] [PubMed]

15. Ringel, Y.; Whitehead, W.E.; Toner, B.B.; Diamant, N.E.; Hu, Y.; Jia, H.; Bangdiwala, S.I.; Drossman, D.A. Sexual and physical
abuse are not associated with rectal hypersensitivity in patients with irritable bowel syndrome. Gut 2004, 53, 838–842. [CrossRef]

16. Bo, M.; Canavese, A.; Magnano, L.; Rondana, A.; Castagna, P.; Gino, S. Violence against pregnant women in the experience of the
rape centre of Turin: Clinical and forensic evaluation. J. Forensic Leg. Med. 2020, 76, 102071. [CrossRef]

27



Healthcare 2023, 11, 2421

17. Cripe, S.M.; Sanchez, S.E.; Gelaye, B.; Sanchez, E.; Williams, M.A. Association between intimate partner violence, migraine, and
probable migraine. Headache 2011, 51, 208–219. [CrossRef] [PubMed]

18. Wuest, J.; Merritt-Gray, M.; Ford-Gilboe, M.; Lent, B.; Varcoe, C.; Campbell, J.C. Chronic pain in women survivors of intimate
partner violence. J. Pain 2008, 9, 1049–1057. [CrossRef] [PubMed]

19. Coll-Vinent, B.; Marti, G.; Calderon, S.; Martinez, B.; Cespedes, F.; Fuenzalida, C. La violencia de pareja en las pacientes que
consultan pr dolor toracico en urgencias. Semergen 2018, 45, 23–29. [CrossRef]

20. Shields, L.B.; Corey, T.S.; Weakley-Jones, B.; Stewart, D. Living victims of strangulation: A 10-year review of cases in a metropolitan
community. Am. J. Forensic Med. Pathol. 2010, 31, 320–325. [CrossRef]

21. .Melzack, R. Phantom limbs and the concept of a neuromatrix. Trends Neurosci. 1990, 13, 88–92. [CrossRef]
22. Baliki, M.N.; Apkarian, A.V. Nociception, pain, negative moods, and behavior selection. Neuron 2015, 87, 474–491. [CrossRef]
23. Garcia-Larrea, L.; Peyron, R. Pain matrices and neuropathic pain matrices: A review. Pain 2013, 154, S29–S43. [CrossRef]
24. Raphael, K.G.; Janal, M.N.; Nayak, S.; Schwartz, J.E.; Gallagher, R.M. Psychiatric comorbidities in a community sample of women

with fibromyalgia. Pain 2006, 124, 117–125. [CrossRef] [PubMed]
25. Uguz, F.; Cicek, E.; Salli, A.; Karahan, A.Y.; Albayrak, I.; Kaya, N.; Ugurlu, H. Axis I and Axis II psychiatric disorders in patients

with fibromyalgia. Gen. Hosp. Psychiatry 2010, 32, 105–107. [CrossRef] [PubMed]
26. Kudlow, P.A.; Rosenblat, J.D.; Weissman, C.R.; Cha, D.S.; Kakar, R.; McIntyre, R.S.; Sharma, V. Prevalence of fibromyalgia and

co-morbid bipolar disorder: A systematic review and meta-analysis. J. Affect. Disord. 2015, 188, 134–142. [CrossRef] [PubMed]
27. Carroll, L.J.; Cassidy, J.D.; Cote, P. Factors associated with the onset of an episode of depressive symptoms in the general

population. J. Clin. Epidemiol. 2003, 56, 651–658. [CrossRef] [PubMed]
28. Currie, S.R.; Wang, J. Chronic back pain and major depression in the general Canadian population. Pain 2004, 107, 54–60.

[CrossRef] [PubMed]
29. Carroll, L.J.; Cassidy, J.D.; Cote, P. Depression as a risk factor for onset of an episode of troublesome neck and low back pain. Pain

2004, 107, 134–139. [CrossRef]
30. Currie, S.R.; Wang, J. More data on major depression as an antecedent risk factors for first onset of chronic back pain. Psychol.

Med. 2005, 35, 1275–1282. [CrossRef]
31. Von Korff, M.; Crane, P.; Lane, M.; Miglioretti, D.L.; Simon, G.; Saunders, K.; Stang, P.; Brandenburg, N.; Kessler, R. Chronic spinal

pain and physical-mental comorbidity in the United States: Results from the national comorbidity survey replication. Pain 2005,
113, 331–339. [CrossRef]

32. Stang, P.E.; Brandenburg, N.A.; Lane, M.C.; Merikangas, K.R.; Von Korff, M.R.; Kessler, R.C. Mental and physical comorbid
conditions and days in role among persons with arthritis. Psychosom. Med. 2006, 68, 152–158. [CrossRef]

33. Demyttenaere, K.; Bruffaerts, R.; Lee, S.; Posada-Villa, J.; Kovess, V.; Angermeyer, M.C.; Levinson, D.; de Girolamo, G.; Nakane,
H.; Mneimneh, Z.; et al. Mental disorders among persons with chronic back or neck pain: Results from the World Mental Health
Survey. Pain 2007, 129, 332–342. [CrossRef]

34. Arnold, L.M.; Hudson, J.I.; Keck, P.E.; Auchenbach, M.B.; Javaras, K.N.; Hess, E.V. Comorbidity of fibromyalgia and psychiatric
disorders. J. Clin. Psychiatry 2006, 67, 1219–1225. [CrossRef] [PubMed]

35. Zhao, Y.; Liu, J.; Zhao, Y.; Thethi, T.; Fonseca, V.; Shi, L. Predictors of duloxetine versus other treatments among veterans with
diabetic peripheral neuropathic pain: A retrospective study. Pain Pract. 2012, 12, 366–373. [CrossRef] [PubMed]

36. Alonso-Moran, E.; Orueta, J.F.; Fraile Esteban, J.I.; Arteagoitia Axpe, J.M.; Marques Gonzalez, M.L.; Toro Polanco, N.; Ezkurra
Loiola, P.; Gaztambide, S.; Nuno-Solinis, R. The prevalence of diabetes-related complications and multimorbidity in the population
with type 2 diabetes mellitus in the Basque Country. BMC Public Health 2014, 14, 1059. [CrossRef] [PubMed]

37. Cheatle, M.D.; Wasser, T.; Foster, C.; Olugbodi, A.; Bryan, J. Prevalence of suicidal ideation in patients with chronic non-cancer
pain referred to a behaviorally based pain program. Pain Physician 2014, 17, E359–E367. [CrossRef]

38. Trinanes, Y.; Gonzalez-Villar, A.; Gomez-Perretta, C.; Carrillo-de-la-Pena, M.T. Suicidality in chronic pain: Predictors of suicidal
ideation in fibromyalgia. Pain Pract. 2015, 15, 323–332. [CrossRef] [PubMed]

39. Chapman, C.R.; Tuckett, R.P.; Woo Song, C. Pain and stress in systems perspective: Reciprocal neural, endocrine and immune
interactions. J. Pain 2008, 9, 122–145. [CrossRef]

40. Blalock, J.E. The syntax of immune-neuroendocrine communication. Immunol. Today 1994, 15, 504–511. [CrossRef]
41. Moreno-Ramos, O.A.; Lattig, M.C.; Barrios, A.F.G. Modeling of the hypothalamic-pituitary-adrenal axis-mediated interaction

between the serotonin regulation pathway and the stress response using a Boolean Approximation: A novel study of depression.
Theor. Biol. Med. Model. 2013, 10, 59. [CrossRef]

42. Kendall-Tackett, K.; Marshall, A.R.; Ness, K.E. Victimization, healthcare use, and health maintenance. Fam. Viol. Sex. Assault Bull.
2000, 16, 18–21.

43. Engel, G.L. The need for a new medical model: A challenge for biomedicine. Science 1977, 196, 129–136. [CrossRef]
44. Tricco, A.C.; Lillie, E.; Zarin, W.; O’Brien, K.K.; Colquhoun, H.; Levac, D.; Moher, D.; Peters, M.D.; Horsley, T.; Weeks, L. Prisma

extension for Scoping Reviews (PRISMA-ScR): Checklist and Explanation. Ann. Intern. Med. 2018, 169, 467–473. [CrossRef]
[PubMed]

45. Higgins, J.P.T.; Green, S. Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0; The Cochrane Collaboration:
London, UK, 2011.

28



Healthcare 2023, 11, 2421

46. Horsley, S.; Dingwall, O.; Sampson, M. Checking reference lists to find additional studies for systematic reviews. Cochrane
Database Syst. Rev. 2011, 8, MR000026. [CrossRef] [PubMed]

47. Beynon, R.; Leeflang, M.M.G.; McDonald, S.; Eisinga, A.; Mitchell, R.L.; Whiting, P.; Glanville, J.M. Search strategies to identify
diagnostic accuracy studies in MEDLINE and EMBASE. Cochrane Database Syst. Rev. 2013, 9, MR000022. [CrossRef] [PubMed]

48. Moola, S.; Munn, Z.; Tufanaru, C.; Aromataris, E.; Sears, K.; Sfetc, R. Systematic reviews of etiology and risk. In JBI Manual for
Evidence Synthesis; Aromataris., E., Munn, Z., Eds.; JBI: Adelaide, Australia, 2020. Available online: https://synthesismanual.jbi.
global (accessed on 1 March 2023).

49. Parish, W.L.; Wang, T.; Laumann, E.O.; Pan, S.; Luo, Y. Intimate partner violence in China: National prevalence, risk factors and
associated health problems. Int. Fam. Plan Perspect. 2004, 30, 174–181. [CrossRef] [PubMed]

50. Bonomi, A.E.; Anderson, M.L.; Rivara, F.P.; Thompson, R.S. Health outcomes in women with physical and sexual intimate partner
violence exposure. J. Womens Health 2007, 16, 987–997. [CrossRef] [PubMed]

51. Hegarty, K.; Gunn, J.; Chondros, P.; Taft, A. Physical and social predictors of partner abuse in women attending general practice:
A cross-sectional study. Br. J. Gen. Pract. 2008, 58, 484–487. [CrossRef]

52. Chartier, M.J.; Walker, J.R.; Naimark, B. Separate and cumulative effects of adverse childhood experiences in predicting adult
health and health care utilization. Child. Abuse Negl. 2010, 34, 454–464. [CrossRef]

53. Vives-Cases, C.; Ruiz-Cantero, M.T.; Escriba-Aguir, V.; Miralles, J.J. The effect of intimate partner violence and other forms of
violence against women on health. J. Public Health 2011, 33, 15–21. [CrossRef]

54. Williams, C.; Larsen, U.; McCloskey, L.A. The impact of childhood sexual abuse and intimate partner violence on sexually
transmitted infections. Violence Vict. 2010, 25, 787–798. [CrossRef]

55. Eslick, G.D.; Koloski, N.A.; Talley, N.J. Sexual, physical, verbal/emotional abuse and unexplained chest pain. Child. Abuse Negl.
2011, 35, 601–605. [CrossRef]

56. Kelly, U.A.; Skelton, K.; Patel, M.; Bradley, B. More than military sexual trauma: Interpersonal violence, PTSD, and mental health
in women veterans. Res. Nurs. Health 2011, 34, 457–467. [CrossRef] [PubMed]

57. Young, R.A.; Benold, T.; Whitham, J.; Burge, S. Factors influencing work interference in patients with chronic low back pain: A
Residency Research Network of Texas (RRNet) study. J. Am. Board. Fam. Med. 2011, 24, 503–510. [CrossRef] [PubMed]

58. Gerber, M.R.; Fried, L.E.; Pineles, S.L.; Shipherd, J.C.; Bernstein, C.A. Posttraumatic stress disorder and intimate partner violence
in a women’s headache center. Women Health 2012, 52, 454–471. [CrossRef]

59. Saito, A.; Creedy, D.; Cooke, M.; Chaboyer, W. Effect of intimate partner violence on antenatal functional health status of
childbearing women in Northeastern Thailand. Health Care Women Int. 2013, 34, 757–774. [CrossRef] [PubMed]

60. Sutherland, M.A.; Fantasia, H.D.; McClain, N. Abuse experiences, substance use, and reproductive health in women seeking care
at an emergency department. J. Emerg. Nurs. 2013, 39, 326–333. [CrossRef]

61. Gelaye, B.; Do, N.; Avila, S.; Velez, J.C.; Zhong, Q.Y.; Sanchez, S.E.; Peterlin, B.L.; Williams, M.A. Childhood abuse, intimate
partner violence and risk of migraine among pregnant women: An epidemiologic study. Headache 2016, 56, 976–986. [CrossRef]

62. Halpern, L.R.; Shealer, M.L.; Cho, R.; McMichael, E.B.; Rogers, J.; Ferguson-Young, D.; Mouton, C.P.; Tabatabai, M.; Southerland,
P.G.; Gangula, P. Influence of intimate partner violence (IPV) exposure on cardiovascular and salivary biosensors: Is there a
relationship? J. Natl. Med. Assoc. 2017, 109, 252–261. [CrossRef]

63. Lutgendorf, M.A.; Snipes, M.A.; O’Boyle, A.L. Prevalence and predictors of intimate partner violence in a military urogynecology
clinic. Mil. Med. 2017, 182, e1634–e1638. [CrossRef]

64. England-Mason, G.; Casey, R.; Ferro, M.; MacMillan, H.L.; Tonmyr, L.; Gonzalez, A. Child maltreatment and adult multimorbidity:
Results from the Canadian Community Health Survey. Can. J. Public. Health 2018, 109, 561–572. [CrossRef]

65. Grossi, P.K.; Bueno, C.H.; de Abreu Silva, M.A.; Pellizzer, E.P.; Grossi, M.L. Evaluation of sexual, physical, and emotional abuse in
women diagnosed with temporomandibular disorders: A case-control study. Int. J. Prosthodont. 2018, 31, 543–551. [CrossRef]

66. Gucek, N.K.; Selic, P. Depression in intimate partner violence victims in Slovenia: A crippling pattern of factors identified in
family practice attendees. Int. J. Environ. Res. Public Health 2018, 15, 210. [CrossRef] [PubMed]

67. Gunduz, N.; Erzican, E.; Polat, A. The relationship of intimate partner violence with psychiatric disorders and severity of pain
among female patients with fibromyalgia. Arch. Rheumatol. 2019, 34, 245–252. [CrossRef] [PubMed]

68. Jovanovic, V.M.; Cankovic, S.; Milijasevic, D.; Ukropina, S.; Jovanovic, M.; Cankovic, D. Health consequences of domestic violence
against women in Serbia. Vojnosanit. Pregl. 2020, 77, 14–21. [CrossRef]

69. Ali, T.S.; Sami, N.; Saeed, A.A.; Ali, P. Gynaecological morbidities among married women and husband’s behaviour: Evidence
from a community-based study. Nurs. Open 2021, 8, 553–561. [CrossRef] [PubMed]

70. Al Kendi, A.; Al Shidhani, N.; Al Kiyumi, M. Domestic violence among Omani women: Prevalence, risk factors and help-seeking
behaviour. East. Mediterr. Health J. 2021, 27, 242–249. [CrossRef] [PubMed]

71. De Wet-Billings, N.; Godongwana, M. Exposure to intimate partner violence and hypertension outcomes among young women
in South Africa. Int. J. Hypertens. 2021, 2021, 5519356. [CrossRef]

72. FitzPatrick, K.M.; Brown, S.; Hegarty, K.; Mensah, F.; Gartland, D. Physical and emotional intimate partner violence and women’s
health in the first year after childbirth: An Australian pregnancy cohort study. J. Interpers. Violence 2022, 37, NP2147–NP2176.
[CrossRef]

73. Raphael, E.; Van Den Eeden, S.K.; Gibson, C.J.; Tonner, C.; Thom, D.H.; Subak, L.; Huang, A.J. Interpersonal violence and painful
bladder symptoms in community-dwelling midlife to older women. Am. J. Obstet. Gynecol. 2022, 226, 230.e1–230.e10. [CrossRef]

29



Healthcare 2023, 11, 2421

74. Page, M.J.; McKenzie, J.E.; Bossuyt, P.M.; Boutron, I.; Hoffmann, T.C.; Mulrow, C.D.; Shamseer, L.; Tetzlaff, J.M.; Akl, E.A.;
Brennan, S.E.; et al. The PRISMA 2020 statement: An updated guideline for reporting systematic reviews. BMJ 2021, 372, 71.
[CrossRef]

75. Hassam, T.; Kelso, E.; Chowdary, P.; Yisma, E.; Mol, B.W.; Han, A. Sexual assault as a risk factor for gynaecological morbidity: An
exploratory systematic review and meta-analysis. Eur. J. Obstet. Gynecol. Reprod. Biol. 2020, 255, 222–230. [CrossRef]

76. Matthews, K.A.; Woodall, K.L.; Allen, M.T. Cardiovascular reactivity to stress predicts future blood pressure status. Hypertension
1993, 22, 479–485. [CrossRef] [PubMed]

77. Turner, A.I.; Smyth, N.; Hall, S.J.; Torres, S.J.; Hussein, M.; Jayasinghe, S.U.; Ball, K.; Clow, A.J. Psychological stress reactivity and
future health and disease outcomes: A systematic review of prospective evidence. Psychoneuroendocrinology 2020, 114, 104599.
[CrossRef] [PubMed]

78. Lee, N.; Massetti, G.M.; Perry, E.W.; Self-Brown, S. Adverse childhood experiences and associated mental distress and suicide
risk: Results from the Zambia violence against children survey. J. Interpers. Violence 2022, 37, NP21244–NP21265. [CrossRef]

79. Themelis, K.; Gillett, J.L.; Karadag, P.; Cheatle, M.D.; Giordano, N.A.; Balasubramanian, S.; Singh, S.P.; Tang, N.K. Mental defeat
and suicidality in chronic pain: A prospective analysis. J. Pain 2023, in press. [CrossRef] [PubMed]

80. Cherrier, C.; Courtois, R.; Rusch, E.; Potard, C. Self-esteem, social problem solving and intimate partner violence victimization in
emerging adulthood. Behav. Sci. 2023, 13, 327. [CrossRef] [PubMed]

81. Bosch, J.; Weaver, T.L.; Arnold, L.D.; Clark, E.M. The impact of intimate partner violence on women’s physical health: Findings
from the Missouri Behavioral Risk Factor Surveillance System. J. Interpers. Violence 2017, 32, 3402–3419. [CrossRef] [PubMed]

82. Alhalal, E. Obesity in women who have experienced intimate partner violence. J. Adv. Nurs. 2018, 74, 2785–2797. [CrossRef]
83. Lopresti, A.L.; Drummond, P.D. Obesity and psychiatric disorders: Commonalities in dysregulated biological pathways and their

implications for treatment. Prog. Neuropsychopharmacol. Biol. Psychiatry 2013, 45, 92–99. [CrossRef]
84. Wurtman, J.; Wurtman, R. The trajectory from mood to obesity. Curr. Obes. Rep. 2018, 7, 1–5. [CrossRef]
85. Okifuji, A.; Hare, B.D. The association between chronic pain and obesity. J. Pain. Res. 2015, 8, 399–408. [CrossRef]
86. Global Initiative for Asthma 2020. Available online: https://ginasthma.org/wp-content/uploads/2020/06/GINA-2020-report_

20_06_04-1-wms.pdf (accessed on 5 April 2023).
87. Haczku, A.; Panettieri, R.A. Social stress and asthma: The role of corticosteroid insensitivity. J. Allergy Clin. Inmmunol. 2010,

125, 550–558. [CrossRef] [PubMed]
88. Subramanian, S.V.; Ackerson, L.K.; Subramanyam, M.A.; Wright, R.J. Domestic violence is associated with adult and childhood

asthma prevalence in India. Int. J. Epidemiol. 2007, 36, 569–579. [CrossRef] [PubMed]
89. Rosenberg, S.L.; Miller, G.E.; Brehm, J.M.; Celedon, J.C. Stress and asthma: Novel insights on genetic, epigenetic, and immunologic

mechanism. J. Allergy Clin. Immunol. 2014, 134, 1009–1015. [CrossRef] [PubMed]
90. Adler, E. Erkrankungen durch Storfelder im Trigeminusbereich; Fischer: Heidelberg, Germany, 1973.
91. Nakagawa, Y.; Yamada, S. Alterations in brain neural network and stress system in atopic dermatitis: Novel therapeutic

interventions. J. Pharmacol. Exp. Ther. 2023, 385, 78–87. [CrossRef] [PubMed]
92. John, R.; Johnson, J.K.; Kukreja, S.; Found, M.; Lindow, S.W. Domestic violence: Prevalence and association with gynaecological

symptoms. BJOG 2004, 111, 1128–1132. [CrossRef]
93. Letourneau, E.J.; Holmes, M.; Chasedunn-Roark, J. Gynaecologic health consequences to victims of interpersonal violence.

Womens Health Issues 1999, 9, 115–120. [CrossRef]
94. Coker, A.L.; Smith, P.H.; Bethea, L.; King, M.R.; McKeown, R.E. Physical health consequences of physical and psychological

intimate partner violence. Arch. Fam. Med. 2000, 9, 451–457. [CrossRef]
95. McCauley, J.; Kern, D.E.; Kolodner, K.; Dill, L.; Schroeder, A.F.; DeChant, H.K.; Ryden, J.; Bass, E.B.; Derogatis, L.R. The “battering

syndrome”: Prevalence and clinical characteristics of domestic violence in primary care internal medicine practices. Ann. Intern.
Med. 1995, 123, 737–746. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

30



Citation: Aguilera-Jiménez, N.;

Rodríguez-Franco, L.;

Rodríguez-Díaz, F.J.; Alameda-Bailén,

J.R.; Paíno-Quesada, S.G.

Victimization and Perception of

Abuse in Adolescent and Young

Homosexual and Heterosexual

Couples in Spain. Healthcare 2023, 11,

1873. https://doi.org/10.3390/

healthcare11131873

Academic Editors: Isabel

Cuadrado-Gordillo and Parra

Guadalupe Martín-Mora

Received: 28 May 2023

Revised: 22 June 2023

Accepted: 26 June 2023

Published: 28 June 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

healthcare

Article

Victimization and Perception of Abuse in Adolescent and
Young Homosexual and Heterosexual Couples in Spain
Noelia Aguilera-Jiménez 1, Luis Rodríguez-Franco 2, Francisco Javier Rodríguez-Díaz 1,
Jose Ramón Alameda-Bailén 3 and Susana G. Paíno-Quesada 3,*

1 Department of Psychology, University of Oviedo, 33003 Oviedo, Spain; noelia.aguilera@dpee.uhu.es (N.A.-J.);
gallego@uniovi.es (F.J.R.-D.)

2 Department of Personality, Assessment and Psychological Treatment, University of Seville,
41018 Seville, Spain; lurodri@us.es

3 Department of Clinical and Experimental Psychology, University of Huelva, 21071 Huelva, Spain;
alameda@uhu.es

* Correspondence: sgpaino@uhu.es

Abstract: Currently, violence in adolescent and young couples has a significant social impact on
young people’s physical and psychological health. However, the study of violence in homosexual
couples must also be addressed. This research analyzes the levels of violent victimization and the
perception of abuse in both homosexual and heterosexual couples. Participants’ ages ranged between
14 and 29 years (M = 20.14, SD = 3.464). We used The Dating Violence Questionnaire-Revised
(CUIVNO-R), which was applied in two consecutive studies. The results indicate high levels of
victimization, especially in the sample of homosexual participants. The scores generally show a
low perception of couple violence but high victimization rates. The results of this study reveal the
importance of the issue of violence in couples from minority groups and suggest that couple violence
should not be understood as unidirectional, i.e., exclusively from men to women. These findings
show the need for education in healthy relationships and consideration of different types of couples
in these relationships.

Keywords: adolescent and young couple violence; homosexual couples; heterosexual couples; violent
victimization; perception of abuse

1. Introduction
1.1. The Importance of the Study of Violence in Adolescent Couples and Young Homosexuals and
Heterosexuals in the Spanish Context

In the Spanish context, the term to refer to intimate partner violence at the legislative
level does not currently include violence between homosexual men or homosexual women
or within the LGTBIQ+ collective. Therefore, official published data on these minority
groups are scarce, and more so when it comes to adolescent couples and young homosexu-
als. Given the lack of data and the scarcity of findings related to the prevalence of violence
in the latter group [1–3], our study analyzes this problem that affects adolescents’ and
young people’s health and social and psychological well-being [4]. The main justification
is that, so far, the investigations have adopted a heteronormative viewpoint [5]; that is,
they have focused on heterosexual couples and, above all, on the one-directional violence
of men towards women. However, it must be understood that violence can be present in
any relationship; it can place anyone at risk and, just as in heterosexual couples, men and
women with a homosexual orientation frequently suffer abusive behaviors of the same
typologies: physical, psychological, and sexual abuse in the relationship [6–12].

Spain does not have official statistical data that specifically indicate the percentages
of complaints from this community sample and, much less, from young couples. It must
be added that it is especially complex for this group to request resources for help and
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guidance [3,13]. The lack of any description of how people manage these situations makes
it impossible to develop effective and beneficial programs and resources for these minority
groups [14], hence, the importance of this issue. Thus, it is necessary to know their
characteristics to propose adapted responses based on better-adjusted violence-prevention
guidance, the identification of the different ways of performing or suffering violence at
these life stages, and—considering the current novelties—teaching relationships based on
respect and attending to the well-being of the self and the other person.

1.2. Reference Terminologies for Intimate Partner Violence Research

It is essential to understand the terminology used in heterosexual and homosexual
couple violence and in the LGTBIQ+ collective. On the one hand, we start with the term
most frequently referenced: intimate partner violence (IPV), which, according to the World
Health Organization [15] (p. 1), is understood as behavior within an intimate relationship
that includes acts of physical aggression (slapping, hitting, or kicking), psychological
abuse (intimidation, belittling, or continuous humiliation), forced sexual interactions,
and controlling behaviors (isolation from family and friends, control of the partner’s
movements, and restriction of access to information or assistance). Another concept of
interest is adolescent dating violence (DV), or Adolescent Dating Violence (ADV), or
Teen Dating Violence (TDV). There are many definitions of these terms underlining the
inclusion of intentional psychological, physical, and/or sexual abuse between people in
a dating relationship [7]. DV has been studied for at least four decades [16]. In addition,
the Centers for Disease Control and Prevention [17] adds that such abuse can be face-
to-face or electronic, and Muñiz-Rivas et al. [18] indicate the importance of addressing
online violence.

On the other hand, one of the terminologies to approach and better understand this
neglected line of research regards violence performed in homosexual couples. In our
context, the most consolidated term to refer to this is Intragender Violence (IV), which
occurs in affective-sexual relationships between people of the same sex. It is the same as or
similar to man-to-woman violence, with the intention of dominating and controlling the
partner [19–21]. This stance generates discrepancy, as IV can refer to violence when one
member of the couple is transgender, transsexual, intersexual, queer, or indeterminate, that
is, couples within the LGTBIQ+ collective. In short, the term IV does not consider people
or couples where one member belongs to the transsexual, transgender, or intersexual (TTI)
collective and may be homosexual or heterosexual.

Understanding these terminologies requires identifying the differentiation offered
in our legal context. Firstly, according to the Organic Law 1/2004 of December 28 on
Comprehensive Protection Measures against Gender Violence [22], gender-based violence
(or Intimate Partner Violence Against Women) is violence exercised only by the man to
control or exercise power over the woman who is or has been a spouse or with whom
he is or has been in a relationship with affective involvement, even without cohabitation.
The exercise of power or the desire to control and dominate the other member of the
affective relationship is shared in both GV (Gender-based Violence) and IV, but IV does not
differentiate the sexes [19].

Finally, another confusing term is domestic violence (Law 27/2003, of July 31, reg-
ulating the order for the protection of victims of domestic violence) [23], which includes
violence manifested in the family, previously or presently cohabitating, in which the victim
can be either a man or a woman. However, although this excludes couples whose members
are not spouses or cohabitants, it allows violence in homosexual couples to be legislated as
domestic violence.

1.3. Contributions from the Literature on the Prevalence of Violence in Adolescent Couples and
Young Homosexuals and Heterosexuals

Currently, IPV is a public health problem [8,9] affecting younger people in our society,
as it begins at an early age [4,24]. Despite considering IV a global problem, this population
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has been neglected [25–27], highlighting the scarcity of published research, which is even
more pronounced in our context.

The references on the prevalence of violence in homosexual couples reflect a high
prevalence, with very significant percentages in the Spanish population [20,28]. This is also
observed in the Latin American population, where both couple members are equally victims
and perpetrators [29]. Other results are provided in the review by Edwards et al. [30],
which indicated a higher prevalence among lesbian, gay, and bisexual people than among
heterosexual people, consistent with other studies. Specifically, data on violence within
homosexual couples show a prevalence range of 25.2–33.3% for men and 25–40.4% for
women [31,32]. When specifying the typology, psychological violence reaches 63% for
women and 60% for men [32]. Physical and sexual violence occurs among 44% of lesbians
and 26% of gays [33]. Psychological victimization is the most frequent, followed by physical
and sexual typologies [5,34]. In this regard, in Spain, Ortega [28], in his study on aggression
in homosexual couples in a sample of young people aged 18 to 29, reports a prevalence
of 13.09% for psychological violence, 4.57% for sexual violence, and 3.53% for physical
violence, finding the highest rates of violent victimization in these minority groups for this
age range.

Therefore, violence in this population seems to predispose it to a higher risk of mental
health problems [25,35] and a higher probability of these individuals suffering violence in
adulthood because they had suffered it in adolescence or youth [25,33]. There is also a lack
of measures, evaluation instruments, and validations targeting these minorities, showing
how urgent it is to create them [1].

1.4. Perception of Abuse in Adolescent Couples and Young Homosexuals and Heterosexuals

Finally, a little-studied but interesting phenomenon that has been neglected among
these minorities is the perception of abuse by their partners, which has been studied in
heterosexual couples [36–39]. This perception consists of a person’s thoughts and cognitions
when feeling abused by another person. In the Spanish population, many authors state that
it is necessary to study not only the perception of being mistreated by one’s partner but
also the perception of stalking or the resulting feeling of fear, especially if the victim feels
trapped in their relationship. This is closely connected to victimization through coercive
behaviors or other more subtle forms of violence [37,38,40]. All this provides information
about the characteristics of people who do not recognize or identify themselves as victims.
Considering these dissonances, many researchers have highlighted the relevance of what
is called “unperceived abuse-unperceived violence” or “technical abuse” [37–42]. It is
interesting to note the results obtained by Gutiérrez Prieto et al. [43], who report that young
people can recognize their partners’ inappropriate actions, facilitating their perception of
violent abuse regarding these behaviors.

Therefore, IPV should be addressed in a way that integrates all the different per-
spectives [44]. This would represent an advancement at the social, educational, and legal
levels, considering the behaviors that, although just as illegal, are penalized differently. It
is therefore essential to provide data that highlight this problem to adapt prevention and
intervention projects for homosexual couples and the LGTBIQ+ collective.

We propose, as a general objective, to verify the levels of violent victimization and the
perception of abuse in adolescent and young couples, both homosexual and heterosexual,
to determine the scope of the problem in these minority groups (hereafter, we will use the
terms heterosexual, homosexual, lesbian for couples of women, and gays for couples of
men). The specific objectives are:

1. To analyze the prevalence of and differences in violent victimization according to
sexual orientation (heterosexuals and homosexuals (gays and lesbians)) and sex.

2. To describe the perception of abuse (feeling afraid or trapped in the relationship or feeling
mistreated) according to sexual orientation.
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3. To verify the prevalence of victimization according to the existence of the perception of
abuse based on sexual orientation and to observe a possible correspondence between
victimization and levels of perception of abuse.

2. Method
2.1. Participants

The sample consists of 552 students of Compulsory Secondary Education, High school,
Vocational training, and university from different provinces of Spain. Of them, 46% (n = 254)
were female, and 54% (n = 298) were male, and their ages ranged between 14 and 29 years
(M = 20.14, SD = 3.464). Of the participants, 156 (28.3%) reported having had a same-sex
partner and 396 (71.7%) reported having had a partner of a different sex. Regarding those
who reported having had same-sex partners, 48.7% (n = 76) were female, and 51.3% (n = 80)
were male. Of the participants with different-sex partners, 44.9% (n = 178) were female, and
55.1% (n = 218) male. By level of education, 61.2% (n = 338) were pre-university students
(Compulsory Secondary Education, High school, and Vocational training studies), and
38.6% (n = 213) were university students. Of the total sample, 90.2% responded Yes to the
question “Do you have a partner at this time?” and 9.8% answered negatively. Finally, 21%
were working. Concerning religion, 32.4% were not at all religious, 47.9% were moderately
religious, and 24.8% were very religious.

Two groups were created for this research. On the one hand, we selected the cases
where the participants indicated they had had or had a different-sex partner. This selection
was exported to a different database, and two random samples of exact cases were extracted
(n = 198). On the other hand, we selected the cases of participants who reported having
had a same-sex partner (n = 156). Subsequently, the cases were entered into two different
databases, resulting in the two studies analyzing 354 people (Study 1 and Study 2 (S1 and
S2, respectively)).

2.2. Procedure

This research was carried out following the Declaration of Helsinki. As a large part
of the sample was minors, compliance with the ethical criteria of working with minor
participants was ensured. First, we arranged a meeting at the schools of Compulsory
Secondary Education to explain the objectives of the research. After acceptance by the
school directors, we collected the data. Data protection was guaranteed at all times. We
provided all the groups with information about the usefulness and the purpose of the
research to determine and describe the interpersonal dynamics within couple relationships.
The groups were invited to participate voluntarily and received no compensation for their
participation. Before completing the instruments, we obtained all the participants’ informed
consent and gave them the necessary instructions to complement the battery of instruments.
This same procedure was carried out in the university centers.

This research used a non-probabilistic, intentional or judgment survey methodology
because the sample was selected according to the requirements of the research goals.

2.3. Variables and Measurement Instruments

Sociodemographic characteristics. Sociodemographic information was collected about
the participant and their partner: age, sex, level of education, income of the family nucleus,
employment status, and religious beliefs.

Partner violence. We utilized the Cuestionario de Violencia entre Novios, CUIVNO-R
[Dating Violence; Questionnaire] [2]. It comprises 20 items collecting information on
victimization and perpetration of violence in young people’s dating relationships. These
items present behaviors or situations of abuse that can occur within the relationship,
and their frequency is rated on a 5-point Likert scale ranging from 0 (never) to 4 (almost
always). The CUIVNO-R offers 5 different forms of DV: detachment, humiliation, coercion,
physical violence, and sexual violence. Detachment violence is evaluated, among others,
via the following item: “your couple does not speak to you or leaves for several days,
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without any explanation, in order to show annoyance”. Items regarding the other four
DV forms include “violence through humiliation: your couple ridicules or insults you
for the ideas you sustain”; “violence through coercion: your couple tests your love by
setting up traps to see if you are cheating on your couple”; “sexual violence: you feel
forced to comply certain sexual acts”; “physical violence: your couple has hit you”. Internal
consistency for the five scales ranges from 0.89 to 0.97 (Cronbach alpha), and for the total
scale α = 0.98. The internal consistency for the different scales of Study 1 ranged between
0.89 and 0.97 (Cronbach alpha) and for the total scale α = 0.98. In Study 2, the indices of
the different scales ranged from 0.90 to 0.98, and for the total scale α = 0.98.

Perception of abuse. Following the requirements of the United Nations in 2015 [45]
and because of the indications after the Istanbul Convention in 2011 [46], modifications
were introduced in the Macro-Survey on Violence against Women (2015) [47], especially
those related to the appropriateness of more accurately identifying forms of violence.
Therefore, additional information was collected about whether the participant had experi-
enced stalking (continuous or repeated harassment, following, spying) leading to fear of
their partner. This indicator has been shown to be extremely effective in the latest official
macro-survey carried out in Spain in 2019 on violence against women [40] and has been
verified in previous empirical studies [42]. Through a second question, the participant was
asked about their feeling of being trapped in the relationship to determine their subjective
perception of the possibility of their being able to leave their affective relationship. Finally,
we examined the perception or awareness of the situation of abuse. Specifically, there
were 3 dichotomous questions with a Yes or No response: “Do you feel or have you ever felt
afraid of your partner?”, “Do you feel or have you felt trapped in your relationship?”, and “Have
you felt mistreated in your relationship?”. The internal consistency for the total sample was
α = 0.533 (Study 1, α = 0.544, and Study 2, α = 0.576).

3. Statistical Analysis

The IBM SPSS statistical package, version 27, was used for data analysis. Descriptive
statistics of the relevant variables of the study were conducted, assuming in all the analyses
the criterion of “tolerance 0”; that is, violent behavior is considered to be present when any
of the items that measure violent victimization is responded to with a value different from 0.

Prevalence of Violent Victimization in Adolescent Couples and Among Young Ho-
mosexuals and Heterosexuals. First, the typologies of violence according to the sexual
orientation of each study group (heterosexual–homosexual) were analyzed. For this pur-
pose, the level of victimization in the couple was calculated using the five subscales of
CUIVNO-R (detachment, humiliation, coercion, and sexual and physical violence). Subse-
quently, we performed a Student’s t contrast for independent samples and used the Bayes
factor (BF) measures to determine the strength of the evidence of the differences. This
same analysis was used considering the participants’ sex and sexual orientation. We also
analyzed the samples of participants who reported having had heterosexual partners and
the couples of women (lesbians) and men (gays) who indicated having had homosexual
partners. For this purpose, a repeated-measures analysis of variance (ANOVA) was carried
out between the analyzed groups. Subsequently, the Bonferroni adjustment was calculated
separately for the analysis of each group.

Perception of abuse in adolescent couples and among young homosexuals and het-
erosexuals. Secondly, we proceeded to describe the perception of abuse presented by
the participants in the analyzed sample (feeling fear in the relationship, feeling trapped,
or feeling mistreated). To this end, a descriptive frequency analysis was carried out to
determine the percentage of participants who had answered any of the three questions
affirmatively. Total scores and scores according to the sexual orientation of the sample were
obtained. Subsequently, we calculated the difference in proportions for this analysis [48,49].

Violent Victimization and perception of abuse in adolescent couples and among
young homosexuals and heterosexuals. We created two groups after the analyses to verify
the correspondence between the victimization observed and the participants’ perception of
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abuse. On the one hand, “Yes, Perception of Abuse” included the participants who had
affirmatively answered any of the three questions on fear, entrapment, and abuse. The “No
Perception of Abuse” comprised the participants who had answered all three questions
negatively. In addition, the five factors of violence were transformed into dichotomous
variables (0 = No Violence; 1 = Violence). Subsequently, “Total Violent Victimization” was
obtained by adding the factors and transforming the variable to be dichotomous (0 = No
Victimization; 1 = Victimization). After creating the groups, we determined the differences
in their victimization rates of the five factors of violence of the CUIVNO-R and according
to sexual orientation through chi-square (χ2). Accordingly, we identified the people who
presented indicators of violence that did not perceive them as such, as in other empirical
studies [38,42,50].

4. Results

Below, the results of the two research studies are described and presented conjointly
for more clarity. The sample of participants who indicated having had homosexual partners
was used in the two studies.

Prevalence of violent victimization in adolescent couples and among young ho-
mosexuals and heterosexuals. In order to observe the prevalence of victimization and
determine the differences in violent victimization (typologies of violence) between the
two samples analyzed (according to sexual orientation), Student’s t was performed to esti-
mate the BF and calculate Cohen’s effect size. The results (Table 1) indicate that homosexual
couples obtained higher and statistically significant scores in both Studies 1 and 2. Physical
violence (hitting, pushing, shaking, throwing objects, etc.) [S1: t(346) = 38.35, p < 0.001,
d = 2.88; S2: t(347) = 40.45, p < 0.001, d = 2.93], detachment (disappearing, ceasing to talk to,
and ignoring the partner’s feelings) [S1: t(347) = 29.06, p < 0.001, d = 2.61; S2: t(349) = 34.78,
p < 0.001, d = 2.81] and humiliation (insults and excessive criticism) [S1: t(345) = 32.24,
p < 0.001, d = 2.46; S2: t(346) = 32.81, p < 0.001, d = 2.45] were the typologies with the
greatest difference between the two samples, with effect sizes greater than 1, and the BF
values reflect strong evidence of the obtained differences (BF = 0.000). To calculate the
differences among heterosexual couples, gay couples, and lesbian couples, a one-factor
ANOVA was performed. The corresponding repeated-measures ANOVA yielded signifi-
cant group differences in the five types of violence identified in CUIVNO-R (Table 2). All
typologies were significantly higher in the two groups of homosexual couples (gays and
lesbians) than in the heterosexual group. However, when analyzing each group separately,
the pairwise comparison with the Bonferroni adjustment showed significant differences
between heterosexual couples and gay couples (p = 0.000) and between heterosexual cou-
ples and lesbian couples (p = 0.000) in both Study 1 and Study 2. On the other hand, we
observed no significant differences between the groups of homosexual couples (gays and
lesbians) except for sexual violence, which was significant in both studies [S1: p = 0.003; S2:
p = 0.002].

Table 1. Violent Victimization in adolescent and young couples based on sexual orientation in Study 1
and Study 2.

Sexual Orientation/
Typologies of

Violent Victimization

Heterosexuals Homosexuals

n ¯
x n ¯

x BF t df d

Detachment
S1 196 1.86 153 11.75 0.000 29.06 *** 347 2.61

S2 198 1.12 153 11.75 0.000 34.78 *** 349 2.81

Humiliation
S1 197 0.70 150 11.29 0.000 32.24 *** 345 2.46

S2 198 0.73 150 11.29 0.000 32.81 *** 346 2.45
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Table 1. Cont.

Sexual Orientation/
Typologies of

Violent Victimization

Heterosexuals Homosexuals

n ¯
x n ¯

x BF t df d

Coercion
S1 196 1.55 153 10.18 0.000 26.26 *** 347 2.23

S2 198 0.85 153 10.18 0.000 31.38 *** 349 2.41

Sexual
S1 197 0.38 149 10.56 0.000 27.57 *** 344 2.04

S2 196 0.24 149 10.56 0.000 28.60 *** 343 2.07

Physical
S1 197 0.36 151 12.85 0.000 38.35 *** 346 2.88

S2 198 0.21 151 12.85 0.000 40.45 *** 347 2.93

Note. n: number of subjects; x: mean; BF: Bayes factor; t: Student’s t; df : degrees of freedom; d: Cohen’s d; S1:
results Study 1; S2: results Study 2; *** p < 0.001.

Table 2. Repeated-measures analysis of variance of violent victimization of the groups in Study 1
and Study 2.

Sexual Orientation/
Typologies of Violent Victimization

Heterosexuals
Homosexuals

ANOVA
Gay Lesbians

¯
x

¯
x

¯
x F

Detachment S1 1.86 11.57 11.93 421.89 ***

S2 1.12 11.57 11.93 604.43 ***

Humiliation S1 0.70 11.08 11.52 520.00 ***

S2 0.73 11.08 11.52 538.33 ***

Coercion S1 1.55 9.94 10.43 345.293 ***

S2 0.85 9.94 10.43 493.20 ***

Sexual S1 0.38 9.63 11.47 396.887 ***

S2 0.24 9.64 11.47 427.33 ***

Physical S1 0.36 12.55 13.14 737.357 ***

S2 0.21 12.55 13.14 820.39 ***
Note. x: mean; ANOVA: repeated-measures ANOVA; F: F Test; S1: results Study 1; S2: results Study 2; *** p < 0.001.

Secondly, concerning the differences in violent victimization according to sex in both
groups (homosexuals and heterosexuals), Table 3 shows statistically significant differences
for all types of violence. Regarding the group of women, lesbians obtained the highest
means, with the highest effect sizes in physical violence [S1: t(163) = 24.95, p < 0.001,
d = 2.87; S2: t(163) = 27.19, p < 0.001, d = 2.91], violence due to detachment [S1: t(162) = 19.58,
p < 0.001, d = 2.58; S2: t(163) = 22.28, p < 0.001, d = 2.70], and violence due to humiliation
[S1: t(159) = 21.36, p < 0.001, d = 2.37; S2: t(160) = 21.16, p < 0.001, d = 2.35]. In men, the
largest effect sizes were obtained for the typologies of physical violence [S1: t(181) = 29.49,
p < 0.001, d = 2.89; S2: t(182) = 29.94, p < 0.001, d = 2.92] and detachment [S1: t(183) = 21.42,
p < 0.001, d = 2.65; S2: t(184) = 26.99, p < 0.001, d = 2.91], followed by violence by humiliation
[S1: t(184) = 24.21, p < 0.001, d = 2.56; S2: t(184) = 25.39, p < 0.001, d = 2.57] and coercion
towards the partner [S1: t(185) = 20.02, p < 0.001, d = 2.33; S2: t(185) = 23.30, p < 0.001,
d = 2.52], with gays again obtaining higher means. In addition, the Bayes factor (BF = 0.000)
reflected strong evidence of the differences between homosexual and heterosexual women
and men.
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Perception of abuse in adolescent couples and among young homosexuals and het-
erosexuals. Figures 1 and 2 show that the feeling of being trapped in the relationship
obtained the highest percentage for the total sample [S1: 25.40%; S2: 19.20%]. When ana-
lyzing the two groups, homosexual couples scored higher on all three questions in both
studies. Moreover, significant scores were obtained when asking the participants about
their feelings of entrapment in the relationship [S1: p = 0.025; S2: p = 0.001] and their fear of
their partner [S2: p = 0.001] and feeling mistreated [S2: p = 0.001], although only in Study
2. Regarding the difference in proportions, the results indicated no significant differences
between Study 1 and Study 2 in any of the responses concerning the perception of abuse
(mistreatment, fear, and entrapment).
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Violent victimization and perception of abuse in adolescent couples and among
young homosexuals and heterosexuals. Table 4 provides the percentages of perceived
abuse (“Yes Perception of Abuse”/“No Perception of Abuse”) in heterosexual and homo-
sexual couples. Of the total sample, the percentage of participants who did not perceive
abuse was higher in both studies [S1: n = 244 (68.90%); S2: n = 275 (77.70%)] than the
percentage of those who perceived abuse [S1: n = 108 (30.50%); S2: n = 78 (22%)], with
statistically significant differences [S1: χ2 = 3.87, p = 0.032; S2: χ2 = 31.61, p = 0.001]. We also
observed higher violent victimization than non-victimization in the two studies. Specifi-
cally, we observed victimization scores ranging between 69.70% and 99.40% in contrast to
non-victimization, which ranged between 0.60% and 30.30%. The presence of high levels
of victimization and the high lack of perception of abuse are noteworthy. When inquiring
about this, in both Studies 1 and 2, homosexual couples reached levels of victimization
of 99.40%, whereas 63.50% of them perceived no abuse. Concerning the samples of het-
erosexual couples, in Study 1, 73.60% reported no perception of abuse, although 75.80%
were victims of violence. In the case of Study 2, 88.90% did not perceive violence, although
they presented victimization levels of 69.70%. Secondly, in the case of heterosexual couples,
the chi-square revealed significant differences (in both studies) in all types of violence
except for sexual and physical violence, which were nonsignificant in Study 2. The highest
percentage of violence was observed in participants who had perceived abuse. However,
this was not observed in the sample of homosexual couples, because only one case reported
no victimization, whereas the remaining cases presented violent victimization with no
differences among the typologies.

Finally, we examined the possible correspondence between the violent victimization
observed in the two studies and the levels of perception of abuse. As seen in Figures 3 and 4,
the high rates of violent victimization do not correspond to the perception of abuse indicated
by the participants. Specifically, in homosexual couples (Studies 1 and 2), the percentage
of victimization exceeded 90%, whereas the percentage of the perception of abuse did
not exceed 31%. This mismatch also occurred among participants who reported having
or having been heterosexual couples, although it was not as notable. In Study 1, violent
victimization reached 59%, but the perception of violence only reached 21%. Consistent
with the above, in Study 2, victimization also reached 44% compared to the 10% who had
reported a perception of abuse. This highlights the invisibility of adolescents’ and young
people’s suffering of violence.
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Figure 4. Visibility and invisibility of violent victimization and perception of abuse as a function of
sexual orientation in Study 2.

5. Discussion

Violence is manifested in interpersonal relationships; specifically, this study shows
that violence in homosexual couples is a problem of the same dimension as violence
in heterosexual couples. Therefore, it is essential to ensure its adequate legal treatment
considering all existing dimensions, like IPV. According to the approach and the findings,
this study provides novel information on the extent of the problem of IPV in vulnerable
groups. In light of our results, we underline the high frequency of IPV among both
heterosexuals and homosexuals, showing the need to be aware that violence can appear in
any interpersonal relationship. Consequently, we must educate youth in having care and
respect for the other person and provide sexual education and sufficient information so
that young people can identify the indicators of violence, which can affect their physical,
mental, and social health.

First, based on the principle of “zero tolerance”, our results are consistent with
other studies carried out in Spain and Latin America finding comparable rates of vic-
timization among both homosexuals and heterosexuals—although higher among the for-
mer [20,28,29]—as well as with the data published in other countries, such as that of
Edwards et al. [30]. Among homosexuals, physical victimization stands out, followed by
other types of violence, such as psychological or unperceived violence; that is, detachment
(disappearing or not talking or ignoring the partner’s feelings) and humiliation (insults
or criticism of the partner). When comparing our findings on homosexual couples with
other investigations, there are some discrepancies; in particular, a discrepancy is observed
in the order in which the typologies of violence are presented. That is, physical violence,
detachment, and humiliation of the partner are more frequent in our results than sexual
violence and coercion, which are also present but with lower rates. In contrast, other
studies, such as that of Ortega [28], report that in samples of adolescents and young people
(from 14 to 29 years old), psychological violence obtains the highest percentage, followed
by sexual and physical violence. The same is true of the results of Walters et al. [32], where
psychological violence was more frequent than physical violence, or the results obtained
by Martín-Storey [33], where physical and sexual violence predominated among these
minorities. This is not observed in heterosexuals, whose members are mostly victims of
violence due to detachment, coercion, and humiliation, in coherence with the findings of
other studies where psychological violence prevails [10,37–39,42].
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Despite this controversy, the analyses show the different types of violent victimization
within couple relationships, highlighting the results among homosexuals [5,31,32,34]. In
young heterosexual relationships, we confirm the high prevalence of psychological vio-
lence performed and suffered both by males and females, with detachment, coercion, and
humiliation being common [10,38].

Another relevant finding of this study is the differences in all the typologies of vi-
olence (both in heterosexual and homosexual couples) as a function of the participants’
sex. Females suffer more physical victimization, detachment, and humiliation, mostly in
homosexual couples. On the other hand, males repeat the typologies of physical violence,
detachment, and humiliation, also adding coercion. Therefore, this shows that victimization
can affect anyone. Hence, limiting the roles of female victims and male aggressors implies
ignoring the existing reality because victimization affects a large part of the population [51].
Thus, the predominance of humiliating one’s partner, especially in homosexual couples,
reveals what the LGTBIQ+ collective refers to when they talk about the threat of “coming
out of the closet” or “outness”. This threat is aimed at controlling or retaining the other
member of the relationship by threatening them with society’s ridicule and contempt. This
phenomenon suffered by these minorities promotes tension and stress in the relationship
dynamic, turning it negative [52]. The findings of violence exercised through coercion,
which is more predominant in males, are consistent with the meta-analysis of Spencer
et al. [53], which reports that this typology of violence is a risk factor among young men.
On the other hand, according to the data on physical violence, victimization in homosexual
relationships, regardless of sex, is striking, following research indicating that males are
perpetrators of physical violence and females of mild physical violence [38,54].

Summing up, we can state that our adolescent and young populations are immersed
in violent relationships, with a tendency to perpetuate and normalize the dynamics of
conflictive relationships [55], and two issues are essential: (1) violence at this stage can
become violence in adulthood [24,25,33]; and (2) violence puts the physical and mental
health of our younger population at risk [4,8,9].

Thirdly, with the aim of complying with the recommendations of the European Coun-
cil [46] and the Macro-Survey on Violence against Women of 2015 and 2019 [40,47], we
investigated the different ways of experiencing violence. We found percentages ranging
from 3.70% to 25.40%, with homosexual couples reporting feeling these indicators to a
greater extent. In particular, we emphasize that the feeling of being trapped in a relationship
is the most frequent in the adolescent and young populations. This information is relevant
for the study and future prevention as it can indicate emotional dependence on one’s
partner, which correlates with negative coping in conflictive situations [41]. On the other
hand, we found that fear of one’s partner presents percentages around 7–10%, indicating
the possible existence of concealed cases of partner violence. These data are similar to
those published by the 2019 Macro-Survey [40], suggesting that 13.90% of females aged
16 and older feared their partners. The perception of abuse in the relationship is shown to
have the lowest prevalence. This is probably due to the difficulty of recognizing oneself as
someone who is in an abusive or violent situation [39]. Similarly, this may also be due to the
reductionist interpretation of psychological violence or unperceived violence, which poses
a clear risk because it is considered a predictor of the partner’s physical violence [38–42,56].

On the other hand, regarding the third objective, we verified an evident lack of
perception of abuse and high levels of victimization. These data generate alarm and
should be addressed in prevention programs, and we highlight that of the total sample of
homosexual couples, only one person was not victimized. Finally, from a global point of
view, the couples in this research had difficulty in perceiving abuse because the percentage
of “Perception of Abuse” was small (S1: 30.5%; S2: 22%) in contrast to the high levels of
victimization observed. The non-perception of violence in heterosexual couples has already
been detected in different studies [38–43]. A higher percentage of homosexual couples than
heterosexual couples fails to recognize suffering violence as such; like other research, the
data indicate a limited level of awareness of homosexual violence [36].
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All the above leads us to consider that anyone can suffer violence within a couple
relationship [6]. Although there are indeed differences between homosexual and hetero-
sexual couples, this only indicates that victimization also exists within these couples, and
there may even be a lack of perception of abusive acts. Thus, violence is present in our
affective relationships and continues to be a worldwide problem affecting the public health
of our adolescents and young people globally [8,9,11,12]. These results serve to propose
changing the unique view that risk is only present in heterosexual couples because there
is risk among men and women who have same-sex partners and in relationships where
one member is transsexual, intersexual, queer, or indeterminate; in short, this risk exists for
people who have interpersonal relationships with other people.

6. Limitations

Regarding the main limitations of this research, we point out the sample size. It
would be interesting to increase it to generalize the results of violent victimization for our
context. Samples of people with different sexual orientations or gender identities should
be obtained to determine the differences due to maturational development according to
age. The second limitation refers to the absence of data on the perpetration of violence.
Integrating this variable would enable us to know if the victim is also an aggressor; that is,
we could analyze the bi-directionality of violence, mainly in homosexual couples.

7. Conclusions

In conclusion, there is a need for changes in public and social policies so that the
victims of violence have social resources. Regardless of whether they are heterosexual or
of the LGTBIQ+ collective, this issue is still a social emergency. Neither the LGTBIQ+ nor
the heterosexual populations seek IPV-related support services. In the former case, this is
because of the barriers to receiving care [57], and, in the latter case, because of the difficulty
of perceiving their relationship as abusive and, therefore, themselves as victims [38].

From this point of view, violence in homosexual couples must be considered a problem
with the same dimensions as violence in heterosexual couples, and, therefore, resources
must be adapted to the needs of this minority group [26]. In other words, it is necessary to
apply social and egalitarian measures, educational measures that promote respect, and legal
measures in which the system endorses and performs comprehensive evaluations where
both members of the couple (victims and aggressors) are assessed without establishing
differences. In short, defending the existence of other types of violence does not imply
making gender differences invisible but rather avoids limiting violence exclusively to
gender differences [44].

Finally, regarding future lines of research, we confirm the importance of addressing
this area of prevention, given the results of different investigations on unperceived violence
and high levels of violent victimization, with the justification of violence as a risk factor for
victimization [58]. In this way, we can identify the indicators present in conflictive situations
where inadequate coping strategies are implemented, generating abusive behaviors that
are fully normalized. Therefore, we should continue to perform informative prevention,
talk to young people, and conceptualize all the possible present and future situations
they may encounter so that they can respond adequately for their well-being and that
of others. Another critical point recommended by the United Nations [45] is the need to
ask women if they have ever felt afraid of their current partner or their ex-partners. Our
contributions indicate that not only should one ask women about fear, but exploring the
feeling of entrapment and mistreatment in anyone within an interpersonal relationship
is also relevant. Secondly, psychological proposals should be offered to create judicial
measures of violence in homosexual couples to increase their sense of security and society’s
protection towards these minority groups. Thirdly, there is a need for a working approach
comparable to that used with heterosexual couples that analyzes not only the level of
victimization but also the level of perpetration of violence, that is, that addresses bi-
directional violence in same-sex couples, as noted above in the limitations. Finally, we
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should not ignore the need to develop specific and effective action plans because bi-
directional violence may be a common pattern in relationships [38].
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Abstract: Despite the Australian Government’s attempts to reduce domestic violence (DV) incidences,
impediments within the social and health systems and current interventions designed to identify
DV victims may be contributing to female victims’ reluctance to disclose DV experiences to their
primary healthcare providers. This scoping review aimed to provide the state of evidence regarding
reluctance to disclose DV incidents, symptoms and comorbidities that patients present to healthcare
providers, current detection systems and interventions in clinical settings, and recommendations
to generate more effective responses to DV. Findings revealed that female victims are reluctant to
disclose DV because they do not trust or believe that general practitioners can help them to solve
their issues, and they do not acknowledge that they are in an abusive relationship, and are unaware
that they are in one, or have been victims of DV. The most common symptoms and comorbidities
victims present with are sleep difficulties, substance use and anxiety. Not all GPs are equipped
with knowledge about comorbidities signalling cases of DV. These DV screening programs are the
most prominent intervention types within Australian primary health services and are currently not
sufficiently nuanced nor sensitive to screen with accuracy. Finally, this scoping review provides
formative evidence that in order for more accurate and reliable data regarding disclosure in healthcare
settings to be collected, gender power imbalances in the health workforce should be redressed, and
advocacy of gender equality and the change of social structures in both Australia and New Zealand
remain the focus for reducing DV in these countries.

Keywords: domestic violence; primary healthcare; general practitioners; female victims; nurses;
midwives

1. Introduction

Domestic violence (DV) is characterised as a series of behaviours used by a perpetrator
to obtain or maintain power and authority over an intimate partner in any relationship,
as well as over children and/or siblings with whom they share a similar household or
a domestic relationship [1,2]. The most prominent forms of gender-based violence are
intimate partner violence, rape, sexual assault and stalking [3,4]. DV is regarded as a
violation of women’s rights and has emerged as a major and urgent public health issue [5–8].
Eradicating violence against women was included in the United Nations’ Millennium
Development Goals (in 2000) as well as in the Sustainable Development Goal 5 (Gender
Equality) (in 2015) [6,9].

Extant findings demonstrate that DV adversely affects women’s health, overall func-
tioning and well-being—in the short and/or the long term (e.g., quality of life) [5–12].
According to the US Department of Health and Human Services (USDHHS) [13], short-term
impacts of DV include injuries, bleeding, miscarriages, unplanned pregnancies, sexually
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transmitted infections and insomnia. The USDHHS [13] further states that the long-term
effects of DV include arthritis, asthma, sleeping problems, migraines, headaches, stress,
depression and chronic pain. Furthermore, the immediate and ongoing impacts of DV
on women’s health have been identified in a variety of areas, including mental health
issues and physical damage, such as bruises, cuts, teeth and gum damage, skin lesions,
stillbirths and head injuries. Studies reveal the signs of DV perpetration include harmful
behaviours against children and pets, as well as the use of unsafe driving to instil fear and
coercion [4,14,15].

Among these complications, the most concerns expressed by Australian women were
mental well-being issues [3,11]. DV is significantly associated with mental health disorders)
and is a leading cause of death, disability or illness [3,16]. Additionally, DV impacts indi-
viduals’ financial status and contributes to poverty, especially homelessness. According to
Dillon et al. [17], there is an increasing correlation between DV and homelessness, particu-
larly among women and children. This evidence corroborates with Mission Australia [18],
which stated that in 2018 and 2019, 80,000 women sought professional homelessness sup-
port services.

Prevalence of DV in Australia

Although DV is regarded as a critical national health and welfare issue [19] and
the most unspeakable crime in Australia [7], there has been an unprecedented rise in
violence and harassment against women over the last three decades [3,20]. According
to the Australian Bureau of Statistics Personal Safety Survey 2016, an estimated one in
six women (over the age of 15) experienced sexual or physical violence from a current
or former cohabiting partner, with women being were more likely to encounter violence
from a known individual and in their home [20,21]. Nevertheless, the magnitude of DV
incidence remains unknown [22].

Between 2014 and 2015, a woman was killed every nine days by her intimate partner in
Australia [19]. In 2017, more than 11,000 women between the age of 15 and 34 experienced
DV or sexual harassment [19]. Women are more likely to become victims during their
reproductive years [23–25]. According to Gartland et al. [24], 20–30% of women suffered
physical or mental abuse 1–4 years postpartum. A meta-synthesis study reveals that
women aged 45 and above are also at risk of family violence, which may lead to the risk of
homelessness in old age [7,26]. There is also a higher risk of family and DV during major
crises, such as epidemics and natural disasters [27,28]. Moreover, increases in the number
of DV incidents and the frequency of victims visiting primary healthcare services intensify
the burden on medical practitioners and frontline healthcare providers [29].

The Australian Government and healthcare sector, both at federal and state levels,
are striving to take immediate and decisive action on behalf of victims [30–32]. As a
widespread service provider, the healthcare sector can provide high-quality healthcare
and ensure supportive environments are in place both to enable victims to disclose DV
lived experiences and to help victims and survivors overcome their issues [9,33]. Despite
these efforts, numerous impediments remain within the current settings (both health and
social systems) and interventions [10,34]. These impediments may lead female victims to
be reluctant in disclosing their lived experiences of DV to primary healthcare workers or
general practitioners (GPs) [10].

While the devastating impact of DV on women and those that they care for is well
documented, and the extent of the problem across both Australia and New Zealand care-
fully tracked, the phenomenon cannot be either accurately measured nor treated if women
remain reluctant to disclose the problem to frontline healthcare providers. Further, while
community workers in the DV space tend to be the ‘safe spaces’ female DV sufferers go
to for assistance, there is a call for greater trust building amongst these same women and
GPs in particular. Further, there is an established need for clinicians to be better trained
at detecting reluctance to share DV experiences with them in private appointments. This
scoping review aimed to collate the relevant literature in a bid to generate a cohesive,
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evidence-based narrative around barriers for reporting DV within clinical settings in a bid
to provide this information to those who need it most.

We aimed to provide an updated and focused review of the barriers female victims
face in revealing DV experiences to primary healthcare professionals in the clinical setting
and private appointments with GPs. This review generated a summary of (i) the reasons
why DV victims do not disclose to GPs and primary healthcare professionals, (ii) symptoms
and comorbidities that patients present to healthcare providers, (iii) current detection
approaches and quality of interventions in the clinical setting, and (iv) finally provides
recommendations to generate more effective responses to DV to clinicians specifically.

2. Materials and Methods
2.1. Scoping Review Research Questions and Objectives

This study aims to answer the following research questions: (i) What are the reasons
DV victims do not disclose to GPs and primary healthcare professionals? (ii) What are the
comorbidities and symptoms that DV patients present with? and (iii) what are the current
methods of detection and interventions in clinical settings. The objective was to combine
the findings to provide recommendations to both researchers and clinicians regarding more
effective responses to DV.

2.2. Data Sources and Search Strategy

A scoping methodology was used to conduct the review and identify the results.
Several search strategies were developed during the process to identify the relevant studies.
Four primary databases were used, including CINHAL (nursing and allied health database),
PsycINFO, Embase and PubMed. The term ‘domestic violence’ was mainly used to identify
articles using the synonyms of ‘family violence’, ‘intimate partner violence’, ‘battered
women’ and ‘domestic violence victims’. The phrase ‘domestic violence’ and its synonyms
(with a truncation mark) were used along with phrases such as ‘barriers to express’, ‘barriers
to reveal’, ‘enablers to reveal’ and ‘motivations to reveal’ to identify the relevant articles.
Boolean operators were used to expand the results.

2.3. Eligibility Criteria

This scoping review included all study designs, including qualitative, quantitative
and mixed-method studies. It focused on Australian and New Zealand studies, given that
New Zealand has a similar public health service to Australia. Only full-text articles in
English were considered and included in the review.

2.4. Exclusion Criteria

All editorials, letters to the editor, newspaper articles, thesis reviews, dissertations and
articles from low- and middle-income countries were excluded from the scoping review.
Additionally, studies that discussed substance use and DV and postpartum depression and
DV were not considered. Figure 1 displays the process used, including the inclusion and
exclusion criteria.
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3. Results
3.1. Why DV Victims Do Not Disclose to GPs and Other Primary Health Professionals

GPs are the primary healthcare workers who identify DV most frequently during
private appointments through assessments and diagnostic processes [35]. There is still
much debate and discussion about who discloses (both voluntarily and unwillingly) DV
experiences to GPs and reports DV side effects (e.g., addictions, insomnia and wounds in
various stages of health) but not the abuse itself [35–37]. Studies by O’ Doherty et al. [34],
Meuleners et al. [22] and Hegarty et al. [10] report that most DV victims do not trust their
GPs as a professional to whom they can disclose their DV experiences and related illnesses
and injuries. Further, victims do not accept their GPs as a solution to solve DV-related
issues [22,34,38]. Generally, DV victims have reported that they view GPs solely as clinical
health practitioners, rather than as counsellors or professional supporters to whom they
would reveal such violence [34]. Hence, most victims seek GPs only to treat their injury,
wounds or physical harm; they do not want to obtain psychological or social support [22].

Victims also do not disclose these injuries as DV cases or as part of the abuse to their
GPs. DV victims are more likely to disclose injuries or physical harm as accidents or falls
rather than abuse [39]. The critical case is that abused women do not like to acknowledge
that they are in an abusive relationship and are or had been victims of DV [34,39,40]. Some
women were unaware that they had become a victim of a perpetrator or that the violence
was part of the DV phenomenon [10,39]. Consequently, despite being able to recognise DV
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symptoms, it is a complex and difficult task for primary healthcare providers to provide
support to victims who do not recognise and acknowledge that they are in unhealthy
relationships and are at risk of ongoing and worsening abuse [39]. Overall, there is a
significantly low rate of DV disclosure to GPs during clinical appointments; even when DV
is identified, it remains challenging to discuss with the victims and even more difficult to
intervene with sustained success [20,36–38,40].

3.2. What Symptoms and Comorbidities Do Patients Present to Healthcare Providers?

Evidence shows the prevalence of DV is common among women who visit
GPs [36,37,40,41]. However, women tend not to present their DV experiences or symptoms
as symptoms of abuse, whether directly or overtly. Instead, the DV experiences are made
visible through many other indirect ways. The most common visible ways of DV and
family violence symptoms being reported to GPs include minor injuries at different stages
of healing, sleep issues, low self-esteem and other mental health problems [5,10,42].

Sleep difficulty is one of the most common problems among women who experience
acts of violence [42–44]. However, this symptom is often associated with other women’s
health issues, thus making it difficult to ascertain whether or not women are experiencing
violence, assault or abuse. Many women who suffer from DV request prescriptions for sleep
medication with synchronous symptoms of depression, anxiety and a desire or compulsion
to self-harm [42]. It is challenging for GPs to initiate conversations about violence that
women may face from their partner [42].

Mental health issues or psychological factors are key symptoms raised during GP visits
by women who experience DV [34,42,45]. Most DV victims, whether they identify as such
or not, attend their general practice regularly with comorbidities of mental and physical
health issues [5,10,46]. Included studies reveal that female DV victims experience numerous
mental health problems [3,23,34,45,47]. Generally, DV victims have very poor mental health
and struggle to cope or function in everyday life [3,5,10]. Victims’ poor emotional well-
being has a significant impact on their decision-making processes. For example, women
visit GPs in a state of panic or anxiety, often having trouble communicating clearly at these
times [34,45]. Women frequently want to seek professional support, yet they attempt to
avoid doing so by convincing themselves that other people would perceive them as bad
wives or partners [23,34]. Some women tend to think that they can manage DV situations
by themselves; others think that the situations are temporary and will eventually resolve
themselves, or that their abuser was going through a ‘bad phase’ or having a bad day [23,34].
Some victims “Dr shop” to avoid disclosing the real cause of their injuries and illnesses by
seeing multiple GPs for a particular incident [22]. These mental factors often compound
within the victims, thus preventing them from revealing their DV experiences.

Fear is a highly common characteristics among patients who visit GPs and other health
services as the result of DV [5,10,47]. It has long been established that fear is a key barrier
for women communicating abuse to primary healthcare providers [39]. Many women
are unwilling to disclose what has happened, and most victims attempt to minimise the
harmful incident [39]. Fears identified include fear of consequences from their partner, fear
of more violence, fear of losing their partner and fear that they will not be believed [10,47].

Fear is a common psychological factor that patients experiencing DV exhibit, and
while some of the causes of fear have been noted, an additional fear pertains to financial
dependency [10]. According to the literature, victims’ financial situation is a crucial deciding
factor in their willingness or confidence to disclose abuse [23,39,45]. Women who are
financially dependent on their partners are afraid that they will be unable to survive without
a source of income. Many abusers will work to ensure financial dependency as part of their
abuse, coercion and control strategies. The abusers may do this directly by not allowing
their partner to work, damaging their chances of working or forbidding contraception
so that unplanned pregnancies make continued employment difficult [48–50]. Women’s
income and motherhood status are also factors that prevented them from reporting the
abuse to GPs or even leaving their partners [39,45].
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3.3. Detection and Intervention in the Clinical Setting

The majority of female psychiatrists revealed that dealing with DV was not their
responsibility or obligation [47]. DV is an issue that community health workers should
handle rather than primary healthcare professionals or psychiatrists [47]. Male psychiatrists
indicated that psychiatrists did not assist in identifying DV victims, but the appointment of
a specific staff member would [47]. In addition, male psychiatrists reported that listening
to and treating and dealing with female DV victims was a difficult and uncomfortable job
because they felt guilty about the situations of their female patients [7,47].

GP centres, in theory, are intended to provide a safe and confidential way to disclose
violence and abuse incidents [51]. These settings have unique characteristics for early abuse
identification and are equipped in many ways to prevent DV through effective interventions
and referral mechanisms [40]. Patient awareness of their GP’s availability, their trust in the
healthcare practitioners and the potential feelings of comfortableness are the advantages of
these settings as areas with great potential for effective DV intervention [40,51]. Evidence
shows that a patient’s trust in GPs and GP centres is higher than in other types of primary
health service providers. Patients also intended to use GP services more regularly than
other types of health and social services, making them potent contact points for initiating
DV conversations, such as what DV is and how to get help to escape abuse [10]. For these
reasons, these clinical settings have been recognised as potentially efficacious settings for
DV screening and identifying interventions [34] Many health professionals and health
organisations recommend screening programs as an early-stage intervention method for
readdressing and stopping DV and family violence [5,10].

The WEAVE randomised control trial (RCT) was one of the first studies to evaluate a
DV screening-related program among women, with implications and suggested potential
improvements for GP-based interventions [10,34,38]. The study helped to identify several
ways of screening implementation and aiding effective intervention [34,38]. In addition,
the MOVE study was the first RCT to determine the effectiveness of identifying intimate
partner violence in a community-based nursing setting [32,52]. The MOVE was an inter-
vention with a resource guide about intimate partner violence [32]. This study can be
considered an effective step because it provided health practitioners in the clinical setting
with relevant resources. According to the final MOVE intervention, the final results had no
impact on regular reporting of DV cases or screening in referrals [32]. On the one hand,
findings showed the same participants were involved in the intervention as a negative
impact and noted a significant increase only in safety planning as a positive impact [32].
However, the study shed new light on self-completion checklists, which were effective
in the clinical setting and contributed to a slight difference in establishing pathways to
discuss DV experiences [32]. Overall, nursing-based models have proven to be effective
in primary healthcare settings. However, the interventions or screening programs are
required to be consistent with a victim’s safety planning, rather than simply asking direct
questions to detect DV or family violence [32]. Safety of the victims who disclose abuse
remains paramount during any screening or intervention activity, regardless of its point of
administration or delivery [32].

Primary health professionals utilise numerous screening tools. The most popular
screening tools are Hurt, Insult, Threaten and Scream [53]. Generally, this involves
the screener asking the primary health service user questions during a screening pro-
cess [34,54,55]. The screener has the opportunity to identify DV victims if they reveal their
real condition, but most of the time, the victims do not do so [54,56]. In addition to the basic
screening tools, brief health screening items, written or electronic identification methods,
and in-person meetings have been reviewed and recognised as effective tools for reaching
out to DV victims [36,52]. Risk assessment is another way of identifying family violence.
It is mandatory in most primary health settings to implement a screening process before
conducting a risk assessment [55]. During the risk assessment process, practitioners have
the opportunity to ask more detailed questions [10]. Routine screening is another common
strategy used in the primary healthcare setting [32,36]. Routine screening includes regular
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physical examination check-ups for skin conditions, sexually transmitted diseases and the
eyes, as well as blood pressure levels [57]. Another approach that has shown some success
in assisting women suffering from abuse is the ‘case finding’ or inquiry approach [32]. The
case-finding approach can be applied in any DV situation, but healthcare workers should
have relevant training to handle cases [32]. Social work professionals are more likely to
use the case-finding approach, and in this scenario, public health professionals must work
together with them. This method can map out victims’ personal experience in analysing
DV situations [58–60].

Unfortunately, the reality at the pragmatic level differs from the theory [54,56,61].
Various complications have been found in screening programs, though screening is con-
sidered as a recognised way of identifying and preventing individuals from becoming
victims or perpetrators. Moreover, screening for complex social phenomena in GP centres
demonstrates a very low or limited data yield overall [32,36,52].

The screening process has several issues that needed to be rectified by the responsible
authorities. Common claims include not interviewing in a private setting or space, having
too many staff members involved in the screening process, the screener not being the same
gender or race as the victims, the presence of the victim’s partner and age gaps between
the victim and screener [54,56,61]. However, there is currently insufficient data or evidence
to draw decisive conclusions about the effectiveness and potential for screening DV within
GP practices and clinics [54,56,61]. The quality and outcome of DV screening programs and
intervention processes depend on the timing and nature of the delivery of the questions by
the healthcare provider to the patient [52].

Research has highlighted the complications and barriers to successful DV intervention
and screening by GPs [5,34,36]. Firstly, the research acknowledges how profound the
breakthrough can be for the patients and women who were disclosing their experiences
for the first time. Due to the various reasons and fears that prevent women from revealing
their living conditions, a GP’s chances of detection remain low overall. Establishing the
necessary trust to reveal such experiences was profound and difficult for any health service
provider to achieve [34,36]. Secondly, to be effective and safe, GP-based interventions in
primary care settings should consider the different types and severity of abuse faced by
women [10]. A common or universal general intervention is not feasible for the whole target
population who have experienced DV. Nuanced responses and referrals are required to
make discerning insights about the specific type of treatment and support the best matches
for the experiences of each unique woman. Thirdly, there are still concerns that GP-based
screenings and individual case data collection efforts do not always provide a complete and
accurate account of the specific characteristics of the type and severity of harm [10]. One
of the most frequently used data collection methods, self-reporting, has been discovered
to have an inherent bias [5,10]. Response bias is a general complication within this type
of data collection method [5,62]. Addressing all the characteristics of this highly diverse
and vulnerable target population through a GP centre or individual clinic visits alone is
a daunting and complex goal to achieve [34]. More research is needed on screening tools
and strategies for the timing and nature of their delivery and administration if GPs are to
achieve greater success in their efforts to assist victims and survivors to escape and fully
recover from DV [38].

Finally, screening as an intervention tool for identifying DV remains questionable. It
has several biases when used in the primary healthcare setting. It is therefore worthwhile
to consider what is needed to generate more effective responses to DV in the primary
healthcare setting.

3.4. Recommendations for More Effective Responses to DV in Primary Healthcare Settings

The literature widely acknowledges that improvements in the primary healthcare
setting are much needed if they are to be better and more trusted places for victims of
DV and other domestic abuse to seek assistance [37,40]. Beyond the internal reviews,
evaluations of the screening tools and an increased capacity for GPs to be able to respond
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to patients suffering from DV are needed. DV experts and other community health service
providers have weighed in to provide insights into how primary healthcare providers can
better respond to this highly sensitive, diverse and complex social phenomenon.

When considering the macro level of the healthcare setting, one meaningful suggestion
is that feminist-driven approaches need to be implemented in a primary healthcare setting
to tackle gender imbalances in the clinical health context [63]. Literature suggests DV
is a highly cultural and gendered issue that can be seen in many social structures [64].
This significant debate concerning power imbalances also exists in the primary healthcare
setting and is rarely questioned by the responsible parties sitting upstream [65]. Gender
inequality is considered as one of the key indicators in the primary healthcare setting that
prevents effective decision-making for female DV victims [66]. Moreover, male dominance
in the health sector is more likely to provide women with equal opportunities rather than
equal rights, which can significantly impact victims or patients when they reveal their DV
experiences [66]. However, male dominance and their hyper-masculine behaviour towards
female victims compels victims to be male perpetrators’ perpetual bait [64,66,67]. These
changes should occur at the ecological level, and they must be addressed for the overall
well-being of women.

Female patients who visit GPs with DV comorbidities have several concerns at the
micro level. One concern is the GP’s ‘communication style’. DV victims have revealed
communication as a common barrier preventing them from disclosing their DV expe-
riences [5,34,51]. Australian studies have revealed that most victims would like to see
some improvement in their GP’s current communication style, which they claim is not
conducive to feelings of trust and equality, inhibiting them from sharing their intimate life
details [34,40]. Evidence demonstrates that mutually supportive communication supports
victims to increase their self-confidence to discuss the topic with their GP [34,40]. This is a
common desire among patients who use mental health services [47]. Many women who
seek mental healthcare support report that they require their GPs to take a similar approach
in terms of communication sensitivity in these spheres if they were to open up and share
their stories [47]. Victims want to feel safe, which can only be achieved if the GP’s commu-
nication style leads them to trust that this healthcare professional will not perceive them
as being guilty for creating a situation that harmed their physical and mental health [68].
Primary healthcare providers require greater DV training and sensitive doctor–patient
communication for these women to feel confident that the primary healthcare providers
are competent in assisting them in their respective abusive situations [40].

Despite the reported competency gaps, the majority of healthcare professionals, includ-
ing psychologists, psychiatrists and GPs, recognise DV as a serious health problem with
huge social and economic costs to the country [7]. Proper training in sensitively screening
victims will support healthcare professionals to identify DV victims [7]. However, this
intention to improve skills and training in this area has not yet translated into a reduction
in the skill gap of DV-based competence in primary healthcare professionals. Upskilling
health practitioners should be considered as a given [7]. Nurses have reported feeling that
they are not sufficiently aware of how DV works in terms of coercion and control, nor
the inequities and power imbalances that drive and sustain it [69]. Insufficient skills and
training to identify the signs of DV among healthcare professionals is reportedly common
and covers the areas of communication skills, practical knowledge in DV, self-confidence,
theoretical knowledge, skills to use relevant educational materials, proper knowledge of
referral services, training in preparedness to face victims, skill development, identifying
victims’ behavioural patterns and accurate screening skills [7,34,41,69]. There is no current
evidence demonstrating that sufficient training or resources are available for health staff to
increase the skills and knowledge they need to gain the self-confidence and nuanced skills
to identify DV safely in clinical settings [7,47,69–71].

Self-efficacy, self-confidence and self-esteem are reportedly key characteristics needed
in primary healthcare professionals to work more effectively with DV victims and sur-
vivors [71]. Studies reveal that their perceived lack of self-efficacy (e.g., confident in being
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able to support victims and perpetrators in future nursing practices) is a main barrier
preventing them from reaching out to potential sufferers and engaging in conversations
with their patients about domestic abuse [71]. Low self-esteem in relation to these skills
reportedly generates confusion and consequently unsuccessful assessments of their patients
and low-quality reporting of cases [71]. Findings from the Australian context confirms that
healthcare professionals are not confident in DV screening, identifying victims or referring
victims to relevant support [7,69]. GPs’ low confidence rates in their ability to properly and
effectively assist their patients with DV combined with patient fear and low trust in GPs as
people with whom they are likely to share their experiences, invariably results in faulty
reports or incomplete assessments and low satisfaction for both GPs and patients [47]. For
example, “People (staff) are hesitant because they do not feel confident, they do not feel it is their job;
they think that somebody else is better equipped to do it” (P12, male, psychiatrist) [47]. The most
common answers from nurses and midwives are the lack of privacy, knowledge, education
and relevant resources [69]. Due to a lack of preparedness, nurses feel bad dealing with DV
victims [71].

According to health professionals, they face numerous barriers when dealing with
DV victims. Insufficient family violence patient resources, not having enough education
resources, victims’ uncertainty about their situation, lack of education and skill-based
knowledge to deal with DV victims and not having specific training based on DV or family
violence are most common critical issues [7].

Experts and scholars say that time is a crucial factor within the general practices. The
duration of a GP consultation session is a decisive determinant in screening for family
violence [7,68]. Studies reveals that 15 min of GP appointments are not sufficient to discuss
DV experiences [7,22]. They suggest this issue is a sensitive concern [7]. During a general
consultation is not the right time to discuss those experiences due to time barriers and heavy
GP workloads [7]. The fact that GPs are unable to use this time to discuss DV experiences
of their patients has been a significant issue for a long time [22,52]. There is considerable
discussion on healthcare professionals’ attitude, workloads, lack of training, inadequate
consultation time, insufficient resource support and victims who present to the clinical
health practices with their partners [52]. There is also an issue of health professionals’
understanding their role: “Though I wanted to help victims, that is not my job” as one
health professional described it [68]. These characteristics of general practices exist as
barriers to identifying the signs of DV within the general practice setting.

Interventions and screening programs present as another area for improvement. Pro-
fessionals have identified several improvements for implementing effective interventions
in the primary healthcare setting [34,71]. For instance, DV interventions should address the
victim’s emotional needs [71]. Skill development should be compulsory to help practition-
ers identify the early symptoms DV within the primary healthcare setting [69]. Scholars
present that most of the DV interventions are ineffective and do not provide the supporting
environment to allow victims reveal personal experiences [68]. Almost all the nursing
interventions concentrate on screening programs [68]. The healthcare system should find
a more responsive service rather than screening [68]. Another issue that remains to be
solved is the relationship between healthcare professional and the victim [68]. The tension
between them leads healthcare workers to judge victims as abnormal and unacceptable [68].
For example, “You, you talk to the patient, and you know, you get their story, “Oh, OK, yeah,
you know that’s terrible”. Then, you talk to the psych services who know this patient very well and
they give you the real story and it is completely different. You have been thrown off track by this
patient” (Sam) [68]. This kind of tension in the healthcare field needs to be solved to address
the issue of DV [68]. To provide an effective response in primary healthcare services, it is
imperative that professionals understand women’s thinking and their experiences [68].

4. Discussion

This scoping review has located and discussed the most relevant articles on the
reported barriers faced by Australian and New Zealand women experiencing DV in sharing
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their experiences with primary healthcare providers. Several journal articles, government
organisations, non-government organisations and the Department of Health focus on the
statistical data surroundings this serious public health concern [3,7,18–20,22–26,29,59]. The
reason for this is that the incidence and prevalence of DV cases are gradually increasing—a
fact that these responsible bodies are acutely aware of.

Within the primary healthcare settings and specifically in GP settings, it is a challenging
task to identify DV victims unless they are willing to reveal their experiences of harassment,
physical harm or sexual harm [10,54,56]. Victims are more likely to present with various
other ill-health symptoms, such as sleep difficulties, mental health issues, injuries, fears
or psychological factors that have been shown to be hidden and directly related to DV
cases [5,10,34,39,42–45,48–50].

The review findings show that interventions implemented in the Australian pri-
mary healthcare and clinical settings to identify DV are not sufficient and are currently
not operating in a way that achieves effective outcomes [5,32,34,38]. Additionally, DV
screening programs are the most prominent intervention type within the Australian pri-
mary healthcare sector. Existing implementations are subject to several complications,
including issues concerning self-completion surveys, self-reporting tools, selection bias
in RCTs and not revealing the truth because of the fear of more intimate partner vio-
lence [5,10,32,34,36,38,56,59,60]. Despite the interventions, the majority of healthcare pro-
fessionals are not aware of DV situations, victims, the signs or do not know how to react to
the cases [10,34,47,51,68]. Healthcare professionals are in need of upskilling their knowl-
edge, self-confidence, theoretical background, educational support and skill development
regarding this social phenomenon.

Finally, gender imbalance and inequality between male and female health profession-
als within the primary healthcare setting appears to be a significant indicator of the quality
of the health services provided within the primary healthcare settings and that offered
by primary healthcare professionals [63–67]. Globally recognized strategies to reduce
gender-based power differences at work, such as affirmative action, gender mainstreaming,
gender equity training, and the encouraging of women into medicine degrees over nursing
degrees is required to redress this imbalance in healthcare systems. This scoping review
has identified that power imbalances exist not only in personal relationships between two
human beings but also across medical relationships [66].

Limitations

There were a few limitations to this scoping review. To examine the topic, a broad
range of journals and databases were searched. It was not the aim nor the intention to
undertake a systematic literature review, and as such, the documents we located as a
result of the search terms and syntax we employed did not yield a complete set of all
possible articles on this topic. Future systematic reviews could specifically include a focus
on words such as ‘symptoms, comorbidities, detection, and interventions’, for example.
Search strategies were developed that reflected the immediate aims and objectives of the
research, and provide a snapshot of what research is available to address a specific set
of questions. However, the articles located were indeed able to provide the findings we
needed to provide answers commensurate with the aims of this review. Moreover, the
scoping review was limited to articles in the English language.

5. Conclusions

This scoping review collated the current evidence available within the scope of our
search methodology on the many reasons that DV victims are reluctant to openly discuss
their DV experience at the primary healthcare level. According to the perspective of Public
Health, primary healthcare professionals play a vital role in preventing and managing
DV against women, however, this is currently undermined due to a range of barriers to
communicating situations and symptoms to clinicians in private settings A core finding
emerging from the review was that the current power imbalance between male and fe-
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male staff across allied and clinical health sectors be remedied. This issue has become a
staple problem in the social structures and health settings throughout the decades and
is particularly sensitive in the realm of DV detection and interventions. Moreover, this
power imbalance is considered as a general and normal occurrence within the Australian
primary healthcare setting, which is highly problematic. It is of concern that this power
imbalance seeps into any social structures, given that these women already face massive
power imbalances in their day-to-day lives.

The review also concluded that while screening is the principal intervention tool used
to identify DV victims within GP centres and other primary healthcare service providers, it
is not always confidently applied by practitioners nor sought out by DV victims during
visits. Innovative interventions are needed within these settings, such as effective and
more nuanced, or sensitive DV screening tools, risk assessments and case study findings to
generate ways in which a rapport between GP and patient can be generated and protected
during screenings. Accurate, sensitive, and safe screening can support health providers to
identify victims at the right time [12]. GPs also need to become far more educated regarding
the clusters of comorbidities that typically accompany a DV victims health report. While
the DV itself may not be communicated in clinical settings, all healthcare providers need
to be educated on the ‘red flags’ such as sleep problems, anxiety, and substance use that
often point to an underlying set of DV conditions. On the other hand, victims need to be
made much more aware of benefits of screening programs and other DV prevention tools.
Victims are often not aware of what support is available for them and primary healthcare
providers often fail to refer victims to such support.

Further research is needed to collect more accurate and reliable data regarding disclo-
sure in healthcare settings. Specifically, there is a concerning deficiency in population-based
studies and research, which could be the most effective for researchers, scholars, public
health practitioners, policy advocates and primary healthcare service providers. Health
policymakers must be aware of equal rights with equal opportunities for female workers
in the primary healthcare setting. Policymakers must also pay attention to public health
norms, due to the importance of women’s overall health consequently reflecting the health
of the country’s future generations. Advocating for changing the social structure is of the
utmost importance to ensure both male and female professionals are present at the first
layer of Australian healthcare. This should be considered as a mandatory requirement to
empower women.
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Abstract: Transgender (trans) and gender-diverse (GD) adolescents and young adults have remained
largely invisible in health research. Previous research shows worse outcomes in health indicators
for trans and GD people, compared to cisgender controls. Research on the impact of sexual violence
focuses on mainly cisgender female adult victims. This study assessed the impact of sexual violence
on the quality of life (QoL) and mental wellbeing (GHQ-12) among trans and GD adolescents and
young adults, while taking into account the possible role of gender nonconformity in sexual violence
and mental wellbeing. An online, anonymous survey and interviews/focus groups were conducted
between October 2021 and May 2022 in Belgium. Multiple analyses of covariance (ANCOVAs) were
used to assess the associations between sexual violence, mental wellbeing, and gender nonconformity,
while controlling for different background variables (gender identity, sexual orientation, age, eco-
nomic vulnerability, etc.). The interviews and focus groups were used to validate associations between
variables that were hypothesized as important. The quantitative sample consisted of 110 respondents
between 15 and 25 years old, with 30 trans respondents (27.3%) and 80 GD respondents (72.7%). A
total of 73.6% reported experiences with sexual violence over the past two years (n = 81). The mean
QoL score was 5.3/10, and the mean GHQ-12 score was 6.6/12. Sexual violence was not significantly
associated with QoL (p = 0.157) and only marginally significantly associated with GHQ-12 (p = 0.05).
Changing one’s physical appearance to conform to gender norms, out of fear of getting attacked,
discriminated against, or harassed was significantly associated with QoL (p = 0.009) and GHQ-12
(p = 0.041). The association between sexual violence and changing one’s physical appearance to
conform to gender norms was analyzed, to assess a possible mediation effect of sexual violence on
mental wellbeing. No significant association was found (p = 0.261). However, the interviews suggest
that sexual violence is associated with changing one’s physical appearance, but this association is not
limited to only trans and GD victims of sexual violence. Non-victims also adjust their appearance, out
of fear of future sexual victimization. Together with the high proportion of sexual violence, as well
as the lower average QoL and higher average GHQ-12 scores among trans and GD adolescents and
young adults, compared to general population statistics, this highlights the need for policy makers to
create more inclusive environments.

Keywords: transgender; gender-diverse; sexual violence; gender expression; avoidance behavior;
quality of life; GHQ-12

1. Introduction

Media coverage in recent years shows that incidents of sexual violence against trans-
gender (trans) and gender-diverse (GD) adolescents and young adults remain a reality. At
the same time, a large proportion of trans and GD individuals do not officially report sexual
violence [1,2]. The visibility of various gender expressions and identities has increased
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as well. On the one hand, this increased social and political visibility raises the chance
of coming into contact with trans and GD individuals, which in turn has a positive effect
on attitudes towards this group [3–6]. On the other hand, there may also be social and
personal disadvantages associated with an increased visibility. As trans and GD people
become more visible, and feel more comfortable being open about their gender identity,
they are also more likely to become victims to negative reactions and even violence [7–11].

Consistent with the Standards of Care 8, we use the term transgender and gender-
diverse (trans and GD) to be as broad and inclusive as possible, when describing members
of the many diverse communities of people with gender identities or expressions that
differ from their sex assigned at birth. The term was chosen with the intention of being as
inclusive as possible, and to highlight the many diverse gender identities and expressions
among trans and GD people [12].

1.1. Mental WellBeing of Trans and Gender-Diverse Individuals

The social impact on a person because of their belonging to a minority group related to
sex and/or gender may lead to minority stress [13,14]. The minority stress model suggests
that poor physical and/or mental health among sexual minorities can, to a large extent, be
explained by stress factors caused by a hostile les-, homo-, and bi- (LGB)phobic culture,
often resulting in persistent bullying, discrimination, and victimization [14–16]. While the
minority stress model was developed with regard to LGB people, research has shown that
trans and GD people suffer from gender minority stressors too [17–22].

The current study assesses quality of life (QoL) and mental wellbeing (GHQ-12).
Various studies show that minority groups, such as trans and GD individuals, score lower
on mental wellbeing outcomes than the general population [2,23–28]. A few studies have
assessed wellbeing within this group, though not solely in a Belgian context, or solely
among trans and GD adolescents and young adults. The EU LGBTI II study assessed QoL
among European trans and GD adolescents and young adults aged 15–24, where a mean
QoL score of 5.2/10 was found, which was significantly lower than that among the QoL
of trans and GD respondents aged 25 and older, for whom a mean of 6.1/10 was found
(p < 0.001) [25]. The score was also lower than the average of 7.6/10 among the general
Belgian population aged 18 to 24, measured using the European Quality of Life Survey [26].
General mental wellbeing can be measured using the General Health Questionnaire 12
(GHQ-12, short version). This scale has been validated within the general Dutch-speaking
population, where an average Cronbach’s alpha of 0.90 was detected. The scale has also
been validated within the Flemish transgender population, where a high Cronbach’s alpha
(α = 0.91) was found. The Flemish study of Motmans, T’Sjoen and Meier [2] assessed
the GHQ-12 score among trans people, regardless of age. The mean GHQ-12 score was
3.9/12, and was significantly higher (p < 0.001) than the Belgian mean score of 1.3/12 [27].
Other studies find similar results when the GHQ-12 scores of trans and GD individuals are
compared to those of cisgender individuals [23,24,28].

1.2. Sexual Violence

The proportional rates of sexual violence among trans and GD adolescents and young
adults vary considerably, ranging from 31.7% to 42.0% [2,29]. This variability is largely due
to differences in the conceptual and operational definitions of sexual violence, which limit
the comparability of existing studies, and the ability to draw conclusions [30,31]. Age also
seems to be of importance when assessing sexual violence. Various studies highlight the
association between sexual violence and age, with younger people reporting more sexual
violence [25,32]. Focusing on Belgium, where the current study was conducted, only one
nationally representative study is available that assessed sexual violence among LGBTI+
people [32]. This study found that 68% of the LGBTI+ respondents were confronted
with at least one type of sexual victimization in the last year. To allow a comparison
with the results of the current study with the study of Keygnaert, De Schrijver, Cismaru
Inescu, Schapansky, Nobels, Hahaut, Stappers, De Bauw, Lemonne, Renard, Weewauters,
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Nisen, Vander Beken and Vandeviver [32], the same definition of sexual violence was used,
following the definition provided by the World Health Organization [33] (WHO). The
WHO suggests a broad definition of sexual violence, including hands-off and hands-on
behaviors, and does not specify the gender of the victim or the perpetrator. Hands-off
sexual violence refers to violence without any physical contact between the perpetrator
and the victim (e.g., verbal or visual sexual harassment). This type of sexual violence can
take place online and offline. Hands-on sexual violence refers to violence where physical
contact between the perpetrator and victim is present (e.g., sexual abuse with/without
penetration, (attempted) rape).

The current study will focus on sexual violence and its associated factors in the Flemish
general trans and GD population aged 15 to 25. By relying on the WHO definition of sexual
violence, well-established, existing measures are used to incorporate the proportions of
sexual violence, and to avoid a gender bias in the item wording.

1.3. Impact of Sexual Violence

The Minority Stress Model by Meyer [13,14] emphasizes that individuals belonging to
a minority group face additional stressors that impact their wellbeing. Effective experiences
with violence, as well as awareness of existing stigma, cause someone to experience minority
stress. The most external and explicit sources of minority stress that trans and GD people
can experience are actual experiences with violence (including sexual violence).

The impact of violence on physical and mental health depends on the type of violence,
the frequency, the characteristics of the perpetrator, and the characteristics of the victim [8].
Motmans, T’Sjoen and Meier [2] showed that experiencing sexual violence was associated
with significantly lower psychological wellbeing (GHQ-12) (p = 0.007). The EU Agency
for Fundamental Rights [29] also found that trans and GD respondents who indicated
that they had experienced sexual or physical violence in the past five years showed a
significantly lower satisfaction with life than non-victims (p < 0.001). This difference
remained significant when only 15–24 year old trans and GD victims of sexual or physical
violence were compared with non-victims (p < 0.001).

Violence specifically aimed at the minority status of the individual (hate crime) causes
an increase in feelings of insecurity and hypervigilance [11,34–37]. Walters, et al. [38]
found that trans and GD people are even more likely to have increased levels of vigilance,
vulnerability, and anxiety compared to cisgender LGB people. Moreover, individuals who
experience a transphobic incident are more aware of their own stigmatized status than
those who have not experienced violence.

1.4. Motives for Sexual Violence

There are a number of theories about the motives for committing anti-LGBT+ violence,
which also applies to transphobic violence. One of the assumed motives underlying
anti-LGBT+ violence is gender nonconformity.

Gender Nonconformity

Gender nonconformity is a broad term referring to people who do not behave in a way
that conforms to the traditional expectations of their gender, or whose gender expression
does not fit neatly into a category [39]. Stigma based on gender identity/expression works
in a way wherein only two gender options are considered valid in our society: male and
female. All gender options other than male and female are devalued [40,41]. A cisgender
identity is as a result ideologically equated with ‘normal’ masculinity and femininity, while
a transgender or gender-diverse identity is equated with a transgression of these gender
norms [42–45]. Several studies show that transphobic violence stems from an irrational fear
of those who do not conform to cultural gender norms, rather than from being provoked by
the minority status of the victim themself [40,41]. For trans and GD individuals, a person
may not know whether an individual lives fully in a different gender role, or has undergone
gender reassignment treatment. However, trans and GD victims of public violence are often
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those who are visibly trans or GD people (those individuals who cannot be categorized into
a clear male or female categorization, or those who still show clear characteristics of their
sex assigned at birth) [2]. Behaving or dressing in a way that, according to social norms,
only fits the opposite gender, or does not fit into one of the binary gender roles, increases
the chance of violent reactions [7,25,46]. This assumes that those who do not exceed
gender norms are less likely to experience violence [7,45]. In addition, a study conducted
among people who did not belong to a sexual or gender minority group showed that the
perception of a non-heterosexual orientation or a transgender identity also led to violence.
This confirms the theory that it is not the trans or GD identity itself that predicts the degree
of violence, but rather the degree of gender nonconformity [47]. As a result, violence due
to gender nonconformity can lead to trans and GD people adjusting their own behavior
in order to avoid being in violent situations again [2,36]. Motmans, T’Sjoen and Meier [2]
showed that experiencing a sexual transphobic incident caused 40.4% to avoid certain
places/people. The study by the EU Agency for Fundamental Rights [29] also showed
that 23.4% of trans and GD respondents often-to-always adjusted their appearance out
of fear of getting attacked, threatened, or discriminated against. A significant association
was found between sexual/physical violence and physical appearance modification. Trans
respondents who reported experiences of sexual or physical violence in the past five years
significantly more often changed their appearance, out of fear of becoming a victim (again)
(p < 0.001).

1.5. Research Goals

Various studies have assessed the association between sexual violence and men-
tal wellbeing outcomes [2,25,32,48], and between sexual violence and gender nonconfor-
mity [25,42,46,49] among trans and GD people. This article assesses the association between
sexual violence and quality of life/mental wellbeing among trans and GD adolescents
and young adults (15–25 years of age), and examines the role of gender nonconformity
in each of these variables. Based on the literature, it is hypothesized that sexual violence
is significantly associated with lower mental health outcomes, even when different socio-
demographic background variables are taken into account. Avoidance behavior, especially
changing one’s physical appearance out of fear of being attacked, discriminated against, or
harassed, will also be taken into account, when assessing wellbeing. This type of behavior
is associated with gender nonconformity, as changing one’s appearance often refers to
a greater degree of gender conformity. It is hypothesized that changing one’s physical
appearance will also be significantly associated with both a lower quality of life, and lower
mental wellbeing. There is emerging evidence that, in some situations, tests of mediated
effects can be statistically significant when the direct effect of the independent variable
(e.g., sexual violence) on the outcome variable (e.g., mental wellbeing) is not statistically
significant [50–52]. If no direct association between sexual violence and mental wellbeing
is found, then an indirect mediation effect through changing one’s physical appearance is
expected, suggesting full mediation. In comparison with non-victims, it is hypothesized
that sexual violence victims will change their physical appearance significantly more often
to be more gender conforming, which leads to a significantly lower mental wellbeing.

2. Materials and Methods

This study was conducted through the Ghent University Hospital (UZ Ghent), and was
funded by the Flemish Government. In 2020, the Equal Opportunities Service proposed
to study the experiences with violence of LGBTI+ people, in order to gather empirical
evidence about the experiences of LGBTI+ people across Belgium that could be used to
improve policy-making and work with LGBTI+ communities. The current article focuses
on trans and GD youth with a range of identities, including trans girls (i.e., individuals
assigned male at birth, who identify as female or another feminine identity), trans boys (i.e.,
individuals assigned female at birth, who identify as male or another masculine identity),
and gender-diverse or non-binary youth (i.e., individuals who identify as neither male or
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female, as both male and female, or as another gender identity that is not congruent with
their sex assigned at birth).

2.1. Study Design

The results in this article were obtained using a cross-sectional, mixed-method design.
Experiences of violence were assessed retrospectively, using an online survey, and in-person
interviews/focus groups. The respondents who left their contact details at the end of the
survey were followed up for an interview, or for participation in a focus group. The main
study focused on the experiences with violence of the entire LGBTI+ group. The current
article only focuses on the 15–25 year old trans and GD respondents who participated in
the main study.

2.2. Data Collection Method

The research has been approved by the Commission for Medical Ethics of the Ghent
University Hospital. Participants were recruited through the online survey in the study
“Genoeg–Enough–Assez”. The survey was hosted by the online survey platform RedCap,
and was accessible between October 2021 and January 2022. The interviews and focus
groups were conducted between February 2022 and May 2022. LGBTI+ people aged
15 years or older who had lived in Belgium for the past two years were invited to complete
an anonymous survey. A convenience sampling strategy was applied, through which the
online survey was promoted via posters, flyers, and online (social media). Participants
were recruited at different LGBTI+ and non-LGBTI+ events, such as Belgian prides, parties,
in queer cafés, during slam poetry events, etc. The LGBTI+ organizations involved in
the study helped to reach out to respondents. After each month of data collection, a
preliminary analysis was conducted, to check for representativeness, in comparison to the
general Belgian population statistics. Based on the results, extra recruitment occasions
were scheduled that were specifically aimed at recruiting older LGBTI+ respondents,
respondents with a minority ethnic–cultural background, and intersex respondents. At the
end of the online survey, people had the option to leave their contact details if they wished
to be invited to an interview/focus group. Anyone identifying with an LGBTI+ label could
participate, regardless of whether they had experience with violence.

The current article only focuses on the trans and GD respondents who are living in
the Flemish/Brussels Capital Region of Belgium, and who are between 15 and 25 years
of age. Participants older than 25 years of age, living in the Walloon Region, or with a
cisgender identity, were excluded from the analysis. Participants from the Walloon Region
were excluded due to there being too small a sample size (n = 5). Those who did not sign
the informed consent, or who ended the survey before the start of the questions about
experiences with violence, were also excluded from the analysis. Of the 110 respondents
that fell within the above-defined group and participated in the survey, 32 respondents
left their contact details at the end of the survey. All these respondents were invited to
participate in the follow-up qualitative part of the study. An invitation to an interview,
or an invitation to participate in a focus group, was predetermined at random. In the
end, five respondents agreed to participate, of which four were interviewed, and one
participated in a focus group.

As the main study focused on LGBTI+ people in general, the focus group also included
four cisgender LGB people. Their data were excluded from the qualitative analyses. For
both the survey and the interviews/focus group, informed consent forms were signed. It
took on average 30 min to complete the survey, and the interviews took approximately one
hour, and were audio-recorded. Participants received a debriefing after the survey and
interview/focus group, with the contact information of resources that they could reach out
to after participating in the study. Participants did not receive an incentive to participate.
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2.3. Data Analysis Method

Data analysis of the quantitative survey was performed using SPSS for Windows,
v28 [53]. A power analysis was conducted to determine the number of participants in this
study [54–57]. Both quality of life and mental wellbeing were continuous variables, and the
errors of both dependent variables did not deviate from normality. A series of univariate
analyses (ANCOVAs) were performed, to test the hypothesis of a significant difference in
mental wellbeing outcomes between young trans and GD individuals who had experienced
SV and those who had not, while controlling for different socio-demographic control
variables (sexual orientation, sex assigned at birth, gender identity, region, educational level,
work situation, relationship status, ethnic–cultural minority, religious minority, minority
due to disability status, age, economic vulnerability, and avoidance behaviors). Avoidance
behaviors consist of hiding one’s sexual orientation (for example, not holding hands with a
romantic partner in public), and changing one’s appearance, out of fear of being attacked,
discriminated against, or harassed. Age, economic vulnerability, and both of the avoidance
behaviors were used as continuous control variables during the analyses. A p value of <0.05
was considered to be statistically significant. The p-value is only reported when the control
variable is significantly associated with the outcome variable. To achieve a power of 0.80
and a large effect size (1.2), a sample size of at least 105 is required, to detect a significant
model. The transcriptions of the interviews and focus groups were analyzed via NVivo,
using a thematic analysis [58]. A semantic approach was used, as opposed to a latent
approach, to reduce the subjectivity of the researcher’s judgment, and because the interest
of this study is more based on people’s stated experiences, rather than their assumptions.
For the current article, qualitative data analysis was mainly used, to support the direction
of the hypothesized associations, and to find out why certain hypothesized associations
turned out to be insignificant.

2.4. Main Outcome Measures

We measured Sexual violence (SV) by asking respondents if they had ever experienced
one of the following situations in the past two years (‘No’, ‘Yes, once or twice’, ‘Yes, multiple
times’). Those respondents answering ‘Yes’ to one of the 21 items were recoded as having
experienced SV over the past two years. The World Health Organization’s (2015) definition
of SV was adopted, which includes different forms of sexual harassment without physical
contact (hands-off SV), sexual abuse with physical contact but without penetration, and
(attempted) rape (hands-on SV). Examples of items are ‘Someone said I was sexually inept,
abnormal, unattractive. . .’, ‘Someone stroked, rubbed, or touched the intimate parts of my
body against my will (e.g., breasts, vagina, penis, anus)’, and ‘Someone inserted or tried to
insert their penis, finger(s) or object(s) into my vagina or anus against my will’.

Quality of life was measured using Q4 from the Quality of Life Survey [26], which
respondents answered, according to a 10-point Likert scale, with how satisfied they were
with life right now, ranging from ‘not at all satisfied’ to ‘very satisfied’.

Mental wellbeing was measured using the General Health Questionnaire 12 (GHQ-12,
short version), in which 12 questions with four answer options were used to derive a total
score on 12, in accordance with the Likert scoring method [59]. An example of a question is
‘Have you lost confidence in yourself?’ (with answer options: ‘Not at all’, ‘Not more than
usual’, ‘A little more than usual’, and ‘Much more than usual’). The higher the score, the
lower wellbeing, or the higher the severity of psychological problems [60].

Participants were also asked a number of socio-demographic questions. Sexual ori-
entation was measured by asking the respondents how they would describe their sexual
orientation, with eight answer options: ‘Heterosexual’, ‘Homosexual’, ‘Lesbian’, ‘Bi+’,
‘Asexual’, ‘Other’, ‘I don’t know’, and ‘I don’t want to say’. Based on the open answer
responses to ‘Other’, the open answer ‘Queer’ was frequently mentioned, which led to the
creation of an extra category. Respondents answering ‘I don’t want to say’ were recoded as
missing for this question. Sex assigned at birth (SAAB) was assessed with one question, ask-
ing respondents for their sex assigned at birth: ‘Male’, ‘Female’, ‘Other’, ‘I don’t want to say’.
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The last two answer options were recoded as missing for this question. Gender identity was
measured by asking all respondents how they would describe their gender identity at the
current moment. A closed list of self-identification options was presented, from which they
were asked to select only one option that fits them best: ‘Man’, ‘Woman’, ‘Gender diverse
(genderqueer, non-binary, agender, genderfluid, etc.)’, ‘Other’, and ‘I don’t want to say’. If
the SAAB was male and the gender identity woman, or if the SAAB was female and the
gender identity was man, the respondent was recoded into the category Transgender. If the
gender identity was gender-diverse, the respondent was recoded into Gender diverse (GD).
Respondents registered the Region in which they currently lived, with the options ‘Flemish
Region’, ‘Brussels Capital Region’, and ‘Walloon Region (including the German-speaking
community)’. The last option was recoded to missing, due to there being too small a sample
size (n = 5). We measured the highest obtained educational level by asking about the highest
level of education the participant had completed: ‘Without diploma or primary education’,
‘Lower secondary education, general (3 first years completed)’, ‘Lower secondary educa-
tion, technical/artistic/vocational (3 first years completed)’, ‘Higher secondary education,
general (6 years completed)’, ‘Higher secondary education, technical/artistic (6 years com-
pleted)’, ‘Higher secondary education, vocational (6 years completed)’, ‘Higher education:
graduate, candidacy, bachelor’, ‘University education: licentiate, postgraduate, master’,
‘Postgraduate’, or ‘Doctorate (PhD)’. The first six options were recoded to ‘basic educa-
tional level’, and the last four options to ‘advanced educational level’. Work situation was
assessed using a multiple response question about the respondent’s current work situation.
Respondents could reply to one or more of the following options: ‘Student/in education’,
‘Unemployed/Looking for work’, ‘Long-term ill/incapacitated for work’, ‘Retired (also
early retirement, pre-retirement)’, ‘Responsible for everyday shopping and taking care of
the household’, ‘Employed (or temporary leave status)’, ‘I don’t want to say’. This variable
was recoded into a binary variable indicating whether or not someone is unemployed or
long-term ill and not able to work, or employed/retired/taking care of the household.
The last option was recoded to missing for this variable. Current relationship status was
measured using one question, for which respondents had to choose one option that fitted
them best: ‘Single’, ‘I have a partner/partners but do not live with them’, ‘I am married or
living together’, ‘I am divorced and not in a new relationship’, ‘I am a widow/widower
and not in a new relationship’, ‘Other’, or ‘I don’t want to say’. This variable was recoded
into a binary variable with, on the one hand, all respondents indicating they are single,
divorced, or a widower, and, on the other hand, all respondents currently in a relationship.
Belonging to a minority group (ethnic–cultural, religious, disability status) was assessed
using a question for which respondents had to indicate whether they belonged to the
minority group (‘Yes’, ‘No’, ‘I don’t want to say’). For each minority group, respondents
were recoded into a binary variable, indicating whether or not they belonged to the specific
minority group (‘Yes’ or ‘No). The other respondents were recoded to missing. Age was
recoded, after asking the respondent for their birth year. Economic vulnerability was
measured using a question about how easily the respondents were able to make ends
meet. The answer options ranged on a 6-point Likert scale from ‘Very easy’ to ‘With great
difficulty’. Hiding one’s sexual orientation or changing one’s physical appearance out of
fear of getting attacked, discriminated against, or harassed, was assessed using a 4-point
Likert scale, ranging from ‘never’ to ‘always’.

3. Results
3.1. Study Sample and Characteristics

A total of 110 trans and GD youth between 15 and 25 years of age were included
for data analyses. Four youths did not complete key survey items (e.g., sex assigned at
birth or current gender identity), and were therefore not included in the final sample. The
respondents’ socio-demographic characteristics are summarized in Table 1. All the variables
were dichotomized where possible (except for sexual orientation) and age, economic
vulnerability, and both of the avoidance behaviors were used as continuous variables.
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Table 1. Socio-demographic characteristics of the trans and gender-diverse sample (N = 110).

Variable Name % N

Gender identity

Transgender 27.3 30

Gender diverse 72.7 80

Sexual orientation

Heterosexual 3.6 4

Homosexual 7.3 8

Lesbian 15.5 17

Bi+ 51.8 57

Asexual 8.2 9

Queer 11.8 13

I don’t know yet 1.8 2

SAAB

Female (AFAB) 82.2 88

Male (AMAB) 17.8 19

Region

Flemish 97.3 107

Brussels Capital 2.7 3

Educational level

Basic 42.7 47

Advanced 57.3 63

Work situation

Student 75.5 83

Employed 16.4 18

Taking care of the
household 1.8 2

Unemployed 8.2 9

Long-term ill 6.4 7

Relationship status

Single 63.6 70

In a relationship 36.4 40

Minority status

Ethnic–cultural 6.5 7

Religious 7.7 8

Disability 25 27

Economic vulnerability

(Very) easily 40.4 44

Relatively easy/with a
little effort 46.8 51

With (a lot of) difficulty 12.8 14
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Table 1. Cont.

Variable Name % N

Hiding sexual orientation

Never 19.8 19

Rarely 43.8 42

Often 34.4 33

Always 2.1 2

Changing physical
appearance

Never 13.1 14

Rarely 50.5 54

Often 31.8 34

Always 4.7 5

Age M SD

20.0 3.0

Interview data from five trans and GD persons between 15 and 25 years of age were
used. Most identified as non-binary (n = 4); one as a trans man. Four participants lived
in the Flanders Region, and one in the Brussels Capital Region, and all participants were
white. The youngest respondent was 19 years of age, and the oldest was 23 years of age.

3.2. Proportion of Sexual Violence

In total, 73.6% of the trans and GD adolescents and young adults reported having
experienced sexual violence over the past two years (n = 81). Of these respondents, all re-
ported hands-off sexual violence, with 60.5% of this group reporting at least one experience
with hands-on sexual violence (n = 49). No significant difference in experiences with sexual
violence was found between trans and GD respondents (X2(1) = 0.28, p = 0.60). Economic
vulnerability proved to be significantly associated with sexual violence (p = 0.037); trans
and GD adolescents and young adults who had more difficulties making ends meet more
frequently reported experiences with sexual violence.

3.3. Quality of Life (QoL) and Mental Wellbeing (GHQ-12)

The mean QoL for 15–25 year old trans and GD respondents was 5.4/10 (SD = 1.93).
When comparing the respondents who experienced sexual violence in the past two years
with those who did not, no significant difference in quality of life was found between
victims and non-victims. However, when analyzing the association with the different
socio-demographic background variables, a significant association was found between
changing one’s physical appearance out of fear of being attacked, discriminated against, or
harassed, and quality of life. Trans and GD adolescents and young adults who indicated
that they changed their physical appearance more often had a significant lower quality
of life than those who did not. The other background variables were not significantly
associated with QoL. See Table 2 for the ANCOVA results.

Table 2. ANCOVA analysis results for quality of life (QoL).

Variable B F p 95% CI

Sexual violence (yes) −0.58 2.03 0.157 [−1.39; 0.23]
Changing physical appearance −0.64 7.08 0.009 ** [−1.12; −0.16]

Note: ** p < 0.01.
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The Cronbach’s alpha of the GHQ-12 scale within the sample was very good (α = 0.90),
with no item significantly improving the reliability statistic if deleted. The mean GHQ-12
score for 15–25 year old trans and GD respondents was 6.5/12 (SD = 2.47). When comparing
the respondents who had experienced sexual violence in the past two years with those who
had not, a marginally significant difference in mental wellbeing was found between victims
and non-victims. When analyzing the association with the different socio-demographic
background variables, a significant association was again found between changing one’s
physical appearance out of fear of being attacked, threatened, or harassed, and mental
wellbeing. The more trans and GD adolescents and young adults changed their physical
appearance out of fear, the higher the score on the GHQ-12, which indicates lower wellbeing
or a higher severity of psychological problems. The other background variables were not
significantly associated with the GHQ-12 score. See Table 3 for the ANCOVA results.

Table 3. ANCOVA analysis results for mental wellbeing (GHQ-12).

Variable B F p 95% CI

Sexual violence (yes) 1.10 3.93 0.05 [−2.2; 0.002]
Changing physical appearance 0.69 4.29 0.041 * [0.03; 1.34]

Note: * p < 0.05.

Due to the significant association between changing one’s physical appearance and
both the mental wellbeing outcome variables, the association between sexual violence
and changing one’s physical appearance was analyzed, to assess the possibility of an
indirect effect of sexual violence on mental wellbeing (mediation). Results showed that
trans and GD adolescents and young adults who had reported sexual violence in the past
two years changed their physical appearance slightly more often, out of fear of being
attacked, discriminated against, or harassed, than trans and GD non-victims. However,
this association was not significant (F(1,105) = 1.28, p = 0.261).

3.4. Thematic Analysis of the Interviews and Focus Group

The thematic analysis of the transcripts of the interviews resulted in the identification
of seven overarching themes: (1) experiences with sexual violence, (2) being trans or
GD is experienced as a risk factor for sexual violence, (3) the negative emotional impact
of violence, (4) fear and avoidance, (5) acceptance, (6) ignorance, and (7) mental health
struggles not specifically related to violence. Some of these themes suggested a clearer
picture of the association between sexual violence, changing one’s physical appearance,
and the two outcome variables (quality of life and mental wellbeing).

3.4.1. The Negative Emotional Impact of Violence

The direct impact of (sexual) violence on mental wellbeing is most obvious when
taking a look at the emotions that respondents reported immediately after experiencing
(sexual) violence. They mentioned feelings of gender dysphoria, loneliness, and inferiority.
When asked about how they coped with their experiences, some mentioned that it left a
permanent mark.

3.4.2. Fear and Avoidance

The long-term impact mentioned most often was fear of future violence and/or
judgement. Many respondents reported trying to avoid violence and/or judgement. There
were two main strategies: (1) some changed their expression (e.g., dressing differently
to adhere to gender norms), and (2) some changed their behavior. These changes in
behavior might have given respondents a sense of security, but they also inhibited them
from practicing or receiving (self)care (e.g., stopping treatment for mental health problems,
due to verbal violence from staff, or no longer going out for late-night mental-health walks,
due to catcalling).
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The interviews showed that sexual violence has an impact on how people present
themselves to the public. However, this proved to be not only the case with victims of
sexual violence. The anticipation and fear of sexual violence also caused trans and GD
non-victims to behave and dress in a more gender-conforming way, which validates the
non-significant association within the quantitative analyses.

4. Discussion

Incidents of sexual violence against trans and GD adolescents and young adults remain
a reality, and multiple studies have found high proportions of sexual violence among trans
and GD individuals. The proportion of sexual violence within the current study is 73.6%,
which is a slightly higher proportion than the results found in the representative study of
Keygnaert, De Schrijver, Cismaru Inescu, Schapansky, Nobels, Hahaut, Stappers, De Bauw,
Lemonne, Renard, Weewauters, Nisen, Vander Beken and Vandeviver [32] (68%). Various
studies highlight the association between sexual violence and age, with younger people
reporting more sexual violence [25,32]. This could explain why the proportion is higher
among trans and GD adolescents and young adults in the current study. However, The EU
Agency for Fundamental Rights [25] showed that trans and GD individuals are at greater
risk of experiencing sexual violence than other LGB+ groups. The study of Keygnaert,
De Schrijver, Cismaru Inescu, Schapansky, Nobels, Hahaut, Stappers, De Bauw, Lemonne,
Renard, Weewauters, Nisen, Vander Beken and Vandeviver [32] addressed sexual violence
among LGBTI+ people, and the proportion of trans and GD respondents in the sample was
very low (1.7%), which might also explain the lower proportion of sexual violence within
this study. Future research assessing experiences with sexual violence in this group, using
the same conceptualization of sexual violence, and examining the same age group, will
provide more insight into the representativeness of the results.

The mental wellbeing of trans and GD adolescents and young adults is also lower,
compared to existing European and Belgian statistics. The mean score for quality of life
(QoL) was 5.3/10, which is in line with the results of the EU Agency for Fundamental
Rights [29], which showed that trans and GD individuals aged 15–25 had an average QoL
of 5.2/10. The results are much lower than the average QoL score in the general Belgian
population aged 18–24, which is 7.6/10 [26]. The trans and GD adolescents and young
adults within the current study appear to have a much lower mental wellbeing, or a higher
severity of psychological problems, in comparison with the general Belgian population.
The average GHQ-12 score within the current study was 6.6/12, which is much higher
than the average of 1.3/12 in the general Belgian population [27], and even much higher
than the average score found by Motmans, T’Sjoen and Meier [2], measured among trans
respondents (3.9/12).

When the association between sexual violence and both of the wellbeing scores was
assessed, only a marginally significant association between sexual violence and the GHQ-12
score could be found (p = 0.50). None of the background variables seemed to be significantly
associated with either of the mental wellbeing outcome variables, except for changing one’s
appearance out of fear of being attacked, discriminated against, or harassed. Trans and
GD adolescents and young adults who indicated that they changed their appearance more
often had a significantly lower QoL (p = 0.009), and a significantly higher GHQ-12 score
(p = 0.041). The high proportion of sexual violence, as well as the lower average QoL
and higher average GHQ-12 scores, among trans and GD adolescents and young adults,
compared to general population statistics, highlights the need for policy makers to create
more inclusive environments.

The current study provides some validation of the theory of violence, and gender
nonconformity as a motive for violence [2,7,25,40,41,45,46]. In accordance with the Minority
Stress Theory, trans and GD individuals develop a fear of experiencing violence, based on
awareness of existing stigma and actual experiences with violence [17–21]. In anticipating
future violence, trans and GD adolescents and young adults indicated that they would
modify their appearance to conform to the prevailing binary gender norms, regardless
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of whether they had been victims of sexual violence in the past. Based on the interviews,
it became clear that trans and GD individuals who adapted their appearance more often
did not necessarily experience more violence. They indicated that they adapted their
appearance out of fear of future victimization. This also validates the non-significant
association between sexual violence and gender nonconformity within the quantitative
data analyses (p = 0.261).

One of the limitations of the current study is that the sampling strategy may have
produced skewed data. A convenience sampling strategy was used to collect data. This
means that it cannot be guaranteed that the results obtained are representative of the entire
Flemish trans and GD community between the age of 15–25. The survey was mainly
distributed using posters, flyers, and social media. The posters and flyers were mainly
distributed during LGBTI+ events, and in urban areas. Individuals living in rural areas
may not have been reached. Furthermore, the quantitative data were gathered online, so
respondents were expected to have digital literacy. Nevertheless, the results provide an
indicator of what is going on within the Flemish young trans and GD community.

In the past two decades, a number of studies have assessed experiences with violence
among trans and GD people. However, a number of references within this article refer to
studies from the 1980s and 1990s. Replication of these studies should be performed, to
confirm that the theories behind the motives of violence still apply.

5. Conclusions

Sexual violence is a common reality among trans and GD adolescents and young adults.
The literature has already indicated that people who challenge gender norms are much
more visible, and therefore also much more vulnerable. Observing gender-non-conforming
behavior can lead to violent behavior. Trans and gender-diverse people do not always fit
the binary male/female framework, meaning that a discrepancy between their appearance
and their sex assigned at birth can provoke violence. Therefore, awareness campaigns
should pay more attention to themes such as gender identity and gender expression. These
themes should be included in various training courses, and broader campaigns on violence.

The present study suggests that it is not sexual violence per se that leads to poorer
wellbeing. What appears to be more important is the tendency to adapt one’s appearance
to be more gender conforming that leads to a lower QoL and GhQ-12 score. Gender
nonconformity appears to be an important factor in mental wellbeing. Trans and GD
adolescents and young adults who indicated that they adjusted their appearance more
often to conform to the binary gender roles in society, out of fear of getting attacked,
discriminated against, or harassed, had significantly lower QoL, and a significantly higher
GHQ-21 score. We emphasize that these associations are not limited to sexual violence
victims, but appear to be similar for both victims and non-victims. The anticipation of future
sexual violence leads people to change their appearance, to be more gender conforming.
Future studies should try to disentangle the possible reasons behind the association of
gender nonconformity and wellbeing.
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Abstract: Intimate partner violence (IPV) among women is an understudied topic in Hispanic Ameri-
cans; therefore, we aim to describe this phenomenon and its associated risk factors in comparison
with other sexual orientations and practices. A scoping review was carried out using the following
databases: Scopus, Web of Science, Redalyc, Scielo.org, and Dialnet. The following keywords were
used: same-sex, intragender, couple, domestic, and partner violence. The inclusion criteria applied
were studies published between 2000 and 2022 with a minimum participation of 15% of Hispanic
Americans, resulting in 23 articles. The findings showed a lower presence of studies on violence
in women compared to men. Minority stress, power dynamics, social support, and childhood ex-
periences of violence, which are related and complementary to each other, were identified as risk
factors. We concluded that there is little research on IPV among women. In addition, studies require
a renewed focus to comprehend this type of violence, which cannot be equated with those of hetero-
sexual couples. This approach continues to perpetuate the invisibility of this problem, and, therefore,
a more inclusive and specific perspective is needed.

Keywords: female same-sex couples; violence; risks factors; scoping review

1. Introduction

Intimate partner violence (IPV) is an important public health issue [1–3]. However,
IPV among female same-sex couples (FSSC) is a complex and understudied problem in the
context of Hispanic America (Spanish-speaking countries in the Americas). Although there
has been progress and research on this topic, it is essential to deepen an understanding
of properly addressing risk factors and establishing effective measures for prevention
and care.

IPV among FSSC is currently a problem of considerable magnitude [4,5] due to its
invisibility. It has been shown that the incidence of violence in female couples is comparable
and even higher than that occurring in heterosexual relationships [6–8].

It is important to stress that the term “FSSC” is used in this research in order to include
diverse orientations and practices within this category (lesbian couples, bisexual women,
pansexual women, etc.).

IPV is defined as a set of behaviors that encompasses physical violence, stalking, and
psychological aggression, including coercive tactics. These behaviors are carried out by a
current or former intimate partner, such as spouses, girlfriends, or sexual partners [2].

Currently, IPV among FSSCs is socially invisible. One reason could be gender norms,
as there is a social perception that women are less likely to use violence as a means of
personal communication [5].

There is little research on IPV in women involved in same-sex relationships [9,10] and
the risk factors that interact with this phenomenon, especially in a Hispanic American context.
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A study by Swan and colleagues [11] found that a little over half of the participants in
their sample had experienced some form of IPV victimization at some point in their lives,
while slightly more than half had taken part in at least one form of perpetration. Among
these cases, psychological aggression emerged as the most common type of victimization
and perpetration.

To understand IPV in this population group, it is important to address risk factors,
defined as those individual, environmental, sociocultural, economic, and/or behavioral
factors that could generate adverse consequences [12,13].

In IPV, the impact of risk factors is not isolated, and they can converge from various
contexts; therefore, the ecological model of Bronfenbrenner [14] is useful for its study. This
model proposes that the conduct and behavior of people are a set of structures organized
at different levels that are linked to each other. Therefore, violence could be linked from
very early stages to adulthood [15]. In addition, the variables that contribute to violence
are found at different interrelated levels. These levels include the macrosocial level (within
a given culture or sub-culture), the exosystem (one or more environments where the
person is not included), the mesosystem (interrelationship of two or more environments, or
networks), as well as the microsystem (close environment) [14].

It is important to consider new ways of understanding violence, especially in rela-
tionships between women. This involves addressing the macrostructural context, such as
the stress experienced by minorities [16], which refers to the excess stress that individuals
belonging to stigmatized social categories face due to their social position, sometimes in
minority circumstances [16]. When comparing the levels of minority stressors in some
cases, lesbians exhibit a greater anticipation of rejection compared to gay individuals [17].
Additionally, individuals who frequently report experiencing discrimination in public
spaces also simultaneously indicate a certain degree of internalized homophobia [18].

Within this context, there is a specific form of violence known as “identity abuse”
(IA), which involves an abusive tactic used within an intimate partnership, leveraging
the oppression of systems such as ableism, heterosexism, sexism, and racism to harm
the partner [19,20]. However, very few studies have addressed this aspect in violent
female-to-female relationships.

All in all, the importance of detecting the risk factors associated with IPV among
women involved in same-sex relationships in Hispanic America lies in generating better
prevention and care strategies for affected communities. Therefore, this scoping review
focuses on research published from 2000 to 2022 with the purpose of describing two relevant
aspects. The first aspect aims to contextualize the prevalence of studies involving couples
of women who have experienced violence in comparison to other intragender relationships.
The second aspect involves identifying the risk factors associated with violence in FSSC.

2. Materials and Methods
2.1. Design

The study involved a scoping review: a systematic knowledge synthesis method used
to comprehensively represent evidence on a topic. This approach aims to identify essential
concepts, including theories, sources, and knowledge gaps [21]. In the specific context
of our research, it effectively synthesized evidence concerning violence within women’s
relationships. This was of particular significance due to the diverse range of findings within
the chosen studies. Given the study’s objective and the preliminary investigation conducted
on this topic, the scoping review was deemed a suitable approach. This is because it serves
as an optimal mechanism to ascertain the extent or breadth of the literature pertaining to
a specific subject, offering a comprehensive overview of the volume of the literature and
studies accessible, along with a broad or detailed depiction of its focal points [21–23]. The
steps followed by this study consisted of designing the research question, elaborating the
search strategies based on keywords, selecting the databases, establishing the inclusion
and exclusion criteria, selecting articles for review, creating categories to guide the analysis,
and, finally, conducting the analysis of the selected articles and producing the results.
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As a search strategy we used the PRISMA Extension for Scoping Reviews (PRISMA-
ScR) [21] with the purpose of describing the prevalence of studies on intimate partner vio-
lence among women in Hispanic America in relation to other sexual orientations/practices,
and the main associated risk factors.

2.2. Search Method

For this study, we searched for articles in the Scopus, Web of Science, Redalyc, Sci-
elo.org, and Dialnet databases. The criterion for choosing the databases was based on the
selection of databases used and recognized at an academic level, both worldwide and in
Latin America. The keywords used in English had the following combinations: same sex
AND couple violence; same-sex AND partner violence; intragender AND partner violence;
intragender AND couple violence; intragender AND domestic violence; intra-gender AND
partner violence; intra-gender AND couple violence; intra-gender AND domestic violence;
same-sex AND domestic violence; same-sex AND couple violence; same-sex AND partner
violence; same-sex AND couple violence.

In Spanish, the keywords were: Violencia en parejas del mismo sexo; violencia
doméstica en parejas del mismo sexo; violencia en parejas intragénero; violencia en parejas
LGTBI; violencia en parejas del mismo género.

2.3. Inclusion and Exclusion Criterion

• The inclusion criteria:

1. Studies whose main purpose was to analyze violence in couples.
2. Studies published between 2000 and 2022.
3. Studies that included the LGTBIQ+ population as the main sample.
4. Studies in English and Spanish *.
5. Journal articles that had undergone peer review (to ensure the quality of

the publication).
6. Studies with a minimum of 15% of participants/a Spanish–American sample *.
7. Studies that included only participants over 18.

* Due to these criteria, the study is classified as Hispanic American rather than Latin
American, as Portuguese literature was not taken into consideration

• Exclusion criteria (failure to comply with one of these criteria means that the publica-
tion is excluded):

1. Theoretical articles, systematic reviews, meta-analyses, and trials.
2. Articles in which the main purpose is not to measure IPV.
3. Articles that do not have a Hispanic American population.
4. Articles that include participants under 18.
5. Non-blind peer-reviewed publications.
6. Articles written in languages other than Spanish or English.

The search of the database yielded 851 articles, and after the elimination of duplicate
studies, a total of 276 articles were obtained. The inclusion and exclusion criteria were
applied to these articles based on the review of the title and abstract, leaving 27 records
for the complete review, of which four were discarded due to failure to meet the criteria,
including underage participants, participants with results in the process, and studies that
did not have a minimum of 15% of Hispanic American participants. Finally, the publications
selected for the review and analysis equaled 23 (see Figure 1).
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Figure 1. PRISMA flow diagram.

Additionally, Figure 2 displays the number of articles located in each database, clarify-
ing that some articles appeared in more than one database.
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Figure 2. Distribution of articles based on scientific databases. Note: WoS: Web of Science.

The selected studies were analyzed in detail, considering both their relevance to the
review and their methodological reliability.
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2.4. Data Extraction

The first part corresponded to the registration of the articles found in the databases. To
organize and categorize the information, manual tables were prepared in Excel containing
the following aspects: the name of the publication, year, database from which it was
extracted, journal, language, country, keywords, population, methodology, and summary.

For the second part, which corresponded to the analysis of the selected articles, the
Atlas-ti 9 program was used to deepen the contents and draw up maps of the relationships.

2.5. Data Analysis and Synthesis of Results

Once the data were organized in the Excel document, descriptive statistics were used
to present some of the features of the included studies. A thematic analysis [24] was then
performed to summarize the findings according to the research purpose. Both the categories
and their results were compared among the reviewers, and disagreements were worked
out until a consensus was reached.

3. Results

To describe the results, first, an overview was conducted to contextualize the current
state of intragender IPV research with Hispanic American participants, paying particular
attention to the frequency of studies focused on female couples. Second, the main risk
factors associated with IPV among women were identified and analyzed.

3.1. Comparing Studies Focusing on FSSC with Other Intragender Relationships

Regarding violence in same-sex couples, a larger number of quantitative studies
(n = 17) [25–41] compared to qualitative (n = 5) [42–46] were found, with only one mixed
study [47] (see Table 1).

Table 1. Overview of the studies.

Article Method Country of First Author Origin of Participants
Sexual
Orientation/Sexual
Practice

Barrientos et al. [25] Quantitative Chile

Spain 399 (63.3%)
Mexico 130 (20.6%)
Venezuela 57 (9%)
Chile 44 (7%)

Lesbians 285 (45.2%)
Gays 345 (54.7%)

Bosco et al. [26] Quantitative USA

White E/C 225 (66.4%)
Black/Afro 27 (8.0%)
Hispanos 51 (15.0%)
Other 36 (10.6%)

Gays 304 (87.7%)
Bisexual men 35 (10.3%)

L. Rodríguez & Lara. [27] Quantitative Mexico Mexico 277 (100%)

Homosexual 128 (64.6%)
Heterosexual 49 (24.7%)
Bisexuals 20 (10.1%)
Other 1 (0.5%)

Redondo-Pacheco et al. [28] Quantitative Colombia Colombia 132 (100%) Gays 93 (70.5%)
Lesbians 39 (29.5%)

Longares et al. [29] Quantitative Spain

Spain (44.6%)
Mexico (20%)
Venezuela (8.5%)
Chile (8.5%)

Gays147 (48.2%)
Lesbians 112 (36.7%)
Pansexual or
bisexual 46 (15.1%)

Davis et al. [30] Quantitative USA

White E/C 85 (45%)
Asian 6 (3.2%)
Hispano 39 (20.6%)
Black/Afro 49 (25.9%)
Other 9 (4.8%)

MSM 189 (100%)
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Table 1. Cont.

Article Method Country of First Author Origin of Participants
Sexual
Orientation/Sexual
Practice

Stephenson et al. [31] Quantitative USA
White E/C 191 (47.67%)
Black/Afro 60 (14.86%)
Hispanic 151 (37.47%)

Bisexual 77 (19.07%)
Homosexual 325 (80.93%)

Reyes et al. [32] Quantitative Puerto Rico Puerto Rico 201 (100%)

Gays 124 (61.7%)
Lesbians 66 (32.8%)
Bisexual women 6 (3%)
Bisexual men 5 (2.5%)

Loveland & Raghavan. [33] Quantitative USA

White E/C (8.1%)
Black/Afro (49.3%)
Hispanos (21.3%)
Other (21.3%)

Gay 24 (17%)
Bisexual men 32 (24.4%)
Not identified 22 (16.3%)
Heterosexual men
24 (17.8%)
MSM 34 (24.5%)

Houston & McKirnan. [34] Quantitative USA

White E/C 182 (22.4%)
Black/Afro 419 (51.3%)
Hispanos 133 (16.3%)
Asian/Pacific islanders or
other ethnicities 82 (10%)

Gays 609 (74.5%)
Bisexual men 104 (12.7%)
MSM 104 (12.8%)

Gómez et al. [35] Quantitative Chile Chile 467 (100%) Lesbians 199 (42.6%)
Gays 268 (57.4%)

S. Rodríguez & Toro-Alfonso.
[36] Quantitative Puerto Rico Puerto Rico 302 (100%) Gays 245 (81%)

Bisexual men 57 (19%)

McLaughlin & Rozee. [37] Quantitative USA

White E/C 151 (51%)
Black/Afro 39 (13%)
Hispanos 59 (20%)
Other 27 (9%)
Asian/ Pacific islanders
18 (6%)
American Indians 3 (1%)

Lesbians 256 (86.2%)
Bisexual women
41 (13.8%)

Merrill & Wolfe. [38] Quantitative USA

White E/C 15 (29%)
Black/Afro 15 (29%)
Hispanos 10 (19%)
Others 4 (7%)
American Indians 2 (4%)

Gays 50 (96%)
Bisexual men 2 (4%)

Saldivia et al. [39] Quantitative Chile Chile 631 (100%) Men 222 (35.2%)
Women 409 (64.8%)

Toro-Alfonso &
Rodríguez-Madera. [40] Quantitative Puerto Rico Puerto Rico 200 (100%) Gays 165 (83%)

Bisexual men 35 (17%)

Islam. [41] Quantitative USA

White E/C 126 (68.9%)
Black/Afro 20 (10.9%)
Hispanos 28 (15.3%)
Other non-Hispanic
8 (4.4%)

Lesbians 79 (43.1%)
Bisexual women
104 (56.9%)

Franco. [42] Qualitative Chile Chile 20 (100%) Gays 20 (100%)

Kubicek et al. [43] Qualitative USA

White E/C 15 (15%)
Black/Afro 25 (25%)
Hispanos 35 (35%)
Asian/ Pacific islanders
7 (7%)
Multiethnic 19 (19%)

Gays/MSM 72 (72%)
Bisexual men 27 (27%)

López & Ayala. [44] Qualitative Puerto Rico Puerto Rico 7 (100%) Lesbians 6 (85%)
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Table 1. Cont.

Article Method Country of First Author Origin of Participants
Sexual
Orientation/Sexual
Practice

Rondan et al. [45] Qualitative Peru Peru 17 (100%)
Lesbians 3 (17.6%)
Gays 8 (47%)
Bisexual women 6 (35.3%)

Ronzón-Tirado et al. [46] Qualitative Mexico Mexico 15 (100%)
Gays 8 (53.3%)
Lesbians 6 (40%)
Bisexual woman 1 (6.6%)

Téllez-Santaya & Walters. [47] Mixed method Spain Cuba 70 (100%) Homosexuals 70 (100%)

Note: White E/C: White European/Caucasian; Black/Afro: Black/Afro-Americans.

In order to ascertain both the study’s origin and participant demographics, we con-
sidered the country of the institution to be affiliated with the first author for the former
aspect. In the latter case, classification was established according to the participants’ coun-
try or place of origin. It was noted that nine of the investigations came from the United
States [26,30,31,33,34,37,38,41,43], four of them from Chile [25,35,39,42], four from Puerto
Rico [32,36,40,44], two from Spain [29,47], two from Mexico [27,46], one from Colombia [28]
and one from Peru [45].

Regarding the origin of the participants, there was a diversity. In the nine studies
conducted in the United States, the presence of Hispanic American participants was limited,
with an average of 22.1% not specifying their nationalities. In the two studies conducted in
Spain, a total of 68.5% of Hispanic-American participants from countries such as Mexico,
Venezuela, Chile, and Cuba were included. In addition, the 12 studies conducted in
Hispanic America had a 100% participation of individuals from countries such as Puerto
Rico, Mexico, Chile, Peru, and Colombia.

As for the sexual orientation of the participants in the selected studies, the participation
of gay individuals was predominant over other sexual orientations, such as lesbians,
bisexual men, bisexual women, and pansexual.

As far as gender identity is concerned, there is a predominance of studies conducted
on men only [26,27,30,31,33,34,36,38,40,42,43,47]. Secondly, there is research that includes
participants of both sexes in the same study [25,28,29,32,35,39,45,46]. Finally, studies
conducted only on women are very scarce, with only three identified [37,41,44].

3.2. Risk Factors

The studies analyzed several factors to explain IPV in intragender couples. To describe
them, they were organized according to the four levels of the ecological model [14]. Since
we intended to study the frequency of risk factors in women, we paid special attention to
the results of this population.

3.2.1. Macro-Social System Level

Regarding the macro level, important risk factors related to power dynamics, minority
stress in IPV, and education were identified (Table 2).
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Power relations as a risk factor for IPV were addressed by eight studies [26,29,37,43–47],
five of which included female participants [29,37,44–46]. A relationship was found between
individual variables, such as an insecure attachment style [29]. It was identified that a
mechanism of power and control was the use of social homophobia, especially when the
victim had not revealed his or her sexual orientation or experienced rejection by friends and
family due to his or her sexual orientation and/or practice. Exposing sexual orientation
becomes a control tactic [37]. Jealousy also arises as an expression of power imbalance,
producing distrust and coercive behaviors of control, which results in feelings of loneliness
in the victim [45].

Minority stress was addressed by eleven studies [29,33,34,37,39,41,43–47], seven of
which included female participants [29,37,39,41,44–46]. Specifically, the literature examined
internalized stigma [39,41,44], outness [29,37,45,46], and external stigma [41,45]. A signif-
icant correlation was found between internalized stigma and psychological violence in
women [41]. A qualitative study highlighted internalized oppression as a result of prejudice
and stereotypes, which can lead people to believe negative or incorrect messages coming
from dominant sectors [44].

Outness, it was observed in one study, may act as a risk factor for intragender vi-
olence [29]. Another study revealed that the level of outness has a mitigating effect on
the relationship between insecure attachment style and the perpetration of psychological
abuse [29]. It has been pointed out that not coming out of the closet can be used as a threat
to control the partner [37]. Likewise, coming out can result in the breakdown of family ties
and gradual isolation from friendships, which is considered a psychosocial risk factor [46].

External stigma was also addressed, which also converged with outness in the emo-
tional insecurity that can arise when disclosing sexual orientation or practice to society,
which might influence the decision not to denounce due to fear of facing discrimination [45].
Another study revealed a lack of correlation between external stigma and the perception
of psychological violence in same-sex couples, suggesting the existence of differences in
behaviors and perceptions that require further exploration [45].

Regarding education, five studies addressed the issue as a possible risk factor [25,28,32,33,35],
four of which included female participants [25,28,32,35]. One of the latter studies indi-
cated that the higher the level of education, the lower the probability of victimization [35].
However, other studies reported no significant association between education and vio-
lence [25,28,32].

3.2.2. Exosystem Level

We identified problems in the exosystem in relation to the preparation of professionals
who directly intervene in cases (police and health professionals), as well as in the way the
media address this issue. Ten studies [32–35,37,40,42–44,46] problematized this situation,
five of which included the participation of women [32,35,37,44,46]. These studies pointed
to the need to train professionals on violence in same-sex couples, but a lack of interest has
been noted due to homophobia [44]. Training, research, and community-based practices
in social support institutions can help lesbians obtain information to compare the cycle of
violence in heterosexual and battered lesbian relationships [37].

Other studies problematize the legal regulations, which, in cases of domestic violence,
are heteronormative; therefore, it is necessary to have specific regulations to intervene in
intra-family violence [35,44].

The media show heteronormative models in campaigns on violence, which generates
alienation in this population because they do not feel represented [46].

3.2.3. Mesosystem Level

The mesosystem refers to instrumental or emotional support from the environment [48].
It was addressed by eleven studies [28,29,34,37,38,41–46], seven of which included female
participants [28,29,37,41,44–46]. These studies problematized social support as a risk factor
in intragender violence because the lack of support, whether informal, formal or the per-
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ception of its non-existence limits the possibility of seeking help. In the case of informal
social support, this comes mainly from friends and relatives but may be diminished or
nullified due to the actions of the aggressor [37,44], especially due to the lack of trust in the
family environment, influenced by the process of disclosing their sexual orientation and
the consequent fear of discrimination [29,46].

In the case of a lack of formal support (laws and public policies), some studies indicate
that it acts as a limiting factor when seeking help [28,44], which in some cases contributes
to staying in a violent relationship. In the context of violence among women, social support
in general was identified as a key element when breaking out of situations of violence [41].

3.2.4. Micro-System Level

From the microsystem, studies addressed risk factors such as substance use (alcohol
or other drugs), mental health, specifically depression, age, and a history of violence and
sexual abuse in childhood. Finally, from a relational perspective, sexually transmitted
diseases were also included (Table 3).

Table 3. Risk factors: Micro-system variables.

Source HIV or STI Substance
Consumption

Depression/
Suicidal Ideas

Sociodemographic
Factors

[25] Not applicable

In gay victims of violence,
alcohol consumption is higher.
No differences were found in

lesbians. Consumption of
other substances was

not significant.

Variable suicidal
ideation was not

significant between
victims and

non-victims. Not
relevant in lesbians

There are no significant
differences in age and

professional status
between gay victims

and non-victims.

[28] Not applicable Not applicable Not applicable

There are no significant
differences in

sociodemographic
variables and IPV

[32] Not applicable

Consumption of alcohol and
other substances in IPV

episodes was higher
in lesbians.

Not applicable
Education is not

significantly related
to IPV.

[35] Not applicable Not applicable Not applicable More education,
less victimization.

[39]

HIV is not recognized
as a problem in

female-to-female
relationships.

Not applicable Not applicable Not applicable

[43] Not applicable

Alcohol present in childhood
violence, drinking father and

aggressor. Within the couple, it
was present in episodes of IPV

Not applicable Not applicable

Note: This table exclusively incorporates studies that furnish data concerning the variables outlined within.

With respect to alcohol and/or drug use, of the eleven studies that addressed this
issue [25–27,30,32,34,36,40,43,44,47], four involved women [25,27,32,44]. No significant
differences were found between alcohol or drug use and violence in lesbian couples [25,32].
In another study, the consumption of alcohol or other drugs was present as a risk factor in
some episodes of violence, and consumption was a behavior learned since childhood [44].

Regarding the exclusive use of other substances, a study that included women reported
that drug use could be related to the transmission of HIV [27], but it does not explain
differences with other sexual orientations.
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Concerning depression, seven studies addressed this [26,30,31,34,40,47], none of which
included female participants in their studies. One study in the male population referred to
depression as an indirect risk factor for violence [26], while others identified it as an effect
of violence.

Another individual risk factor observed in these studies was age. This variable
was analyzed by four studies [25,26,28,31], two of which included the participation of
women [25,28]. These studies found no significant associations with violence in research
involving female participants.

In the family setting, a childhood history of violence and child sexual abuse were
addressed. Seven studies addressed childhood violence [26,36,40,41,44,46,47], of which
three included female participants [41,44,46]. The results indicated that childhood exposure
to models of violent behavior in families played an important role in the learning of
behavioral patterns that could affect intimate relationships. According to a study, the
degree of exposure to violence could act as an additive factor in situations of violence in
female couples, as well as increasing tolerance to psychological violence [41]. This history
of violence against women can leave a lasting impact, generating feelings of fear, insecurity,
and frustration [44].

In the case of child sexual abuse, this was addressed in only three studies, which
included only male participants [26,40,47]. However, no significant association was found
between child sexual abuse in men and violence within relationships. It is important to
note that this aspect was not problematized in any study that included women.

Among the risk factors in relationships, the presence of sexually transmitted infections
(STIs) was noteworthy, with HIV being the most studied in this context. However, it
was mainly problematized as a form of intimate partner violence in the male population,
according to several studies [27,30,31,33,34,36,39,40,43]. It is worth mentioning that, despite
the inclusion of two studies with female participants, this topic was not addressed in a
significant way [27,39].

4. Discussion

This scoping review had two goals: to contextualize the prevalence of studies involv-
ing female-to-female IPV in comparison to other intragender relationships in Hispanic
American while also focusing on identifying the main associated risk factors.

Below, we discuss the incidence of studies on relationships between women, including
sexual orientations and practices, study sources, and participants. In addition, the main
associated risk factors are described. For the latter, the ecological model [14] was used
to organize risk factors, which allowed for a broader understanding of violence from an
environmental and contextual perspective.

The volume of studies on IPV in women to date is scarce [3,49]: an aspect that can
be confirmed in the current review. The reviewed publications are dominated by studies
focusing on male couples compared to female couples. This situation can lead to an
overrepresentation of the needs of some groups (gays in this case) compared to others,
making the reality of IPV among female couples invisible. Second, this disproportionality
of the studies may tend to perpetuate the stereotypical directionality of violence depending
on the gender of the aggressor [50,51]. As a result, there is a persisting misconception that
violence within female couples is rare or isolated.

Research on sexual orientations and practices in women shows an imbalance, with
more attention on lesbians than on bisexual women [22], pansexual, and other sexual
orientations/practices. This could generate reductionist assumptions that automatically
consider all women in affective–sexual relationships with other women as lesbians. Some
studies indicate that bisexual women are more likely to experience violence compared to
lesbians [3,9], although little research has been conducted in this area. It is essential to
study and consider different sexual orientations and practices to understand the specific
risk factors that might be affecting them.
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Regarding sexual practices, studies predominantly categorize MSM, but in no case
do they use the concept of women who have sex with women (WSW). This may suggest
that there are still many taboos in the research regarding gender roles and how women
experience their sexuality, which could also influence how sexual violence among women
is viewed.

The presence of Hispanic American studies and participants in research on this topic
is limited. Most of the studies originate in the U.S., and the participation of Hispanic
American individuals is scarce. In addition, there is a lack of representation of several
Hispanic American nationalities, among them: Argentina, Paraguay, Uruguay, Bolivia,
Ecuador, and the rest of the Central American countries. This points to the need for further
research on this issue in this specific context [52].

In relation to risk factors, the ecological model provided an integrative understanding
of the various factors involved in IPV among women, as well as an understanding of the
interrelationship between the different factors.

Among the risk factors identified in the macrosystem, power relations, minority stress,
and education were identified. Power relations influenced and interacted with other factors.
However, the main challenge resides in understanding how, up until now, power has
been explained based on heteronormative models, where gender plays a fundamental role
in its attribution, which is not applicable to intragender violence. Therefore, in order to
understand the power dynamics in women’s couple relationships, it is necessary to consider
gender stereotypes [53–55], which portray, for example, women as harmless, non-violent,
and physically weak [56].

Regarding minority stress, known as identity abuse (IA) [9,19,20,49], in the context of
intragender violence, the reviewed studies have identified internalized and externalized
stigma as major factors in relation to the disclosure of the partner’s sexual orientation,
known as outness, as a tactic of control and threat. This leads to a gradual decrease in
nearby support networks [9,19,20,49]. In addition, it was observed that outness not only
affects the close environment but also the search for help in institutions, which links it
closely to the mesosystem and support networks.

Even though the problematization of specific factors of IPV in intragender couples, and
especially in women, is an advance, what was found in the Hispanic American population
and the context investigated is not enough since other studies have delved even deeper into
this issue and found other tactics of identity abuse. These consist of undermining, attacking,
or denying the partner’s identity as a member of the LGTBIQ+ community [9,20,57], as
well as the use of derogatory language regarding their sexual orientation [20,57]. These
tactics were not detected in the selected studies.

Finally, regarding the education variable, there are discrepancies among studies. One
of them suggested that there was no association between violence and education, while
another stated quite the opposite. This last statement is in line with other studies conducted
in heterosexual populations, which found that as women gain access to political and social
rights, as well as to education and employment, their independence increases, which gives
them a greater chance of escaping violence [58,59]. Therefore, it is necessary to further
study its association with IPV in female couples.

In relation to the exosystem, the importance of this lies in the identification of the
multiple indirect effects of violence that have been traditionally ignored [60]. Some research
has suggested the need for education and training programs on same-sex partner violence
for service providers who are not prepared to serve LGBT people, such as health, social
services, and criminal justice professionals [49,61,62]. This awareness is important for
reducing behaviors that perpetuate stereotypes and patterns of discrimination against
LGBTQ people [3,63] and, specifically, for relationships between women. The scarcity of
studies that problematize the impact of the media in the construction of violence and its
lack of training on sexual diversity issues is noteworthy.

In the mesosystem, support networks and the IA are closely related. Social support is
crucial for breaking out of situations of violence, and a lack of this support is considered
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an important risk factor in intragender couples, as affected individuals are often isolated
from their environment. Some studies have indicated that isolation from external com-
munities of support, such as LGTBIQ+, can be especially harmful to non-heterosexual
and non-cisgender survivors. This is because, upon the disclosure of their sexual orien-
tation or gender identity, they often lose the support of their family networks; therefore,
this community becomes one of the few support networks that is left for them [20,64]. It
is important to consider that cultural values among Latinx individuals, such as “famil-
ismo”, which often results in prioritizing family connections and collective welfare over
personal wants and needs, are linked to a diverse range of family reactions toward sexual
minorities [65]. Healthcare professionals should consider the diverse manners through
which cultural elements might impact how families respond to individuals identifying as
sexual minorities.

The lack of formal support in terms of public policies is a recurring issue, which is
reflected in the absence of legislation and adequate training for health professionals and
security forces in relation to intragender violence in female couples. This is due, in part,
to the predominant conception of violence as a heterosexual phenomenon with a male
aggressor and a female victim. In addition, when seeking help, victims face stigma, which
generates shame when acknowledging the facts and fears that their accusations will not be
taken seriously [22,66,67]. This is an issue that has been scarcely problematized in Hispanic
American studies, but it is fundamental to developing strategies that can support both the
victims and the perpetrators of violence.

At the microsystem level, risk factors such as alcohol and/or substance use and mental
health (depression) and family factors such as childhood violence and child sexual abuse
were identified. Finally, at the relational level, STDs were also identified.

Regarding alcohol consumption, it is believed that high consumption may be associ-
ated with an elevated rate of intimate partner violence in female couples [67,68], although
there are few studies that support this association [68]. It has been observed that alco-
holism can be a risk factor contributing to episodes of violence when combined with other
macrosystemic and microsystemic determinants, which does not imply that alcohol abuse
and/or dependence are a cause of violence [69].

According to some studies, it has been observed that depression might be present in
cases of domestic violence, but it is considered more as an effect of violence itself [70]. In
addition, a relationship has been established between depression and other factors, such as
post-traumatic stress [71].

In short, there were discrepancies in the studies on alcohol consumption and depres-
sion due to their possible relationship as a cause and consequence of violence, which
suggests the need for further research on these topics.

With regard to experiences of violence in childhood, studies have found links with
abusive relationships in adulthood [72]. Some studies suggest that violence in childhood
may have an additive effect on the likelihood of becoming involved in violent relation-
ships in adulthood [4], generating fear and insecurity in those who have experienced
violence. However, there are discrepancies as to the strength and straightforwardness of
this association [72,73].

Childhood sexual abuse was not addressed by studies that included women, only in
those that included men. In the latter, it was not significantly associated with or predictive
of IPV.

Finally, the relationship between HIV and IPV has been studied mainly in heterosexual
couples and male couples, with inconclusive results in female couples. However, IPV has
been found to increase the risk of HIV infection and may lead to the victimization of
HIV-positive individuals [74,75]. The sexual coercion that leads to exposure to HIV is
recognized as violence within a relationship [76]. The lack of recognition of this problem
in women involved in emotional and sexual relationships with other women makes them
especially vulnerable since they are invisible in preventive campaigns. The mistaken beliefs
about female sexuality and its associated risks complicate this situation even more since it
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can be used as a form of violence without being aware of it. Therefore, the lack of existing
education that problematizes these aspects is also a risk factor.

Limitations

This scoping review comes with some limitations. First, to include studies made
only in English and Spanish means we excluded attention to research made in other
languages. Second, the low number of investigations found in couples of women in a
Hispanic-American context could compromise the results and their external validity. Third,
the low number of studies that use qualitative and/or mixed methods, together with the
low representativeness of participants of diverse sexual orientations, could make it difficult
to understand the phenomenon and its risk factors.

5. Conclusions

This scoping review has made it possible to describe the IPV phenomenon in relation-
ships between women in Hispanic America, as well as to identify its risk factors. It is critical
to address these factors globally and not individually, as IPV is influenced by a combination
of various factors that converge at different points. For instance, the social support and
stress experienced by sexual minorities are key elements, as support, both formal and
informal, often depends on the acceptance of the existing sexual orientation. To explain the
risk factors of IPV among women, it is necessary to problematize and incorporate specific
elements of this population, such as identity abuse.

In addition, it is important to consider that, to advance in the investigation of IPV in
female couples, it is necessary to question several paradigms in the explanation of violence.
Among them is the gender approach, which is insufficient to fully understand violence
in this context. However, in future studies, it would be desirable to include research in
other languages, as well as to expand the number of investigations focusing on violence in
couples of women. This approach should also take into account the diversity of couples
within these relationships.

Finally, it is crucial to make this problem visible throughout Latin America since there
was a lack of representation of certain nationalities among the participants. It would be
desirable to increase the number of studies that use qualitative and/or mixed methods, as
well as to achieve a greater representation of different sexual orientations. This shows the
need to make visible and address this issue not only at the research level but also in the
field of public policies, and therefore, to implement education in healthy relationships and
the psychological interventions appropriate to their needs.
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Abstract: Intimate partner violence is a multidimensional phenomenon encompassing psychological,
physical, and sexual components. Violence in young couples is common in our society. This kind
of violence is usually bidirectional, which adds to its complexity. This study aimed to explore how
victimization (in three dimensions: non-abuse, technical mistreatment, and mistreatment) and per-
petration (in two dimensions: non-perpetrator and perpetrator) are related to the BIS (Behavioral
Inhibition System)/BAS (Behavioral Approach System), and it also evaluated if the dimensions of
emotional intelligence (EI) (emotional attention, clarity, and regulation) mediate this relationship.
Violence was evaluated in 272 young volunteer participants, as well as BIS/BAS behavioral sensitivity
and perceived emotional intelligence. The correlations between these variables were analyzed, and
a mediation analysis was also conducted. The results show that victimization (of the sexual and
coercive type) was associated with less BAS activation, while victimization (of the sexual, humilia-
tion, and detachment types) was associated with less BIS activity. All types of victimization were
associated with less EI, specifically with less emotional clarity. Aggression (of the sexual, humiliation,
detachment, and coercion types) was related to lower BAS and higher BIS sensitivity. Detachment
aggression was associated with low emotional clarity. In conclusion, relationships between vic-
timization and perpetration are evidenced in terms of BIS/BAS sensitivity and EI. Specifically, the
dimension of EI emotional clarity acts as a mediator of BIS activation in victims of detachment.

Keywords: behavioral sensitivity; emotional intelligence; violence in young couples

1. Introduction

Intimate partner violence is a multidimensional phenomenon that encompasses psy-
chological, physical, and sexual components [1], and it can emerge at any time in the
relationship. Intimate partner violence is increasingly appearing at younger ages [2] and in
both sexes [3].

Violence within couples is a complex issue with various elements that should be
considered comprehensively. This phenomenon extends beyond traditional stereotypes
of male-perpetrated physical violence, where men are the aggressors and women the
victims [4,5]. This approach is reductionist and is not appropriate for addressing a phe-
nomenon as complex and heterogeneous as couple violence. In this paper, we focus on
some factors (behavioral sensitivity and emotional intelligence) that may be important but
are not the only ones that potentially contribute to dating violence.

Violence in young couples is different from that in adult couples [4]. Recent studies
on violence in young couples indicate that both men and women are equally likely to
perpetrate violence [6–12]. Thus, both sexes have the same predisposition to perpetrate
violence [10]. Recently, Conroy et al. [13] demonstrated that problematic attitudes towards
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violence are not limited to men but also exist in women. Furthermore, bidirectional vio-
lence, where both partners act as both aggressors and victims interchangeably, is currently
the most prevalent form [5–8,11,13–19]. This is more pronounced in psychological attacks
compared to physical ones [14]. Nevertheless, there are sex differences, as women perpe-
trate both psychological and physical violence, while physical violence prevails among
men [9–11,20–22]. This signals a need to raise awareness of abuse perpetrated by women
against men so that they can ask for help without feeling ashamed.

Violence is not a spontaneous or natural phenomenon [5]. Men and women inten-
tionally learn to use violent behaviors to harm their respective partners [23,24]. Therefore,
learning plays a crucial role in the emergence and persistence of violent behavior. Violent
behavior also has emotional and motivational components, akin to other learned behavior.
Additionality, it is essential to not only examine the cognitive and emotional variables
associated with the aggressor’s profile, as is traditionally done, but also, according to more
recent theoretical perspectives, the determinants of the victim’s profile [25].

In this context, the theory of behavioral sensitivity [26–28] provides an integrated
approach for understanding behavior from a personality perspective, encompassing emo-
tion, motivation, and learning. This theory is based on two complementary behavioral
systems: the Behavioral Activation System (BAS) and the Behavioral Inhibition System
(BIS). Each system involves different neural correlates specialized in detecting, processing,
and responding to certain stimuli [29]. These motivational systems can trigger emotional
and behavioral responses in threatening situations [30,31].

The BAS specializes in processing information related to incentives and rewards,
leading to positive feelings like hope and euphoria and motivating approach behaviors.
Individuals with high BAS sensitivity exhibit this response even to small incentives [32].
Conversely, the BIS system processes information related to punishment, aversive stimuli,
and threats, causing arousal and heightened attention to threats when danger signals are
present. People with high BIS sensitivity experience distress and anxiety even in response
to minimal threats [32].

The relationship between BIS/BAS behavioral sensitivity and intimate partner vi-
olence has not been systematically explored. However, Meyer et al. [31] examined the
relationship between the BIS/BAS scales and the hypothetical threat of losing a partner,
finding significant associations between the activations of both systems (BIS and BAS) and
the threat of partner loss. These findings are significant as they reveal a close connection
between the threat of partner loss and the different psychological profiles of both victims of
abuse and perpetrators of different types of violence.

Hence, the behavioral sensitivity theory [29] highlights the fundamental role that
motivations and emotions play in learning. The construct of emotional intelligence (EI)
is also relevant in this context as it reflects the inseparable link between cognition and
emotion [33]. The most widely accepted definition of EI defines it as “the ability to accu-
rately perceive, assess and express emotions, the ability to access and/or generate feelings
that facilitate thought; the ability to understand emotions and emotional knowledge and
the ability to regulate emotions promoting emotional and intellectual growth” ([34], p. 5).

The association between EI and violence in young couples has been previously de-
scribed. García González and Quezada [35] found that EI enhances satisfaction in couple
relationships by aiding in the resolution of inherent conflicts, while a low level of EI is
associated with stress and violence in relationships. This link between EI and violence has
also been emphasized by Zapata [36], showing a significant negative correlation between
EI and the dimensions of coercion, physical, detachment, and humiliation perpetration.
This aligns with the proposal of Moreno et al. [37], which consists of the implementation
of programs based on the acquisition of EI skills to reduce and/or prevent violence in
young couples.

Furthermore, various studies have described the association between EI and affective
states, indicating that high EI is associated with a positive mood, while low EI is linked to a
negative mood [37–40].
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The BIS/BAS systems are also related to EI, with high EI being characterized by reward
sensitivity (BAS) and low EI being associated with low BIS activation [38]. This relationship
between the BIS/BAS systems and EI appears to involve mediation, wherein EI modulates
the effects of the BIS/BAS systems on emotions, feelings, and moods.

Hence, it is plausible that both the BIS/BAS systems and EI are variables that play a
role in the behavior of couples, both victims and aggressors, who engage in violence.

Therefore, this work aimed to analyze the relationship between the BIS/BAS systems
and EI in the violent behavior of young couples, as well as the directionality of this rela-
tionship, to understand the risk and vulnerability factors associated with couple violence,
both in both victims and aggressors. This understanding can lead to more targeted and
effective preventive interventions.

Consequently, the hypothesis of this study posits that both victims and aggressors will
score higher on the BIS and lower on the BAS. Additionally, both victims and aggressors
are expected to exhibit low levels of EI.

2. Materials and Methods
2.1. Participants

The sample included 272 Spanish volunteer participants, with a mean age of
20.97 years (SD = 2.52), ranging from 19 to 30 years old (82.7% women). Approximately
half of the participants had studied at the university level (52.2%), 1.8% of them had a
master’s degree, 33.1% had a bachelor’s degree, 12.5% had vocational training, and 0.4%
had completed secondary education.

2.2. Procedure

Data were collected using self-administered online questionnaires, using the ran-
dom sampling method. Participation was anonymous and the data were recorded con-
fidentially. All participants were informed of the study objectives and the possibility of
dropping out of the study at any time. The study was conducted according to the 1975
Declaration of Helsinki of the World Medical Association (amended by the 64th General
Assembly, Fortaleza, Brazil, October 2013), and all participants signed the written informed
consent form.

2.3. Instruments

An ad hoc questionnaire was developed to record the sociodemographic information
of the participants. The requested data were sex, age, and current educational level.

Revised Dating Violence Questionnaire (DVQ-R) [40]: This questionnaire evaluates
two categories in the evaluation of violence: victimization and perpetration. Scores are
obtained on five dimensions for each category: alienation, humiliation, coercion, physical
violence, and sexual violence. DVQ-R includes 20 items on a Likert-type scale with five
response options, ranging from 0 (never) to 4 (all the time). The internal consistency of this
questionnaire for the five scales ranges between 0.64 and 0.74 (Cronbach’s alpha, α), and
for the total scale, the consistency is α = 0.85. The internal consistency found in our sample
for the five scales ranged between α = 0.5 and 0.7 [40–42]. In addition, the perception of
abuse was analyzed through three yes/no questions: Are you or have you been afraid of
your partner? Do you feel or have you felt trapped in your relationship? Have you ever
felt mistreated in your relationship? An α value of 0.6 was obtained for the three items.

The Sensitivity to Punishment (SP) and Sensitivity to Reward (SR) Questionnaire
(SPSRQ; [43]): This is a Spanish version of the measurement of the BIS/BAS systems.
SPSRQ consists of 48 dichotomous items (yes–no), and it is divided into two 24-item scales:
Sensitivity to Punishment (SP) as a measure of the BIS and Sensitivity to Reward (SR) as a
measure of the BAS. The reliability of the scale is adequate, with the SP scale showing an α

value of 0.83 and the SR scale showing an α value of 0.76 [44]. In our sample, there was an
alpha value of 0.8 for SP and 0.7 for SR.
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Trait Meta-Mood Scale, TMMS-24 [45]: This scale includes 24 Likert-type items, rang-
ing from 1 to 5. It is divided into three dimensions of perceived emotional intelligence,
each with 8 components: emotional attention (ability to identify one’s own emotions and
the emotions of others and ability to know how to express emotions), emotional clarity (un-
derstanding of emotions), and emotional repair or regulation (ability to manage emotions).
The reliability and validity indices reported are adequate [46], and these indices were also
adequate in our sample. Reliability in attention was α = 0.8, α = 0.9 in clarity, and α = 0.8
in regulation.

2.4. Statistical Analysis

In the preliminary analyses, descriptive statistics (percentages, means, and standard
deviations) were calculated, and mean difference t-tests (for the variables with two response
alternatives) and analysis of variance (ANOVA), for variables with two or more response
options (violence group), were conducted to analyze significant differences. Post hoc tests
were performed for respective comparisons. Cohen’s d was calculated for standardized
mean differences, and based on the values obtained, an effect size of less than 0.2 was
considered “small”, between 0.5 and 0.8, the effect size was considered “medium”, and for
any value upwards of 0.8, the effect size was considered “large” [47]. Pearson correlations
were calculated between the study variables. The internal consistency of the scales was
analyzed using Cronbach’s alpha coefficient.

The SPSS 25.0 statistical package was used, and according to the macro Process [48],
the mediation analysis was established with a 95% confidence interval and a number of
bootstrapping samples of 10,000. The estimates of each analysis were calculated through
their respective unstandardized regression coefficients (coeff), their standard errors (SEs),
t-values and their significance levels (p), and the different values of the lower limit (LLCI)
and upper limit (ULCI) of the confidence interval. The interpretation of significance was
performed through the values of each LLCI and ULCI. Therefore, when the number 0 was
found between this interval, it confirmed that this particular result was not significant. The
serial mediation analysis was conducted using model 6 and analyzed whether the effect
of the independent variable (X) (BIS) on the dependent variable (Y) (CUVINO categories:
victim/aggressor) may be mediated by the mediating variables (M1; M2; M3), that is, the
perceived emotional intelligence, with its three dimensions (attention, clarity, and emotional
repair), including as covariates the sex and age variables. As shown in Figure 1, parameter
(c′) indicates the direct effect of X on Y, controlling for the mediating variable, (a) indicates
the direct effect of X on M, (b) is the direct effect of M on Y, the indirect effect (ab) is the
effect through the mediating variable, and the total effect (c) is the sum of the direct and
indirect effects, when the mediator is excluded from the regression analysis.
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3. Results
3.1. Descriptive Analyzes

Table 1 shows the count and percentage for each group according to the dimensions of
the CUVINO questionnaire. A total of 83.1% of the sample reported some type of violence.
Most of the violence reported was bidirectional (70.6%); that is, victim and aggressor were
indistinctly reported by men and women. One-way violence was considerably lower
(aggressor and non-victim: 3.7%; victim and non-aggressor: 12.5%). No victim or aggressor
was reported in 13% of the total sample.

Table 1. Count and percentage for each group according to the dimensions of the CUVINO questionnaire.

Victimization Profile Aggression Profile

Non-Abuse Technical Mistreatment Mistreatment Non-Perpretator Perpetrator

Overall 46 (16.9%) 153 (26.8%) 73 (56.3%) 70 (25.7%) 202 (74.3%)
Men 6 30 11 10 37

Women 40 123 62 60 165

Regarding the distribution by sex, there were no statistically significant differences for
the victim profiles (X2 = 1.407; p = 0.495), and no relationship was observed for aggression
profiles either (X2 = 0.591, p = 0.442).

Table 2 shows the descriptive statistics corresponding to age, emotional intelligence,
and BIS/BAS for each group according to the type of intimate partner violence and
total sample.

Table 2. Descriptive statistics corresponding to age, emotional intelligence, and the BIS/BAS for each
group according to the type of couple violence and total sample.

Victimization Profile Aggression Profile
Overall

Non-Abuse Technical Mistreatment Mistreatment Non-Perpretator Perpetrator

M SD M SD M SD M SD M SD M SD

Age 20.70 2.45 20.63 2.28 21.84 2.83 20.31 1.92 21.19 2.66 20.97 2.51
Emotional attention 30.54 6.11 29.99 6.03 29.73 6.31 30.86 5.85 29.72 6.18 30.01 6.11
Emotional clarity 28.04 6.83 26.71 6.79 24.32 7.13 27.67 6.35 25.83 7.14 26.30 6.98
Emotional repair 28.15 6.60 25.50 6.95 24.98 6.55 26.83 6.52 25.46 6.95 25.81 6.85

BIS 35.76 6.05 35.03 5.81 34.22 5.35 35.11 6.10 34.88 5.61 34.94 5.73
BAS 39.48 3.17 38.32 4.09 37.60 4.10 39.70 3.89 37.85 3.92 38.32 3.99

In the victimization profile (abuse, technical abuse, and no abuse), significant differ-
ences regarding age were observed (F = 6.182; p = 0.002). Specifically, the maltreated were
older than the non-maltreated (p = 0.045, d = 1.1) and the technically mistreated (p = 0.002,
d = 1.2). Regarding behavioral sensitivity, significant differences were found between
groups (abused, technical abuse, and no abuse) for the BAS variable (F = 3.170; p = 0.044),
but no differences were observed in the BIS (F = 1.069; p = 0.345). Finally, regarding the
EI dimensions, differences were observed between the victimization groups (mistreated,
technical abuse, and non-abuse) in two dimensions: emotional clarity (F = 4.746; p = 0.009)
and emotional repair (F = 3.426; p = 0.034). Pairwise comparisons showed differences
between the abused and non-abused groups in the following dimensions: emotional clar-
ity (p = 0.014; d = 3.71) and emotional repair (p = 0.042; d = 3.1), and between technical
abuse and abused in the emotional clarity dimension (p = 0.046, d = 2.3). In all cases, the
maltreated group obtained worse scores on the scales analyzed, followed by the technical
maltreatment group, and the best results were observed in the non-abuse group. In sum-
mary, no differences between abused and non-abused were observed in the BIS. Abused
people’s scores were lower on the BAS scale, and they also obtained lower scores on the EI
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dimensions of clarity and repair. The scores of the technically mistreated group were lower
than those of the mistreated group.

In the aggression profile, significant differences were observed regarding the factor
age, with the aggressors being older than the non-aggressors (t = −2.965; p = 0.003). On
the other hand, in terms of behavioral sensitivity, significant differences were observed
between perpetrators and non-perpetrators on the BAS scale (t = 3.416; p = 0.001; d = 1.85),
with non-aggressors showing higher scores. On the BIS scale, no significant differences
were observed (t = 0.299; p = 0.765: d = 0.23). Finally, regarding the aggressors and non-
aggressors EI, no significant differences were observed in the attention and emotional
repair dimensions, although there was a trend of higher scores in the non-abused group
compared with the abused group (t = 1.914; p = 0.057; d = 1.84).

The correlations between the three emotional intelligence dimensions (attention, clar-
ity, and emotional repair), the BIS/BAS, age, and the two dimensions of the CUVINO
(victimization and perpetration) were also analyzed (see Table 3).

Regarding the victimization profile, a negative correlation was observed between the
BAS and the sexual- and coercive-type victims. The BIS negatively correlated with being
a sexual victim, humiliation, and detachment. Regarding the EI dimensions, there was
a negative correlation between the clarity dimension and each type of victim, while the
emotional repair dimension was negatively correlated with being a sexual victim and a
victim of detachment. Therefore, the lower the BIS score, the higher the victimization, and
the higher the victimization, the lower the EI. That is, in the couple violence victims, the
BIS and EI variables correlated negatively.

In the perpetration profile, the BAS was negatively correlated with being a sexual
aggressor, humiliation, detachment, and coercive violence. However, the BIS was not
correlated with the types of aggressors. Regarding the EI dimensions, a negative correlation
was observed between attention and emotional clarity in detachment aggression. That is,
the higher the detachment aggression, the lower the attention and emotional clarity. In the
emotional repair dimension, no correlation was observed with any type of aggression.

3.2. Mediation Analysis

After the preliminary and correlation analyses, we aimed to study the mediation pro-
cess of EI in the relationship between the BIS/BAS and the role of the victim or aggressor. In
the mediation analysis, the mediator variable (EI) should correlate both with the dependent
variable (victimization/perpetration) and the independent variable (BAS/BAS).

According to our analyses, EI was not correlated with the BAS, so this variable was
not included in the mediation analyses. However, EI was significantly correlated with the
BIS and victimization, but the BIS was not correlated with perpetration. Therefore, the
mediation analysis was conducted to explore if the EI mediates the effects of the BIS on the
related types of victims, that is, sexual, humiliation, and detachment.
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Thus, three serial mediation models were analyzed to determine if the BIS scores
and EI dimensions are related to sexual victimization (model 1), humiliation victimization
(model 2), and detachment (model 3). Age and sex were considered covariates (Table 4).

Table 4. Results of the analysis of mediation of emotional intelligence in the relationship between BIS
and sexual victimization (model 1), humiliation (model 2), and detachment (model 3), including as
covariates age and sex.

Model 1 (Sexual Victimization)

Path Coefficient HE BootLLCI BootULCI t p

Total effect (c) −0.0339 0.0109 −0.0554 −0.0124 −30.995 0.0021
Direct effect (c′) −0.0242 0.0122 −0.0482 −0.0001 −1.9791 0.0488

a1 −0.1036 0.0663 −0.234 0.0269 −15.631 0.1192
a2 0.3978 0.0644 0.2710 0.5246 6.177 0.000
a3 0.3324 0.0695 0.1956 0.4692 4.784 0.000
b1 0.0077 0.0118 −0.0155 0.0309 0.6537 0.513
b2 −0.0155 0.0108 −368 0.0059 −1.426 0.154
b3 −0.0088 0.0103 −0.0291 0.0116 −0.8509 0.3956
d21 0.5694 0.0591 0.4531 0.6858 9.636 0.000
d31 0.1417 0.0692 0.0054 0.2781 20.469 0.0417
d32 0.2923 0.0618 0.1707 0.4139 4.732 0.000

Indirect effects Effects HE BootLLCI BootULCI
Total indirect effect −0.0242 0.0050 −0.0199 −0.0002

Model 2 (Humiliation Victimization)

Path Coefficient HE BootLLCI BootULCI t p

Total effect (c) −0.0281 0.0112 −0.0501 −0.0061 −2.5128 0.0126
Direct effect (c′) −0.0193 0.0125 −0.0439 0.0053 −1.5439 0.1238

a1 −0.1036 0.0663 −0.234 0.0269 −1.5631 0.1192
a2 0.3978 0.0644 0.271 0.5246 6.1776 0.000
a3 0.3324 0.0695 0.1956 0.4692 4.7841 0.000
b1 0.0094 0.012 −0.0143 0.0331 0.778 0.4373
b2 −0.0208 0.0111 −0.0427 0.001 −1.8776 0.0615
b3 −0.0019 0.0106 −0.0227 0.0189 −0.1797 0.8576
d21 0.5694 0.0591 0.4531 0.6858 9.6368 0.000
d31 0.1417 0.0692 0.0054 0.2781 2.0469 0.0417
d32 0.2923 0.0618 0.1707 0.4139 4.7323 0.000

Indirect effects Effects HE BootLLCI BootULCI
Total indirect effect −0.0088 0.0055 −0.0198 0.0018

Model 3 (Detachment Victimization)

Path Coefficient HE BootLLCI BootULCI t p

Total effect (c) −0.0473 0.0153 −0.0774 −0.0172 −3.0937 0.0022
Direct effect (c′) −0.0226 0.0167 −1.3524 0.1774 −0.0556 0.0103

a1 −0.1036 0.0663 −0.2340 0.0269 −1.563 0.1192
a2 0.3978 0.0644 0.271 0.5246 6.1776 0.000
a3 0.3324 0.0695 0.1956 0.4692 4.7841 0.000
b1 0.0203 0.0161 −0.0114 0.0521 1.2601 0.2087
b2 −0.0465 0.0149 −0.0758 −0.0172 −3.124 0.002
b3 −0.0163 0.0142 −0.0442 0.0116 −1.1515 0.2506
d21 0.5694 0.0591 0.4531 0.6858 9.636 0.000
d31 0.1417 0.0692 0.0054 0.2781 2.0469 0.0417
d32 0.2923 0.0618 0.1707 0.4139 4.7323 0.000

Indirect effects Effects HE BootLLCI BootULCI
Total indirect effect −0.0247 0.0084 −0.0419 −0.0088

Ind2: a2b2 −0.0185 0.0068 −0.033 −0.0064

Notes: Abbreviations: BootLLCI: bootstrapping lower limit confidence interval; BootULCI: bootstrapping up-
per limit confidence interval; HE: standard error. Model: 6. Y: sexual victimization/humiliation victimiza-
tion/detachment victimization. X: BIS. M1: emotional attention. M2: emotional clarity. M3: emotional repair.
Covariates: age and sex. N = 272.
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We detail here the results of the different linear regression analyses considering the
EI dimensions and the independent variable (BIS). Regarding emotional attention, the
percentage of variance explained by the BIS (a1) and the covariates was 4.06%, although
only the factor sex was significant (B = 2.414; t = 2.438; p = 0.0154). Regarding emotional
clarity, the percentage of variance explained by the BIS and the covariates was 31.54%. In
this case, significant differences were observed in the BIS (a2) and emotional attention (d21),
with the factors sex and age showing no significance (p > 0.05). Concerning emotional
repair, the percentage of variance explained by the BIS was 27.90%, with the covariate
sex being significant (B = −2.147; t = −2.192; p = 0.029), as well as the variables BIS (a3),
attention emotional (d31), and emotional clarity (d32) (Table 3).

Regarding the results of the multiple linear regression analyses, considering EI and
the BIS as predictor variables, the three types of victims with significant correlations
were included.

First, for model 1 (sexual victimization), the BIS (B = −0.0242; t = −1.979; p = 0.0488)
and the covariate age (B = 0.0558; t = 2.283; p = 0.0232) were significant factors, and they
explained 6.26% of the total variance. In this model, the total effect of the BIS was significant.
In addition, in this model, direct, but not indirect, effects of the BIS were observed.

Second, for model 2 (victimization by humiliation), the total variance explained was
3.98%, although here there were no significant differences, and we only found a trend of
significance in emotional clarity (b2) (F = 0.0936; p = 0.093). In this model, the total effect of
the BIS was significant, while neither direct nor indirect effects were observed (Table 3).

Finally, for model 3 (detachment victimization), a significant effect was observed in
the multiple linear regression analysis (F = 4.434; p = 0.0003). Emotional clarity (b2) resulted
in a significant variable explaining 9.12% of the total variance of the model in this type
of victim (Table 3). In this model, the total effect of the BIS was significant, but no direct
effects were observed. Lastly, in this model, we observed indirect effects of the BIS (X)
on detachment victimization (Y), and these effects were mediated by emotional clarity
(Figure 2 and Table 3). Therefore, the emotional clarity dimension in the victims due to
detachment can be considered a mediator of the BIS. Thus, low levels of BIS are associated
with poor emotional clarity and more indicators of victimization due to detachment.
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4. Discussion

According to the descriptive analyses, the majority of reported abuse cases appear to
be bidirectional, a trend consistent with previous studies [5–8,10,11,14–19]. This reciprocal
pattern of violence is associated with the absence of discernible differences between men
and women, both in terms of victim and aggressor profiles. In other words, both men and
women can interchangeably be victims or aggressors in intimate partner violence.
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Regarding the victimization profiles, distinctions emerged among different types
of victims concerning behavioral sensitivity. Victims exhibited lower scores on the BAS
scale, indicating a reduced sensitivity to incentives and goal-directed behavior. Conse-
quently, victims reported lower levels of happiness and positive moods [32]. This is also
true concerning the aggression profile, but in the opposite direction; that is, higher scores
were found in the BAS scores of people who do not mistreat their partners. These people
are sensitive to rewards, feel hope and euphoria, aim at accomplishing goals and find-
ing happiness in their achievements, and, therefore, show more affection, feelings, and
positive emotions [32].

In terms of EI, victims who reported abuse and technical mistreatment exhibited lower
emotional clarity and emotional repair abilities. This implies a deficiency in understanding
their own emotions and the emotions of others, which may hinder their ability to regu-
late emotions effectively (self-regulation). Consequently, victims with low EI experience
personal discomfort. It is evident that victims tend to possess lower EI, aligning with the
conclusions of Moreno et al. [37], who emphasize the importance of EI skills in preventing
violence in young couples. In contrast, individuals who do not engage in aggression, par-
ticularly those who refrain from physical violence against their partners, displayed higher
emotional clarity. This means they have a better grasp of their own emotions and the emo-
tions of others, consistent with the results of Zapata [36], who demonstrated significantly
lower EI levels in individuals perpetrating violence against their partners.

Regarding the correlations in the victimization profile, a negative correlation was
observed between the BAS scores for sexual and coercive victims. High levels of sexual
and coercive victimization correlated with low BAS activation. This is consistent with the
results of Meyer et al. [31] since they reported that the BAS is also affected by situations of
interpersonal threat because these involve the loss of rewards and incentives (in this case,
the couple’s relationship). Furthermore, sexual victimization, humiliation, and detachment
correlated negatively with the BI, indicating that these types of victims do not perceive
violence with their partners as a threat and do not pay attention to danger signals, even in
high-threat situations [49]. It is worth noting that there is no established causal relationship
between low BIS activation and high victimization. Low BIS levels may be linked to EI since
all victim types exhibited a negative correlation with emotional clarity, implying a reduced
ability to understand their own emotions and those of others. This lack of emotional
clarity might explain why victims do not perceive intimate partner violence situations as
threatening and do not process danger signals effectively. Concerning emotional repair,
which involves self-regulation and the management of personal emotions, the same trend
is observed. Victims of sexual victimization exhibited a negative correlation between
detachment and the BIS. It is possible that low BIS levels in sexual victims are related to
low EI levels because threatening situations may not be processed as such.

On the other hand, within the aggression profile and terms of behavioral sensitivity,
sexual, humiliation, detachment, and coercive aggressors show lower scores in the BAS,
which means that they do not effectively process information related to incentives and
rewards, and as a result, they do not generate positive feelings such as hope and euphoria.
In this aggression profile, we also found higher BIS scores; that is, these aggressors process
the information as highly threatening and triggering anxiety and excitement, and they focus
attention on danger signals [32]. The EI of the aggressors due to detachment negatively
correlated with attention and emotional clarity. We found that low EI is associated with
aggression, which means that the aggressors, at least due to detachment, have a poor ability
to understand their own emotions and the emotions of others, and this low emotional
clarity may be related to the use of violence as a way of resolving conflicts in the couple, in
the absence of healthy strategies.

Finally, in the context of mediation analysis, our results demonstrate that in victims of
detachment violence, EI, particularly the emotional clarity dimension, acts as a mediator of
the BIS. Previous studies have shown that BIS activity moderates the relationship between
threat and anxiety [49]. Meyer et al. [31] highlighted the effect of BIS sensitivity in threat-
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ened relationships, noting that low partner threat levels are not associated with distress,
even with high BIS levels, whereas high threat levels and high BIS levels are closely linked
to distress. High BIS sensitivity has previously been associated with distress in various
stressful situations [49–53]. The perception of situations as stressful or highly threatening
appears to be essential for triggering anxiety.

Our results suggest that threat perception might in turn be influenced by EI, specifically
by emotional clarity. Victims of couple violence due to detachment exhibited low emotional
clarity, implying a diminished ability to understand personal emotions and the emotions of
others. This may prevent victims from interpreting violence as a threat to the relationship
or as a stressful situation in general. Consequently, the BIS response is not triggered, as the
situation is not perceived as dangerous to personal well-being [31].

This study had certain limitations. Expanding the sample to include specific sex
and age groups and collecting data from nationally representative samples would be
beneficial. Longitudinal studies would also be valuable, as cross-sectional studies may
limit the generalizability of the findings. Additionally, it is important to acknowledge that
self-reports and observational studies can introduce biases.

Nevertheless, this study significantly contributes to understanding the motivational
and emotional processes involved in dating violence, shedding light on potential psycho-
logical interventions.

5. Conclusions

The findings of this study reveal that there are no significant differences in young
couple violence between sex, as both men and women can be victims and aggressors
interchangeably, demonstrating a bidirectional pattern of violence. However, differences
are observed concerning age, as both victimization and perpetration rates increase with age.

Regarding behavioral sensitivity, both victims and aggressors show low BAS sensitiv-
ity, while individuals who do not engage in abuse behavior towards their partners display
high BAS sensitivity.

In terms of EI, it has been observed that victims of abuse and technical abuse, as well
as perpetrators, tend to have lower EI levels compared to individuals who do not commit
violence against their partners, who show higher levels of EI.

Additionally, sexual and coercive victimization are associated with reduced BAS acti-
vation, whereas sexual, humiliation, and detachment victimization are linked to lower BIS
activation. Furthermore, all types of victimization are correlated with less emotional clarity.
In the case of aggressors, including those involved in sexual, humiliation, detachment,
and coercion, lower BAS activation and higher BIS activation are observed. Detachment
aggression is specifically associated with poor emotional clarity.

Finally, the mediation analyses have revealed that emotional clarity, an EI dimension,
acts as a mediator of BIS activation in victims of detachment. Based on these results, the
implementation of programs for the acquisition of EI skills in young people of both sexes
might be a useful approach for this kind of victim. Specifically, we consider it important
that nursery school programs train students in EI, as this is fundamental to being able to
identify and understand their own emotions as well as those of the people around them.
In addition, psychotherapists need to consider the important tool that EI represents in the
fight against intimate partner violence, both for men and women.
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Abstract: Sexual violence is an understudied issue in the population of gay and bisexual men,
although the existing articles to date demonstrate that it is a problem that merits public attention. This
study aims to approach the problem of invisibility around the matter, as well as presenting a number
of variables that have been usually overlooked in Spanish research or have not been assessed at all.
Lifetime sexual victimization, sociodemographic characteristics, situational characteristics and social
support were examined among 550 gay and bisexual males living in Spain using a self-administrated
questionnaire. Results analysis show that 90.00% (87.18–92.38%) of participants reported at least one
experience of unwanted insinuation, 87.27% (84.19–89.94%) reported at least one experience of sexual
coercion, 64.00% (59.83–68.02%) reported at least one experience of sexual assault, and specifically
19.82% (16.57–23.40%) reported being raped during their lifetime. Significant differences have been
found between some categories regarding gender identity, sexual orientation, age, race/ethnicity
and educational level. Overall, these results showcase sexual violence as a pervasive problem in the
Spanish gay and bisexual community.

Keywords: sexual violence; intimate partner violence; gay; bisexual; transsexual; victimization; Spain

1. Introduction

Sexual violence (SV) is defined by the World Health Organization (WHO) as any
unwanted sexual act directed against a person, regardless of the aggressor’s relationship
with the victim and the context in which it occurs [1]. The forms of SV may include
sexual assault, unwanted sexual advances, sexual coercion or sexual abuse. Thus, the term
encompasses a wide variety of circumstances and configurations. For example, it includes
rape within marriage and by strangers, as well as abuse of minors and of persons who are
mentally or physically incapacitated. Unwanted sexual advances or sexual harassment,
refusal to use protection against pregnancy or sexually transmitted diseases (STDs), as well
as many others, are also included in their definition of SV. The main reasons for the study of
SV are the physical and/or psychological consequences suffered by the victims. Other than
the possible injuries produced by any violent experience, unwanted pregnancy and the
transmission of STDs, the appearance of phobias, depressive and anxious symptomatology,
impoverished self-esteem, sexual dysfunctions, social difficulties and post-traumatic stress
disorder are the most prominent consequences for victims of SV [2]. For all these reasons,
SV is considered a social emergency that can have serious health consequences.

Historically, SV has been conceptualized as a type of violence carried out by a man
against a woman, based on a conception of power that, to a large extent, characterized
the second feminist wave. This perspective argues that men use violence against women
as an extension of the patriarchal structure and as an expression of control and power
over them [3], focusing on the intersection of class and gender systems of oppression [4].
This theory received several criticisms. One of the most notable was from black feminism,
which added the intersection of the racial/ethnic axis to take into account the particularities
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experienced by black women in the patriarchal and capitalist system since the traditional
conception neglected such experiences [5]. Gradually, axes of oppression were added,
whose intersection explained the particular experiences in terms of race/ethnicity, class,
gender, age, sexuality, functional diversity, religion, etc. Specifically, intersectionality, as
a branch of feminist theory, is concerned with identifying how various systems of power,
operating at multiple levels (e.g., structural and interpersonal), combine and interact
to confer disproportionate risk on populations with marginalized social identities [6].
Although stated in a very brief and simplified way, as it is not the main focus of this paper,
we can see how the interest in the intersectional study of SV, as opposed to the traditional
feminist theory, allows us to explain why some men might suffer victimization experiences.
Even so, only a small part of the existing research on intimate partner violence and SV to
date is grounded in the theoretical framework and methods of intersectionality [7], so the
collective of gay and bisexual men (GBM), the subject of this study, has been particularly
neglected. In relation to this, most studies based on the feminist framework have neglected
men rape, and this maintains and reinforces patriarchal power relations and hegemonic
masculinities [8]. In terms of sexual orientation, we could conclude that the study of SV
still has a strong heterosexist bias [9].

Additional resistances can be identified that block the study of SV in this group.
First, there exist a number of male rape myths and beliefs, which are organized into
three main themes: denial myths (“men cannot be raped”), blaming myths (“men are
responsible for being raped”) and trauma myths (“men who are raped do not really suffer
discomfort”) [10]. The internalization of these beliefs would result in a decrease in interest
in the subject by the scientific community and, consequently, a reduction in the number of
studies addressing it. Second, the reluctance on the part of researchers to address unwanted
or non-consensual sex in GBM, as well as in any other LGTBIQA+ group, could be related
to an attempt to avoid reproducing heterosexist ideas that define sexual minorities as
deviant, criminal, predatory, pedophilic, and rapist [11]. In fact, there is an intention on the
part of the scientific community to reconceptualize same-gender sexual relationships as
healthy, legitimate and non-essentially violent in order to debunk such myths [12], which
although necessary, inevitably obscures the violence that might occur within the collective.
Third, given the HIV epidemic, there was a great interest and need to focus the study of
men who have sex with men on the prevention of HIV transmission. Although this branch
of study is interested in exploring SV [13], it tends to prioritize addressing the effects of
HIV; an incomplete part of the comprehensive study of SV in the collective. In fact, there is
an overwhelming frequency in which certain variables appear in the quantitative literature
related to the GBM collective, especially putting the focus on HIV and STDs [14]. The study
of these variables is indispensable, but it is also necessary to expand the study of health
and well-being among the GBM population to understand many other factors that can be
crucial, such as SV.

Although interest in the quantitative and qualitative study of sexual violence in GBM
has increased in recent decades, it has been mostly in the context of intragender violence or
domestic violence in same-sex relationships [15,16], in addition to prison-associated SV [17]
and child abuse [18]. In fact, to our knowledge, there is no Spanish study at present that
addresses sexual violence in the GBM collective, although there are a few that do discuss
intragender violence [19,20].

There are, however, more international studies on sexual violence focused on the GBM
population, regardless of the bond between victim and perpetrator. Some of their results
report a 35.2% prevalence of non-consensual sex among men who have sex with men [21],
54.0% prevalence of sexual assault [22], 15.5% of physical SV, sexual assault, and stalking
in the past 6 months [23], frequencies for sexual assault of 10.1% for cis gay men and 9.5%
for cis bisexual men in the past year [24], 39% lifetime contact sexual violence and 29.2%
lifetime non-contact sexual violence for bisexual men and 17.7% and 33.3% for gay men [25],
prevalence of SV reaching 31.64% in gay men and 29.44% in bisexual men [26]. Although all
the studies mentioned above conclude that SV in the GBM population is drastically higher
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than in heterosexual cissexual men and similar to heterosexual cissexual women, and also
that trans people have a higher risk of victimization, the figures differ greatly among them
due to a lack of clear delimitation in the concept of sexual violence (e.g., sexual coercion,
sexual aggression, unwanted relationships, intimate partner violence, etc.). It has been
noted that while some studies define it very narrowly and only include some of its most
obvious manifestations, others include a much wider range of situations [27].

There are a number of factors that indicate that the figures on SV may underrepresent
the reality of this group. These factors are related to several barriers that affect GBM
in relation to reporting experiences of SV. First, individuals who identify as male are
particularly reluctant to admit psychological consequences that are inconsistent with male
gender role expectations [28], resulting in poor communication of experiences. Such
communication would actually be selective so they would need a higher level of distress
to communicate such experiences [27]. In this sense, we should highlight the role of
male socialization in understanding the differences in consequences and coping strategies
between men and women when victimized [29]. Second, GBM are so stigmatized by their
sexual orientation that they may encounter additional difficulties in communicating their
experiences of SV for fear of further discrediting themselves [30]. It is also important to take
into account the role played by how sexual relations and consent are conceptualized in this
group since it is necessary for a SV situation to be labeled as such in order to communicate it
in a relevant way. In fact, the most common method used by GBM to give consent is not to
resist [31]. This makes it difficult to differentiate a consensual situation from a violent one,
both for the perpetrator and the victim. There are some perspectives that claim that there is a
“culture of silence” in the collective [32] that accepts, normalizes, and consequently obscures
SV. Although it seems that some people in the GBM collective accept all these situations and
do not cause them discomfort, some others are resisting such normalization [11], and they
are having trouble labeling some experiences as sexual violence because they have them
internalized. There are a number of factors that would result in an intentional ambiguity
in defining what is and what is not SV in sexual minorities. Such factors would include
stereotypes like gay men always want to have sex, gender norms regarding masculinity, a
particular vision of queerness that could, in fact, foreclose the role of power dynamics, and
the risk of social isolation when someone refuses sexualized social relations [33].

The aim of this study is to make SV visible for GBM individuals in Spain. To do so, the
prevalence of victimization and the frequency in which certain specific violent situations
occur, as well as some of their main characteristics have been studied. Emphasis has
been placed on the communication of experiences; it is of interest to know to what extent
victims communicate and to whom they turn in order to understand the low visibility of
the problem and to propose preventive strategies and interventions. It is not the purpose of
this study to pathologize the sexuality of men who have sex with men nor to suggest that
violent behaviors are the primary framework from which we can generalize all GBM sexual
experiences. Instead, it is intended to give voice to the discomfort experienced by some
GBM individuals in order to promote a discourse that supports positive sexual experiences
and the emotional well-being of GBM individuals.

2. Materials and Methods
2.1. Study Design and Data Collection

This is a cross-sectional study aimed at obtaining quantitative information through a
self-administered questionnaire. Participation was anonymous and voluntary and aimed
at the GBM population living in Spain. The final sample consisted of 550 respondents.

2.2. Measurement Tool

The questionnaire was built using Google Forms v0.8 software. The definition of SV
from the WHO was used, through which SV situations were extracted and transformed
into items [1]. Thus, the pilot version of the questionnaire consisted of these items.
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It was administered for the first time in a small sample of GBM who had suffered
some type of violence (10 participants) to ensure that there were no problems with the
comprehension of the items and that the participants could give their opinions in general.
Interviews were conducted with questions about the appropriateness of the items for the
GBM collective in order to make them more sensitive to the reality of this particular group.
Based on their recommendations, the questionnaire was reconstructed in such a way that
new situations of sexual violence and more response possibilities were added to define their
characteristics, as well as eliminating those questions that were labeled as uncomfortable
or out of place. It was also decided to divide the experiences into two separate blocks
(experiences with and without physical contact) to ensure that the mildest situations were
asked first and that the most sensitive ones were presented little by little.

The final version of the instrument was intended not only to collect data but also to
serve as a tool for participants to share their perceptions of the experience at length if they
so wished. It can be seen as an attempt to provide a tool with which to express themselves,
given the invisibility and problems inherent in communicating the experiences of SV in
this group. The internal consistency of the questionnaire was α = 0.87 for the total scale.

2.3. Variables
2.3.1. Socio-Demographic Information

Information on gender identity, sexual orientation, race/ethnicity, level of education
to date and autonomous community of usual residence was collected. Questions on gender
identity and sexual orientation were part of the exclusion criteria and sent some participants
to the end of the questionnaire according to their answers. The responses referring to the
autonomous community of habitual residence covered all those autonomous communities
and cities that are part of the Spanish state.

To avoid bias, the questions that formed part of the exclusion criteria were asked
before explaining the goals of the study and the target population. In this way, we tried
to reduce the probability that participants who did not meet the admission criteria could
falsify their identity, since once these variables were answered, participants were directed to
the end of the questionnaire and could not participate again from the same email address.

2.3.2. Prevalence and Frequency of SV Experiences

To study the prevalence and frequency of perceived SV, participants were asked to
what extent they have experienced a series of violent situations. The information about
the frequency offers us not only information about what proportion of the sample has
suffered each situation, but also informs us about the extent to which each participant has
suffered those experiences. These frequencies were recorded on a Likert scale (1 = Never/2
= Once/3 = Sometimes/4 = Often/5 = Many times). Contrary to other studies, we avoided
asking about the exact number of times each situation occurred. Firstly, it is difficult for
participants to get the count of each situation right, especially when dealing with potentially
traumatic experiences or almost normalized experiences. Secondly, because this study
focuses on the victim’s perception: a situation may have happened five times but for one
person it may be labeled as “sometimes” and for another as “many times”.

The blocks of experiences have been differentiated as done by other studies to allow
comparison into unwanted insinuation, sexual coercion, and sexual assault. The situations
that were part of unwanted insinuation were (1) Unwelcome sexually explicit comments
(Comments) and (2) Inappropriate exhibition of genitalia (Exhibition). Sexual coercion
included (3) Excessive insistence to have sex (Insistence), (4) Verbal recrimination (e.g.,
insults) motivated by the refusal to have sex with the perpetrator (Verbal Recrimination),
(5) Blackmail and threats in order to convince the victim to have sex (Blackmail and Threats),
(6) Physical punishment motivated by the refusal to have sex with the perpetrator (Physical
Punishment), (7) Victim incapacitated (physically or mentally) to give consent or to resist
(Self Incapacitation) and (8) Victim intentionally drugged by the perpetrator for sexual
purposes (Chemical Submission). Sexual assault included (9) Unwanted touching with
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sexual intent (Touching), (10) Attempted rape: victim managed to escape the situation
(Attempted rape), (11) Forced physically without penetration, whether oral, anal or vaginal
(Forced without penetration) and (12) Forced physically with penetration, whether oral,
anal or vaginal (Rape). Items (13) Intentional and unwanted injuries during sex (Injuries),
(14) Image-based sexual violence: the perpetrator shows or posts sexual images of the
victim without consent (Images) and (15) Refusal to use protection or not using it without
the victim’s consent (Protection) did not correspond to any of the previous blocks.

To avoid ambiguity to the greatest extent possible, the items have been written speci-
fying that there must be a feeling of discomfort. In this way, an attempt has been made not
to record those situations that were appropriate for the context. For example: “. . . without
my consent”, “. . . and I did not want it”, “. . . and I think it was inappropriate”.

If any participant answered “Never” in all situations, they were redirected to the end
of the questionnaire because the rest of the questions were not applicable.

2.3.3. Situational Characteristics

Some information about the violent person has been examined. In order to keep
the questionnaire brief, these characteristics have been recorded, as well as all of the
following, for the overall situations of SV instead of asking for the characteristics of each of
the situations separately. For this reason, it was reminded in these sections that in cases
of having experienced several situations of violence or being protagonized by different
perpetrators, the participant should mark all the relevant answers.

Regarding the age difference with the perpetrator, exact numbers were again avoided
with the same justification: victims may have problems remembering all the exact ages
(especially in cases where there are several abuses, several abusers or if he/she was inca-
pacitated) and an age difference of five years, for example, may or may not be a clear age
difference depending on the person and their relationship with the perpetrator. The gender
identity of the perpetrator and the bond with the victim at the time of the abuse were also
explored.

It was asked if any of the violent situations had been group aggressions and if any
of them had been carried out by the same person more than once. Information about the
place where the violent situation occurred was also collected.

2.3.4. Communication and Social Support

Participants were asked if they have shared their experiences, and if so, to whom they
have shared them. A general question was asked about the potential usefulness of support
groups (if they existed) for GBM individuals who have suffered violence. It was evaluated
on a Likert scale (1 = Not useful at all/5 = Very useful).

2.4. Participants

The participants who were part of the sample met the following inclusion criteria:
(1) identify as male (regardless of being cissexual or transsexual), (2) identify as homosexual
or bisexual, and (3) live in an autonomous community or city in Spain on a regular basis.
Any other answer to the questions related to gender identity, place of habitual residence
or sexual orientation were discarded. Thus, if a total of 1220 responses were recorded,
the initial sample included responses from the 690 participants who met the inclusion
criteria. To ensure representation of the territorial distribution of the population, the
number of participants from each autonomous community that was included in the study
was proportional to the population of men in each community in relation to the Spanish
total based on data from the National Institute of Statistics [34]. Thus, some responses
from those autonomous communities and cities that were overrepresented were randomly
discarded. The final sample that would later be analyzed was composed of the responses
of 550 participants.

These participants were obtained from the dissemination of the questionnaire through
social networks (Instagram and Twitter) with the help of various Spanish LGTBIQA+
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associations and through a profile on Grindr, a dating application for GBM, which contained
the link to the questionnaire.

3. Statistical Analysis

The statistical program Stata version 14.2 was used for data analysis. A univariate
analysis has been conducted for the experiences of SV, situational characteristics and
communication and social support. Bivariate analysis is meant to uncover the differences
between sociodemographic groups regarding SV prevalence and frequency.

The responses to each situation of SV were interpreted dichotomously (1 = No; 2,
3, 4, 5 = Yes) for the prevalence study, following the criterion of “tolerance 0”. That
is, any violent situation was considered to be present if the participant responded with
any value other than 1. Confidence of 95% was used for the elaboration of confidence
intervals (CI) for the univariate analysis. Analysis of variance (ANOVA) was carried out to
determine the differences between groups regarding experiences of SV according to their
sociodemographic characteristics: gender identity, sexual orientation, age, race/ethnicity
and educational level for the bivariate analysis. Statistical significance was interpreted
with p-value < 0.05 from Student’s t calculation. Bonferroni adjustment was calculated
separately for the analysis of each group. It should be noted that some category values do
not have a large enough sample size to generalize the results. Situational characteristics
and social support were examined from a descriptive approach.

4. Ethics Considerations

The questionnaire construction and management considered the ethical aspects of the
Code of Good Practice of the Autonomous University of Barcelona and the recommen-
dations of the European Charter for Researchers, based on the fundamental principles
of anonymity, freedom, honesty and responsibility. The participants were aware of the
objectives of the study and gave their consent to participate in it.

5. Results
5.1. Sociodemographic Characteristics

Table 1 shows the sociodemographic characteristics of the participants who were part
of the final sample. Most of them were cis homosexual white young men with a high
educational level.

Table 1. Sociodemographic data of the participants.

Variables n (%)

Sexual orientation
Homosexual 413 (75.09%)
Bisexual 137 (24.91%)
Gender identity
Cis man 538 (97.82%)
Trans man 12 (2.18%)
Educational level
Higher education (University, CFGS) 432 (78.55%)
Post-compulsory secondary education
(Bachillerato, CFGM) 81 (14.73%)

Secondary education (ESO)/No studies 24 (4.36%)
Special regime education 13 (2.36%)
Race/Ethnicity
White 473 (86.00%)
Latino 65 (11.82%)
Bi- or multiracial 8 (1.45%)
Black 1 (0.18%)
Middle East 1 (0.18%)
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Table 1. Cont.

Variables n (%)

Age
25–34 221 (40.18%)
18–24 191 (34.73%)
35–44 90 (16.36%)
45+ 48 (8.73%)
Autonomous Community/City
Andalucía 99 (18.03%)
Cataluña 90 (16.36%)
Comunidad de Madrid 77 (14.00%)
Comunidad Valenciana 59 (10.73%)
Galicia 31 (5.64%)
Castilla y León 28 (5.09%)
Islas Canarias 25 (4.55%)
País Vasco 25 (4.55%)
Castilla–La Mancha 24 (4.36%)
Región de Murcia 18 (3.27%)
Aragón 16 (2.91%)
Islas Baleares 14 (2.55%)
Extremadura 12 (2.18%)
Principado de Asturias 11 (2.00%)
Navarra 8 (1.45%)
Cantabria 7 (1.27%)
La Rioja 4 (0.73%)
Ceuta 1 (0.18%)
Melilla 1 (0.18%)

Note. The percentages on autonomous communities/cities differ a maximum of ±0.09% from the INE figures
about male population.

5.2. Prevalence and Frequency of SV Experiences

Table 2 provides a summary of the prevalence and frequency of occurrence of each of
the vs. items and blocks presented in this study. The most prevalent situations for the GBM
group in Spain are unwanted insinuations (87.18–92.38%), especially consisting of explicit
sexual comments that are inappropriate (83.80–89.61%). The figures on the denial of the
use of protection (42.67–51.18%) are also relevant considering the great number of STDs in
this collective. The prevalence of sexual assault (59.83–68.02%) is especially high, with a
54.30–62.70% prevalence of situations of unwanted touching. Figures on rape prevalence
are also alarming, ranging from 16.57% to 23.40%. Results on frequency are coherent with
those found in the prevalence analysis.

Table 2. Prevalence and frequency for each situation of SV.

VS Variable Total Prevalence [95% CI] Prevalence Average Frequency [95% CI] Frequency

Unwanted insinuation 90.00% 87.18–92.38% 3.01 2.91–3.10
Comments 86.91% 83.80–89.61% 3.07 2.98–3.16
Exhibition 76.91% 73.16–80.37% 2.95 2.83–3.06

Sexual coercion 87.27% 84.19–89.94% 1.78 1.72–1.83
Insistence 82.91% 79.50–85.96% 2.98 2.89–3.08

Verbal recrimination 58.91% 54.67–63.05% 2.17 2.07–2.27
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Table 2. Cont.

VS Variable Total Prevalence [95% CI] Prevalence Average Frequency [95% CI] Frequency

Blackmail and threads 34.36% 30.39–38.50% 1.63 1.54–1.71
Self-incapacitation 31.09% 27.24–35.14% 1.54 1.46–1.61

Chemical submission 12.91% 10.22–16.00% 1.18 1.14–1.23
Physical punishment 10.00% 7.62–12.82% 1.16 1.11–1.20

Sexual assault 64.00% 59.83–68.02% 1.55 1.50–1.60
Touching 58.55% 54.30–62.70% 2.15 2.06–2.24

Attempted rape 27.27% 23.59–31.20% 1.38 1.32–1.44
Forced without

penetration 23.81% 20.31–27.60% 1.36 1.30–1.42

Rape 19.82% 16.57–23.40% 1.30 1.24–1.36
Injuries 25.27% 21.69–29.12% 1.36 1.30–1.42
Images 25.64% 22.04–29.50% 1.47 1.39–1.55

Protection 46.91% 42.67–51.18% 1.86 1.77–1.95

Note. The blocks Unwanted insinuation, sexual coercion and sexual aggression have been calculated from the
average of the items that comprise them.

5.3. Situational Characteristics

The results on the situation and characteristics of the perpetrator are presented below
(Table 3). It is of interest to note that the perpetrator is a stranger to the victim in most cases
(63.65%) and that their most usual characteristics are being a cis man (95.09%), older than
the victim (68.96%) and online using gay dating apps (58.15%); 9.63% of the sample informs
us to have experienced group violence and 29.86% to have experienced violent situations
with the same perpetrator more than once. Most participants were victimized when they
were 19–24 years old (58.94%).

Table 3. Situational characteristics of the SV experiences.

Variables n (%)

Bond with the perpetrator
Stranger 324 (63.65%)
Casual partner/date 173 (33.99%)
Acquaintance 146 (28.68%)
Friend 65 (12.77%)
Long-term relationship 41 (8.06%)
Ex-casual partner/date 25 (4.91%)
Family member 21 (4.13%)
Ex-long-term relationship 12 (2.36%)
Workmate 8 (1.57%)
Other 5 (0.98%)
Perpetrator age
Older 351 (68.96%)
Similar ages 216 (42.44%)
Younger 33 (6.48%)
Don’t know 20 (3.93%)
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Table 3. Cont.

Variables n (%)

Perpetrator gender identity
Cis man 484 (95.09%)
Don’t know 21 (4.13%)
Cis woman 12 (2.36%)
Trans woman 8 (1.57%)
Trans man 7 (1.38%)
Non-binary 4 (0.79%)
Group violence
No 460 (90.37%)
Yes 49 (9.63%)
Recidivist violence
No 357 (70.14%)
Yes 152 (29.86%)
Space/situation
Online (dating applications) 296 (58.15%)
Perpetrators home 203 (39.88%)
Gay disco/bar 195 (38.31%)
Victims home 130 (25.54%)
In the street 107 (21.02%)
Online (other applications) 102 (20.04%)
Date 98 (19.25%)
Non-gay disco/bar 89 (17.49%)
Someone else’s house 70 (13.75%)
Education center 24 (4.72%)
Other 12 (2.36%)
Victimization age
19–24 years old 300 (58.94%)
16–18 years old 176 (34.58%)
25–34 years old 164 (32.22%)
Under 16 years old 83 (16.31%)
35–44 years old 45 (8.84%)
45+ years old 12 (2.36%)

Note. The sum of the percentages for each variable is in some cases >100% because participants could choose
more than one response option.

5.4. Communication and Social Support

Finally, the responses regarding communication and social support are reflected in
Table 4. The usefulness of the support groups for the participants was rated positively with
a mean of 4.26 (95% CI: 4.17–4.36). Of all the participants of the study who have suffered
any kind of violence, most of them did not share all their experiences (67.58%). Most of
them trusted their friends to do so (84.48%).

5.5. Experiences of SV × Sociodemographic Characteristics

The bivariate analysis that has been conducted regarding SV experiences vs. Sociode-
mographic characteristics is shown below with the symbols * = p-value < 0.05, ** = p-value
< 0.01, *** = p-value < 0.001.

In terms of prevalence, trans people report a higher prevalence than cis people in the
situations of Incapacitated ** and Rape **, and in Sexual Assault *. Bisexuals also reported
a higher prevalence than homosexuals in situations Forced without penetration *. The age
variable had the greatest effect on the items referring to situations of SV, with the youngest
respondents showing a significantly higher prevalence. This is the case for the items Com-
ments ***, Exhibition *, Insistence ***, Blackmail and threats ***, Verbal recrimination ***, Rape ***
and in the groupings Unwanted insinuation *** and Sexual coercion **. In addition, people
with no studies or only compulsory secondary education have reported significant differ-
ences showing a higher prevalence of SV, in most cases compared to all other categories.
This is the case for the items Chemical Submission *, Injury *, Physical Punishment *** and
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Forced without penetration*. Finally, with respect to the Race/Ethnicity categories, differences
were only found in the comparison between Latinos and whites, with Latinos reporting a
higher prevalence of SV. Such differences are found in the variables Chemical Submission *
and Attempted Rape *.

Table 4. Communication and social support of the participants.

Variables n (%)

Communication
Yes, but not all situations 344 (67.58%)
Yes, all of them 109 (21.41%)
No, none of them 56 (11.00%)
Social support
Friends 430 (84.48%)
Long-term relationship 120 (23.58%)
Mental health professional 77 (15.13%)
Brother/sister 46 (9.04%)
Mother 33 (6.48%)
Other family member 26 (5.11%)
Father 13 (2.55%)
Support group 13 (2.55%)
Teacher or similar 4 (0.79%)
Other 4 (0.79%)
Ex-long-term relationship 1 (0.20%)

Note. The sum of the percentages for each variable is in some cases >100% because participants could choose
more than one response option.

Regarding the frequency of occurrence, the results are similar. Trans people reported
higher frequencies in the item Rape *. Bisexual people in the items Forced without penetration
***. Younger participants in the items Comments ***, Exhibition ***, Insistence ***, Blackmail
and Threats *, Verbal Recrimination **, Rape *, the groupings Unwanted Insinuation *** and
Sexual Coercion **. People with no education or with compulsory secondary education
in the items Touching *, Injuries *** and Forced without penetration **, the groupings Sexual
coercion ** and Sexual assault **. Finally, Latinos reported a higher frequency of Chemical
Submission *.

6. Discussion and limitations

First, it is necessary to review the characteristics of the sample to see how represen-
tative the results really are. Although it was intended to be representative of the Spanish
territory, it is not representative of most sociodemographic issues, so some categories are
underrepresented: the vast majority of participants were cissexual, homosexual, with a
higher level of education, white and young. In this sense, the sample of trans men is
particularly small, so the results should be interpreted with caution, although many articles
agree that this group receives more violence than cis people [35]. The sample of people with
special education and compulsory secondary education/no education is also insufficient,
as well as those of all race/ethnicity categories except for white and Latino men. All of
these difficulties were to be expected, since first of all, very large samples are required to do
intersectional studies [36] and also, the GBM population is very much in the minority, so it
is difficult to get participants, and consequently, to make it large and representative. Even
so, the considerable sample size of this study is considered a strength for the reliability of
the results for the GBM population in Spain.

Although one of the objectives of the questionnaire was to ensure its brevity, it would
be much closer to reality to include non-exclusively categorical measures of sexual orien-
tation and gender. Taking into account that from a constructivist perspective gender is
constructed in each social interaction to the extent that heterosexist social conventions are
repeated (or not) [37], it would be interesting to understand to what extent the tendency
taken by this performance affects the directionality of the perpetration-victimization, rather
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than focusing exclusively on gender identity. Indeed, in that sense, the terms gay and les-
bian, beyond signifying only preferences in the object of desire, could be well-recognizable
social identities, perhaps authentic and proper genders [38]. There is a need to advance
the study of gender from a non-categorical queer perspective in order to understand the
phenomena studied in all scientific disciplines in a comprehensive way; specifically, in the
field of SV. Exploring beyond a binary definition of gender could help to make violence
against non-heterosexual individuals more visible.

Given the variability and multiplicity of definitions and interpretations of SV, we
cannot assure construct validity in this study, although the items that form part of the
questionnaire were elaborated on the basis of what the WHO defines as SV [1] and were
modified under the evaluation of GBM individuals. The figures on the prevalence of SV
in the group are extremely high, which is not surprising considering that a wide range
of situations of greater or lesser severity have been examined and that this is a study
on lifetime victimization. However, the numbers could have been magnified due to the
method of data collection, as most participants have been recruited by a GBM dating app
and may be more likely to have experienced SV situations than those who do not use them.
Comparison with other studies is not possible, firstly because the instrument for exploring
SV situations is different, but also because some studies have only focused on childhood or
adulthood experiences, while others have only recorded situations that occurred during a
period of time (usually during the 6 months or a year before participating in the study). In
addition to all these differences, it is worth noting the different conceptions of the concept
of SV or sexual assault [27]. The only studies with which comparisons could be made report
a 54.0% [22] and 35.2% [39] lifetime prevalence of sexual assault, although the questionnaire
they use is very different, the definition of sexual aggression is slightly different, and they
are from different countries. Those figures are lower than the prevalence found in this
study, which is around 64% for sexual assault. On the other hand, the study on frequency
is quite atypical in a work of these characteristics, so there is no quantitative data with
which to compare the results. However, it is consistent with the violent behaviors that have
been labeled previously as normalized and that manifest themselves as unwanted sexual
advances (comments, exhibition, insistence) and touching, which are precisely the variables
that have shown the highest frequency averages (>2), as well as verbal recrimination [11].

Results show that bisexual men, transgender men, those with a low educational
level, and Latinos are more at risk of experiencing SV. This fact could be related to the
concept of homonormativity, which refers to the privileges that some LGTBIQA+ people
have for conforming to heterosexual norms, so that those cis homosexual men, without
disability, with normative bodies, gender expressions and affective relationships would
get more social recognition, so those “deviant” people would be more vulnerable to suffer
violence [40,41]. Still, the sociodemographic characteristic that most significantly affects
victimization is age. In fact, it is curious that, as this is a lifetime victimization study, it is the
youngest people who report the most violence in a very significant way. Although it is not
possible from this study to establish causal relationships, it could be due to (1) generational
differences in the prevalence of SV, probably due to the emergence of the internet and social
networks or the existence of more nightlife spaces for GBM, (2) a greater ability to label
violent situations correctly due to the influence of the fourth feminist wave [42] in younger
people, with movements such as #MeToo or (3) a memory bias that would make it difficult
for older people to remember violence in their youth, especially for mild experiences of SV.

Although the variable of victimization age, to our knowledge, has not been studied
in SV within the collective, it has been studied in studies of intragender violence. The age
variable is found to be the strongest and most consistent characteristic in relation to the
victimization of any type of violence among gay male partners, a fact that they attribute to
the acquisition of internal and external resources with age that are protective against violent
situations [43]. However, in our results, it is much more frequent that the perpetrator is
older than the victim. Considering that the majority of the sample in this study were young
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people, more studies are needed in the field of SV on GBM to determine whether age could
be a power resource for the perpetration of violence against younger people.

In relation to spaces, the prevalence of SV in dating apps is particularly high. In
reference to this, we should consider the manifestations of rape culture in such spaces,
particularly through Grindr, the geolocation-based social network most used by men who
have sex with men. It would manifest itself through violent comments and unsolicited nude
photos, and extend beyond online interactions in the form of sexual assault, sexual coercion,
and image-based sexual violence [44]. This is consistent with articles that emphasize how
Grindr encourages its users to see each other as objects to be consumed and discarded
at will [45], a fact that could be considered an ethical danger in that objectifying and
instrumentalizing others for one’s own sexual pleasure could result in avoidance and
closure towards otherness [46]. The effects that this whole scenario may have on the
reproduction of vs. is evident, as it produces sexual encounters in which pleasure is
centered on oneself and not on the interaction between the participants, a fact that could
hinder communication and the interpretation of consent signals. The data from this study
invites us to rethink the design, structure and format of apps for encounters between men
who have sex with men, inasmuch as it is one of the spaces in which most situations of SV
occur. Also noteworthy is the prevalence of SV in nightclubs and gay bars, which could be
explained by the effect that alcohol and other drugs have on the perpetration of violence by
predisposed individuals [47], as well as on the vulnerability to victimization [48]. A study
of the expectations of the people who frequent these spaces could be of interest in order to
investigate the relationship they may have with the perpetration of violent situations.

Although several participants added in the “Other” option spaces such as saunas,
chills, cruising areas, dark rooms, etc., they have not been addressed in this study because
it would be too hasty to draw conclusions about SV from a quantitative point of view and
could run the risk of stigmatizing these sexual practices. These are situations that could
be understood as violent in and of themselves, which is why it is necessary to study them
in-depth, from a qualitative framework, in order to investigate how consent operates in
these contexts [49].

Almost all perpetrators, as reported by the victims, are cis males older than the victim.
The bond with the perpetrator is one of the most interesting variables of the study, as it
shows that the vast majority of violence is perpetrated by strangers. This implies that
it does not make sense to study SV on GBM only in the area of intragender violence or
intimate partner violence in homosexual relationships. The figures are very similar to those
found in another study [21], especially high for strangers (33.3% vs. 63.65% in this study),
casual partners/dates (29.40% vs. 33.99% in this study) and acquaintances (15.70% vs.
28.68% in this study). For future studies, it would be interesting to include more types
of bonds, since the LGTBIQA+ group is very rich in forms of relationships (polyamorous
relationships, exclusively sexual relationships, open relationships, etc.) and in this way, a
representation closer to reality would be achieved.

Finally, the fact that the vast majority of victims communicate their experiences to
friends rather than to other links refers to the phenomenon of peers’ communication and
is consistent with existing literature [16]. In that sense, victim support groups could be a
useful tool to promote such communication.

It is important to note that all answers regarding situational characteristics and social
support have been registered for all the situations of SV that the participants may have
lived at once, so this study is not capable of attributing this data to any specific situation of
SV. For example, we cannot tell from these figures if most rapes in particular are carried
out by strangers or by acquaintances. Those difficulties were accepted to ensure the
questionnaire’s brevity, and therefore, to achieve the largest possible sample. As this is a
preliminary study, it shows an overview of the problem and encourages other studies to
further investigate the specific topics discussed above.

Although it is inevitable that the study presents a series of limitations, it is important
to emphasize the importance of being a pioneer in the study of SV on GBM living in Spain,
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as well as its usefulness as a tool for communication and expression for the victims. It is
necessary to promote the study of sexual violence in this collective, as it is for all the letters
of the LGTBIQA+ group. Addressing this issue, and consequently constructing prevention
and intervention strategies focused on the particularities of this collective, would have
important positive health outcomes. Not only because it would improve physical well-
being by preventing STDs and the physical harm a violent situation may involve, but
because it would also have a positive impact on psychological well-being.

7. Conclusions

This paper reveals that sexual violence is common among gay and bisexual men.
Findings show that prevalence figures depend on sociodemographic characteristics like
gender identity, sexual orientation, race/ethnicity and educational level. Prevalence would
also be higher in certain situations and spaces. Some of the perpetrators’ and victims’ most
usual characteristics have also been examined. Furthermore, it has come to light that those
who have been affected face challenges when it comes to sharing their experiences with
others and that they mostly rely on their peers to do so.

Epidemiological research and interventions should take into account the intersections
between gender identity and sexual orientation to better tailor prevention and treatment
in this collective. Given the invisibility and stigma associated with this issue, this study
highlights the usefulness that support groups could have in facilitating victims’ commu-
nication. As a preliminary study, this paper could be useful for further in-depth research
on the topics discussed above, such as sociodemographic factors related to the risk of
victimization or the role of external situational characteristics to specific situations of sexual
violence. It is necessary to promote the study of sexual violence in this group to understand
the power dynamics that could underlie these situations.
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Abstract: Victims of intimate partner violence (IPV) and their children may be at an increased risk
for negative health outcomes and may present to healthcare settings. The objective of the current
study is to examine the profile of medical-referred child welfare investigations of exposure to IPV in
Ontario, Canada. Data from the Ontario Incidence Study of Reported Child Abuse and Neglect 2018
were used. We compared medical-referred investigations with all other investigations of exposure
to IPV. Descriptive and bivariate analyses as well as a logistic regression predicting transfers to
ongoing services were conducted. Six percent of investigations of exposure to IPV conducted in
Ontario in 2018 were referred by a medical source. Compared to other investigations of exposure
to IPV, these investigations were more likely to involve younger children (p = 0.005), caregivers
with mental health issues (p < 0.001) and few social supports (p = 0.004), and households noted
to be overcrowded (p = 0.001). After controlling for clinical case characteristics, investigations of
exposure to IPV referred by healthcare sources were 3.452 times as likely to be kept open for ongoing
child welfare services compared to those referred by other sources (95% CI [2.024, 5.886]; p < 0.001).
Children and their families who are identified in healthcare settings for concerns of exposure to IPV
tend to receive extended child welfare intervention compared to those identified elsewhere. There
is a clear difference in service provision in healthcare-originating investigations of exposure to IPV
versus investigations originating from other sources. Further research into the services provided to
victims of IPV and their children is needed.

Keywords: child welfare; intimate partner violence; healthcare; policy

1. Introduction

In Canada, concerns regarding child well-being and safety can be reported to local
child welfare agencies who determine the need for intervention. Studies have investigated
the rate and characteristics of investigated child maltreatment in Canada at the national
and provincial levels, allowing for the development of evidence-informed policies and
practices [1].

Canadian child welfare systems frequently investigate concerns related to children’s
exposure to intimate partner violence (IPV) [1]. IPV, as defined by the World Health Or-
ganization, includes “any behaviour within an intimate relationship that causes physical,
psychological or sexual harm to those in the relationship” [2]. Compared to other forms
of investigated maltreatment (i.e., physical abuse, sexual abuse, neglect, and emotional
maltreatment), exposure to IPV investigations comprise the largest proportion of substan-
tiated child maltreatment investigations in Canada and Ontario [1,3]. The high rate of
investigations of substantiated exposure to IPV is unique within the Canadian child welfare
system; exposure to IPV is not a type of investigation that is routinely reported in Australian
or American child welfare data [1]. Canadian studies have found that investigations of
exposure to IPV tend to involve younger children, connection to support services that
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are external to child welfare, and substantiation of maltreatment without the provision of
ongoing child welfare services or placement in out-of-home care [4–6]. It could be that
child welfare represents an essential source of support and connection to necessary services
for this vulnerable population. On the other hand, the tendency to substantiate exposure to
IPV without the provision of ongoing child welfare services might suggest a limitation to
the extent of support that child welfare can offer in these investigations.

Negative effects on children’s mental and physical health associated with exposure to
IPV have been reported [7–9]. As caregivers who experience IPV may also have negative
health outcomes, including acute injuries, healthcare professionals represent important
points of contact for children and families and need to be aware of the signs and how to
screen for potential exposure to IPV [10,11]. Data from Ontario, Canada indicate that most
child welfare investigations of exposure to IPV are the result of police reports, and therefore,
reports by healthcare professionals represent a relatively understudied area [12].

Child welfare in Canada is legislated at the provincial/territorial levels [1]. In Ontario,
child welfare services are mandated by the Child, Youth and Family Services Act [13].
Concerns of potential child maltreatment are directed to local Children’s Aid Societies or
Child and Family Service Agencies, which are funded by Ontario’s Ministry of Children,
Community and Social Services but operate as private non-profit organizations [3]. As
defined by the Child, Youth and Family Services Act, there is a mandate in Ontario to report
situations in which a child is at risk of or has suffered harm due to the actions or inactions
of a caregiver [13]. While this legislation does not directly mandate the report of instances
of an exposure to IPV, the assessment tool used in screening for child welfare investigations
in the province, known as the Eligibility Spectrum, interprets this legislation to include
violence between caregiver(s) or the child’s caregiver and their partner [14]. Following a
report to an Ontario child welfare organization, screening workers at the agency use the
Eligibility Spectrum to determine whether the concerns meet the threshold to be opened
for investigation.

In this study, we examine the profile of investigations of exposure to IPV referred to
child welfare from healthcare settings. Our previous study examining the characteristics of
child maltreatment-related investigations reported by healthcare professionals in Ontario
found that 29% and 22% of investigations reported by hospital-based and community-
based healthcare providers, respectively, involved a primary caregiver who was a victim of
IPV [15]. Due to the physical and mental health impacts of IPV, caregivers and their children
may require medical care, either in the emergency department or through primary care,
depending on the urgency of their needs [11,16]. Previous studies demonstrate that victims
of IPV utilize healthcare services more than those who have not experienced IPV [11,17,18].
It is estimated that there were over 10,000 emergency department visits related to domestic
violence between 2012 and 2016 in Ontario, Canada [19]. Not only are victims of IPV more
likely to access health services, but so are their children who may have been exposed to the
violence [8,11,20–22].

Overall, it is well documented that there may be negative health consequences asso-
ciated with being a victim of or being exposed to IPV. We are not aware of any studies
to date that have looked at the profile of child welfare-involved families identified in
healthcare settings for concerns of exposure to IPV or the child welfare response in these
investigations. Our hypothesis is that medical-referred investigations of exposure to IPV
will involve younger children and increased caregiver/household risk factors compared
to investigations of exposure to IPV referred by other sources. We further expect medical-
referred investigations of exposure to IPV to be more likely to be kept open for ongoing
services given that the majority of investigations of exposure to IPV in Ontario are referred
by police and tend to be substantiated without being transferred to ongoing services [6,12].

In order to test these hypotheses, our objective is to examine child maltreatment
investigations of exposure to IPV in which the report of alleged child maltreatment came
from a medical source. Data from the Ontario Incidence Study of Reported Child Abuse
and Neglect 2018 (OIS-2018) are used. The medical referral sources captured in the OIS-2018
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include hospital personnel, community physicians, and community health nurses. The
specific research questions investigated in this study are the following:

1. What percentage of investigations of exposure to IPV were referred by medical personnel?
2. Compared to investigations of exposure to IPV referred by other sources, what is the

profile of these investigations referred by medical sources?
3. Controlling for clinical and case characteristics, is a medical referral source associated

with the provision of ongoing child welfare services in investigations of exposure
to IPV?

2. Materials and Methods
2.1. Sampling and Weighting

Secondary analysis of data from the OIS-2018 was conducted to answer the research
questions. The OIS-2018 is the sixth provincial-level study investigating the incidence of
child maltreatment-related investigations carried out in Ontario, which is Canada’s most
populous province. Ethics approval for this study was obtained from the Health Sciences
Research Ethics Board of the University of Toronto.

The OIS-2018 used a case review methodology in which child welfare workers pro-
vided information on investigations they conducted by completing online instruments.
Investigations are the result of reports to child welfare organizations that meet the threshold
for investigation based on the screening tool used in the province, the Eligibility Spec-
trum [10]. The OIS-2018 employed a multi-stage sampling design to obtain a representative
sample of child welfare investigations conducted in Ontario in 2018. First, a sample of
18 (from a total 48) child welfare organizations in Ontario was selected for participation;
consent for study participation was obtained at the organization level. The sampling pe-
riod included investigations opened between 1 October and 31 December 2018. At larger
agencies, the number of investigations included in the study was capped at 250. Lastly,
participating workers identified children who were investigated for maltreatment-related
concerns within selected cases. The final sample included 7590 child-maltreatment-related
investigations involving children 0–17 years old in Ontario. These data were then weighted
to provide an annualized provincial estimate. Please see [3] for a description of the study’s
weighting procedures. The final weighted estimate for the OIS-2018 was 158,476 investiga-
tions involving children 0–17 years old.

2.2. Data Collection Instrument

The online instrument completed by participating child welfare workers included
three sections: (1) Intake Information, (2) Household Information, and (3) Child Informa-
tion. The Intake Information section asked workers to include information on the referral,
type of investigation conducted, and the household composition. The Household Infor-
mation section included questions regarding caregivers living in the home, any potential
household risk factors, previous child welfare investigations, transfers to ongoing services,
and referrals to non-child-welfare-related services. The Child Information section collected
information on child characteristics, forms and severity of maltreatment, and outcomes
of investigations.

The OIS-2018 definition of child maltreatment-related investigations included inves-
tigations assessing allegations of maltreatment as well as those in which there were no
specific allegations of maltreatment, but rather, the risk of future maltreatment for the
child was being investigated. Where workers identified their investigation to be focused
on allegations of potential maltreatment, they could indicate one of five primary forms of
maltreatment: physical abuse, sexual abuse, neglect, emotional maltreatment, and exposure
to IPV. Secondary and tertiary forms of maltreatment could also be noted.

The OIS-2018 data collection instrument asked about the individual(s) who made
the report to the child welfare agency that resulted in the sampled investigation. The
following referral sources were included in the OIS-2018: custodial parent, non-custodial
parent, child, relative, neighbour/friend, social assistance worker, crisis service/shelter,
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community/recreation centre, hospital (any personnel), community health nurse, com-
munity physician, community mental health professional, school, other child welfare
service, daycare centre, police, community agency, anonymous, and other. Multiple referral
sources could be noted. In the present paper, we define medical-referred investigations as
those with at least one referral from hospital personnel, a community health nurse, or a
community physician.

2.3. Data Analysis

SPSS Statistics version 28 was used to conduct the present analysis. Using the weighted
estimate of investigations of exposure to IPV, descriptive and bivariate statistics examining
investigations referred by medical sources vs. other referral sources were conducted. Please
see Table S1 for a summary of the variables used in the bivariate analyses. Chi-squared
tests of significance were conducted using the sample weight for the OIS-2018. The sample
weight weighs the estimate back down to the sample size in order to adjust for inflation of
the chi-squared statistic due to the size of the estimate.

A logistic regression predicting transfers to ongoing child welfare services in inves-
tigations of exposure to IPV was conducted using the sample weight. Predictors were
entered into the model in five blocks and were determined using chi-squared tests of
significance, comparing various predictors with respect to transfers to ongoing services.
The first block of the model included child ethnicity/race/Indigeneity and at least one
functioning concern in the child noted by the investigating worker. The second block
included the following caregiver risk factors: alcohol abuse, mental health issues, and few
social supports. Household risk factors including overcrowding, two or more moves in
the past year, and running out of money for basic necessities in the past six months were
included in the third block. The fourth block included previous child welfare investigations
and emotional harm noted to the child. The final block included our variable of interest,
medical referral sources.

3. Results

Of the estimated 29,028 investigations of exposure to IPV captured in the OIS-2018
(10.82 investigations per 1000 children in Ontario), six percent (an estimated 1699 investiga-
tions; 0.63 investigations per 1000 children in Ontario) were referred by medical personnel
(see Table 1). Table 2 compares investigations of exposure to IPV referred by medical profes-
sionals and all other referral sources according to the child, caregiver, household, and case
characteristics. The medical-referred investigations of exposure to IPV involved younger
children, with 43% of these investigations involving children 0–3 years old (compared to
25% of investigations of exposure to IPV referred by other sources; p = 0.005; see Table 2).

Table 1. Medical referral sources vs. all other referral sources in investigations of exposure to IPV in
Ontario in 2018.

Referral Source # Rate per 1000 %

Medical referral source 1699 0.63 6%
All other referral sources 27,329 10.19 94%
Total investigations of exposure to IPV 29,028 10.82 100%

Based on unweighted sample of 1392 investigations of exposure to IPV.

Primary caregivers in investigations of exposure to IPV referred by medical profession-
als were more likely to have mental health issues identified by investigating workers (38%
of these investigations) compared to investigations referred by other sources (22% of these
investigations; p < 0.001; see Table 2). Primary caregivers in medical-referred investigations
of exposure to IPV were also more likely to have few social supports noted by the inves-
tigating child welfare workers (34% of investigations referred by medical professionals
vs. 21% of investigations referred by all other referral sources; p = 0.004; see Table 2).
Ten percent of the investigations of exposure to IPV referred by medical professionals were
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noted to involve households that were assessed by the investigating child welfare workers
to be overcrowded compared to three percent of all other investigations of exposure to IPV
(p = 0.001; see Table 2).

Table 2. Characteristics of medical referral sources vs. all other referral sources in investigations of
exposure to IPV in Ontario in 2018.

Medical Referral Sources Other Referral Sources Total IPV Investigations

# Rate per
1000 % # Rate per

1000 % # Rate per
1000 % p-Value

*

Child factors
Age 0.005

0–3 years 724 0.27 43% 6781 2.53 25% 7506 2.80 26%
4–7 years 372 0.14 22% 8025 2.99 29% 8397 3.13 29%
8–11 years 340 0.13 20% 7321 2.73 27% 7661 2.86 26%
12–17 years 262 0.10 15% 5201 1.94 19% 5463 2.04 19%

0.002
White 586 0.22 34% 13,623 5.08 50% 14,209 5.30 49%
Black 306 0.11 18% 3631 1.35 13% 3937 1.47 14%
Indigenous 133 0.05 8% 2566 0.96 9% 2699 1.01 9%
Latin American 0 0.00 0% 1062 0.40 4% 1062 0.40 4%
Other 673 0.25 40% 6447 2.40 24% 7120 2.65 25%

Child functioning concerns 0.00 0%
Developmental/physical 228 0.09 13% 2782 1.04 10% 3010 1.12 10% 0.327

Emotional 107 0.04 6% 2797 1.04 10% 2904 1.08 10% 0.237
Behavioural 121 0.05 7% 2093 0.78 8% 2215 0.83 8% 0.915

Primary caregiver factors
Age 0.843

<22 - - 3% 590 0.22 2% 639 0.24 2%
>21 1650 0.62 97% 26,739 9.97 98% 28,389 10.59 98%

Not cooperative/not
contacted - - 3% 1721 0.64 6% 1777 0.66 6% -

Alcohol abuse - - 5% 2935 1.09 11% 3025 1.13 10% -
Drug abuse 178 0.07 10% 1784 0.67 7% 1961 0.73 7% 0.117
Mental health issues 640 0.24 38% 5895 2.20 22% 6536 2.44 23% <0.001
Few social supports 576 0.21 34% 5636 2.10 21% 6211 2.32 21% 0.004

Household factors
Income source 0.69

Full-time 885 0.33 52% 15,226 5.68 56% 16,112 6.01 56%
Part-time 150 0.06 9% 3268 1.22 12% 3417 1.27 12%
Other benefits 438 0.16 26% 5729 2.14 21% 6167 2.30 21%
Unknown - - 5% 1273 0.47 5% 1363 0.51 5%
None 136 0.05 8% 1832 0.68 7% 1968 0.73 7%

2 or more moves in the
past year - - 6% 1356 0.51 5% 1453 0.54 5% -

Overcrowded home 170 0.06 10% 858 0.32 3% 1028 0.38 4% 0.001
Ran out of money for basic

necessities in the past 6 months 135 0.05 8% 2893 1.08 11% 3027 1.13 10% 0.359

Child harm
Emotional harm 136 0.05 8% 6581 2.45 24% 6718 2.51 23% 0.001
Physical harm - - 4% 221 0.08 1% 281 0.10 1% -

Child welfare involvement
Previous investigation 1045 0.39 62% 18,630 6.95 68% 19,675 7.34 68% 0.231
Substantiation 998 0.37 59% 16,551 6.17 61% 17,550 6.54 60% 0.713
Transfers to

ongoing services 684 0.26 40% 6141 2.29 22% 6826 2.55 24% <0.001

Referrals to services 874 0.33 51% 12,214 4.55 45% 13,088 4.88 45% 0.249
Out-of-home placement - - 4% 235 0.09 1% 302 0.11 1% -

* p-value compares medical referrals and all other referral sources for investigations of exposure to IPV. —Estimate
was <100 investigations. Based on unweighted sample of 1392 investigations of exposure to IPV.

Emotional harm to the child as a result of substantiated maltreatment was significantly
less likely to be noted in investigations of exposure to IPV referred by medical personnel
compared to all other investigations of exposure to IPV (noted in 8% of investigations of
exposure to IPV referred by medical professionals and 24% of investigations of exposure to
IPV referred by other sources; p = 0.001; see Table 2). Lastly, 40% of the investigations of
exposure to IPV referred by medical professionals were kept open for ongoing child welfare
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services compared to only 22% of all other investigations of exposure to IPV (p < 0.001; see
Table 2).

A logistic regression predicting transfers to ongoing child welfare services is presented
in Table 3. As demonstrated in this table, various child (ethnicity/race/Indigeneity and
at least one functioning concern), primary caregiver (noted alcohol abuse, mental health
issues, and few social supports), household (overcrowding and running out of money
for basic necessities), and case (emotional harm noted to the child) characteristics were
significant predictors of the decision to transfer a case to ongoing services. After controlling
for other variables in the model, investigations of exposure to IPV referred by medical
professionals were significantly more likely to be transferred to ongoing services compared
to all other investigations of exposure to IPV (odds ratio = 3.452; 95% CI [2.024, 5.886]; p <
0.001).

Table 3. Logistic regression predicting transfers to ongoing child welfare services in Ontario in 2018.

Variables B SE p-Value Odds Ratio 95% Confidence Interval

Child Factors
(White as reference)

Black −0.330 0.239 0.166 0.719 0.450 1.147
Indigenous 1.061 0.225 <0.001 2.890 1.858 4.495
Latin American −0.751 0.482 0.119 0.472 0.183 1.213
Other −0.606 0.198 0.002 0.546 0.370 0.804

At least one functioning concern 0.443 0.167 0.008 1.557 1.123 2.158

Primary Caregiver Factors
Alcohol abuse 0.777 0.217 <0.001 2.175 1.422 3.326
Mental health issues 0.693 0.165 <0.001 2.001 1.448 2.765
Few social supports 0.488 0.168 0.004 1.629 1.172 2.266

Household Factors
Overcrowding 0.841 0.337 0.012 2.319 1.199 4.485
2 or more moves in the past year 0.156 0.303 0.606 1.169 0.646 2.116
Ran out of money for basic

necessities in the past 6 months * 0.512 0.222 0.021 1.669 1.080 2.580

Case factors
Previous case openings −0.044 0.165 0.790 0.957 0.693 1.322
Emotional harm 1.314 0.160 <0.001 3.722 2.718 5.097

Referral source (compared to all other
referral sources)

Medical referral source 1.239 0.272 <0.001 3.452 2.024 5.886

* Basic necessities include food, housing, utilities, telephone, transportation, and medical care.

4. Discussion

As a result of increased vulnerability to mental and physical health concerns for
both children, who are exposed to violence, and their caregivers, who are victims of
violence, children who are exposed to IPV may be more likely to come to the attention of
medical professionals compared to their peers [8,11,20–22]. As such, medical professionals
serve important roles in the identification of suspected exposure to IPV that may require
child welfare intervention. The purpose of our study was to establish the proportion of
investigations of exposure to IPV referred by medical sources, describe the profile of these
investigations, and determine if medical referrals for investigations of exposure to IPV were
associated with ongoing child welfare service provision when controlling for other factors.

4.1. Profile of Medical-Referred Investigations of Exposure to IPV

The results of our bivariate analyses indicate an increased proportion of certain risk
factors in medical-referred investigations of exposure to IPV compared to those referred
by other sources. Consistent with previous studies examining trends in hospital-based
and medical referrals to child welfare agencies in Ontario, investigations of exposure to
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IPV referred by medical personnel involved younger children [23] and were more likely to
involve primary caregivers who were noted to struggle with mental health issues and few
social supports [15]. These investigations were also more likely to involve households that
were noted to be overcrowded.

4.2. Ongoing Child Welfare Services in Medical-Referred Investigations of Exposure to IPV

The results of our multivariate analysis reveal that, when controlling for clinical case
characteristics, the investigations of exposure to IPV referred by healthcare professionals
were nearly three and a half times as likely to be transferred to ongoing child welfare
services compared to those referred by other sources (see Table 3). It could be that the in-
creased vulnerability of this population (as evidenced by the young ages of the investigated
children and the presence of certain caregiver and household risk factors) heightens child
welfare workers’ concerns for the overall well-being of these children. Therefore, these
investigations are kept open to help establish more support for these families. Interestingly,
these investigations were less likely to involve emotional harm to the child. This is, again,
consistent with the workers keeping these investigations open to support the families and
help to mitigate risk factors rather than to protect children from emotional harm as a result
of exposure to IPV.

Previous work examining medical referrals for child-maltreatment-related concerns
demonstrated that these investigations were more likely to be substantiated and involve
more intrusive forms of child welfare involvement compared to investigations referred
by other sources [15,23]. In a recent qualitative study examining the intersection of the
child welfare and healthcare systems, child welfare workers reflected that this could be due
to the perceived expertise and credibility of healthcare providers as well as the increased
severity of cases referred by these sources [24]. Although there was no significant difference
in the substantiation between medical-referred investigations of exposure to IPV and those
referred by other sources, these reasons could contribute to the increased likelihood of
investigations referred by medical personnel being transferred to ongoing services.

A study using data from the Canadian Incidence Study of Reported Child Abuse and
Neglect 2003 documented a propensity for investigations of exposure to IPV to involve
substantiated maltreatment but not be transferred for ongoing child welfare services or
to be placed in out-of-home care [6]. More than half of the investigations of exposure
to IPV in Ontario are referred by police [12]. Nikolova et al. [5] conducted interviews
with representatives from police departments in Ontario to investigate the recent increase
in investigations of exposure to IPV in the province. These representatives described a
mandatory reporting policy requiring police to report all potential instances of exposure to
verbal, emotional, or physical violence to child welfare agencies, even if the child is not
physically present [5].

As previously mentioned, the screening tool used by child welfare agencies in the
province, the Eligibility Spectrum, defines exposure to IPV as a reason for child welfare
investigation. Therefore, police calls for exposure to IPV essentially automatically result in
child welfare investigations. However, the police do not necessarily make these referrals
based on clinical concern for the child, but rather due to the presence of a child. This
is different from referrals by medical personnel where clinicians are likely making the
decision to refer to child welfare based on the suspicion of risk or harm to the child. This
could help to explain why investigations referred by medical personnel are more likely to
be transferred to ongoing child welfare services.

4.3. Limitations

Several limitations should be considered when interpreting the findings of the current
study. First, the data collected in the OIS-2018 are cross-sectional and represent child welfare
workers’ knowledge at the conclusion of their initial investigations. These data represent
the clinical judgements of the workers and are not independently verified. As the OIS-
2018 only captures investigations, child maltreatment cases that are not reported to child
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welfare, investigated only by police, or screened out prior to investigation are not included.
Furthermore, no information regarding dispositions after the investigation stage of child
welfare involvement is included. Three limitations to the weighting procedures should be
noted. The correction applied to account for the agency size uses the overall service volume
but does not consider the variation in investigation types across agencies. The annualization
correction only accounts for seasonal fluctuations in the number of investigations but not
the types of investigations conducted. Finally, cases that were re-opened within the same
year are included in the annualization calculation, meaning multiple investigations of the
same child can be counted. For this reason, child-level investigations is the unit of analysis
of the OIS-2018 rather than investigated children.

5. Conclusions

Healthcare professionals are important points of contact for potential victims of IPV
and their children who may be exposed to violence. Six percent of all investigation referrals
to Ontario child welfare agencies for exposure to IPV originate from a healthcare source.
Supporting our initial hypotheses, compared to investigations of exposure to IPV referred
by other sources, medical-referred investigations were more likely to involve younger
children and several caregiver and household risk factors, indicating a uniquely vulnerable
population. Medical-referred child welfare investigations were also more likely to be kept
open for ongoing child welfare services following the initial investigation. Postulated
reasons for this include the aforementioned increased vulnerability of the children/families,
perceived expertise of the healthcare professionals, or the nature of police-referred investi-
gations, which represent the majority of investigations of exposure to IPV. Further research
into the services provided to victims of IPV and their children, identified in healthcare
settings, would help to elucidate how resources can be directed to identify and serve these
families’ needs.

Supplementary Materials: The following supporting information can be downloaded at: https://www.
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Abstract: This is a study on indicators related to marital dissatisfaction. The research was conducted
by the psychology department of a reproductive health institution in Mexico City. The objective was to
know the relation between marital satisfaction/dissatisfaction and gender roles, self-esteem, the types
of coping strategies and the types of violence perceived from the partner. It was a nonexperimental,
retrospective, cross-sectional study of two samples—one of women and one of men—classified by
marital satisfaction or dissatisfaction. The nonprobability quota sampling included 208 participants:
104 women and 104 men. Comparisons, correlations and a discriminant analysis were made to
identify the most significant variables. Women with marital dissatisfaction perceived blackmail,
psychological violence and humiliation/devaluation from their partner; they preferably adopt a
submissive gender role and use escape/avoidance as a coping strategy, and so do the men with
marital dissatisfaction, who also perceived blackmail, control and psychological violence from their
partner; they have low self-esteem, and they preferably adopt a submissive gender role. Isolating
factors will allow for more specificity in terms of psychological care at health institutions as well as
avoiding gender biases and preventing an increase of violence in couples.

Keywords: marital dissatisfaction; intimate partner violence; self-esteem; coping; gender roles

1. Introduction

Marital satisfaction is related to behaviours that provide well-being and produce the
ability to make agreements and solve problems in couple interactions [1–3]. In contrast,
marital dissatisfaction has a negative impact on the quality of life, health and job satisfaction
of people who live with it [4,5]; furthermore, it is a risk factor of domestic violence [6],
which, to a greater extent, affects people who live in a couple relationship, their family and
their surroundings [7–10].

Studies carried out in the Mexican population have indicated that both men and
women believe couple relationships should be equitable for them to be satisfactory, and that
they must communicate and solve their problems for the relationship to improve [11,12].
Other research on the topic has found several factors that are related to marital dissatisfac-
tion; amidst the most noted ones are domestic violence, gender roles, low self-esteem and
the types of coping.

The presence of domestic violence, defined as “an act or omission whose purpose is
to hurt or wound another person, violating their rights” [13], p. 29, has been linked to a
higher incidence of marital dissatisfaction in both women and men. Studies on heterosexual
women show a high rate of psychological violence exerted by their partners, this being
more frequent than physical violence [14], affecting their mental health and causing marital
dissatisfaction [15]. Furthermore, it has been mentioned that domestic violence experienced
mainly by women and girls has gone from being a hidden and tolerated event to a public
health problem of a legal nature [13]; nevertheless, there are some studies that indicate that
heterosexual men are also victims of violence by their partners, but it is less reported and
has been made invisible due to cultural matters [16].
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Gracia [17] noted that the reports of domestic violence show only a small percentage
of the seriousness of this issue, with the added difficulty of it possibly turning into an actual
lifestyle rather than being an isolated event. An example of this is shown in research on men
who were victims of violence, where it was found that, due to the education they received
and their social constructs, they did not have the ability to set boundaries, thus normalising
the abuse exerted by their partner and creating marital dissatisfaction [18]. In this way, the
presence of violence exerted by the woman towards her partner questions the notion that
the woman is always the victim and that the man is always the abuser [19]. Likewise, a
relation between other forms of violence—such as psychological violence—and marital
dissatisfaction has been found [20–23]. In this regard, it is worth noting that psychological
violence implies neglect, abandonment, infidelities, threats, insults, humiliations and the
restriction of self-determination and decision-making power, all of which have an impact
on self-esteem and produce feelings of deprecation and death wishes [24].

On the other hand, physical violence implies wounding the other person’s body
by means of physical strength with an object or weapon [8,24–27], which can last for
years [28]. A study on Nigerian women experiencing marital dissatisfaction showed that
physical and sexual violence exerted by their partners increased in those who had paid
employment [29,30], whereas a similar study in the United States found that a decrease in
pay gap reduces marital dissatisfaction and intimate partner violence [31].

Gender roles play an important part in couple relationships. Even when they are
the product of socially established stereotypes for each gender [32], they may coexist
in every person regardless of them being a man or a woman [33]. Furthermore, the
distribution of both traditional and modern gender roles in a couple is influenced by their
sociocultural context.

In contrast, the rigidity of gender roles in couple interaction increases marital dissatis-
faction [11,34,35]. Shechory et al. [36] found that submissive women consider their marital
life unequal, and they manifest poor sexual and marital satisfaction [37,38]. Likewise,
Cazes [39] found that a patriarchal relationship still prevails in many couples in Mexico,
where the woman must fulfil the traditional role assigned by society (maternity, house
chores, etc.) even though the roles performed by both men and women have now evolved.

When diminished, self-esteem may also affect couple dynamics, producing marital
dissatisfaction, for both women and men usually have self-deprecating responses [40].
Studies conducted in different populations have found relations between low self-esteem
and marital dissatisfaction; for example, in violent Mexican indigenous women, a rela-
tionship has been found between low self-esteem and marital dissatisfaction [41]. Murray
et al. [42] showed some differences in the perception of marital satisfaction between people
with low self-esteem and people with high self-esteem. The former perceive that the issues
in their relationship indicate a lack of affection towards them, causing them to respond with
disdain and distance, thus generating dissatisfaction; on the other hand, the people with
high self-esteem are less sensitive to problems and reaffirm their relationship by feeling
satisfied. Another study where romantic relationships were analysed found a positive
correlation between high self-esteem, happiness and couple satisfaction [43]. Aguilar
et al. [44] compared the self-esteem of 48 abused women with 48 non-abused women and
found that abused women show lower self-esteem than non-abused women, and that
their relationships suffer from emotional abuse, impotence and hopelessness, all of which
produce marital dissatisfaction.

Another factor related to marital dissatisfaction is the types of coping, which is a
moderator between stressful events and the regulator of the emotional response to a
problem [45–48]. It has been found that chronic stress appears when there is a lack of
balance between the demands of the surroundings and the means to face them [49,50]. A
study conducted in women with marital dissatisfaction and domestic violence revealed
that the women with better coping strategies managed to better face this problem when
compared to those who had less adaptive strategies [51]. Additionally, Puente-Martínez [52]
compared the strategies of emotional regulation that were used by 200 women with marital
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dissatisfaction who survived intimate partner violence; the results indicated that they were
passive at the beginning and used more active strategies later, which in turn helped them
to end the abuse and dissatisfaction in their relationships.

Studying the factors that intervene in marital dissatisfaction and being able to isolate
the variables that contribute to a better understanding of this interaction allows for the
creation of more specific and efficient psychological intervention strategies.

Hence, the objective of this work was to study the relation between marital satisfac-
tion/dissatisfaction, the type of violence perceived from a partner, gender roles, self-esteem
and the types of coping used by a sample of Mexican women and men who visited a repro-
ductive health institution to obtain indicators for a more specific psychological intervention.

2. Materials and Methods

A retrospective cross-sectional study with a multivariate, correlative, comparative
design was conducted with two independent samples (one of women and one of men),
each of them stratified according to the score they obtained on the scale for marital satisfac-
tion/dissatisfaction, which was the classifying variable. It must be noted that the sample of
men was selected by making sure there was an equivalence with the sample of women in
terms of the control variables so both samples could have similar characteristics given that
the subjects were not couples.

2.1. Participants

With an intentional nonprobability quota sampling, the samples were recorded during
one year as stipulated in the project. The sample was composed of 208 participants,
104 women and 104 men, who entered the National Institute of Perinatology (Instituto
Nacional de Perinatología, INPer) for medical care. The samples were recorded and
analysed independently and not as couples. The inclusion criteria were: men and women of
legal age, with minimum primary schooling, a one-year minimum relationship and no prior
diagnosis of mental retardation or psychotic disorders. The controlled sociodemographic
factors were: age, marital status, schooling (measured in years), occupation and the motive
for visiting the INPer, which in the case of the women could be either obstetrical (pregnancy
control) or gynaecological (any reproductive problem). As for the men, they did not have
a medical diagnosis because they were only keeping a relative company who did have a
medical appointment.

2.2. Procedure

The participants who met the inclusion criteria were given an identification sheet,
and the application of the instruments was carried out in a single session before receiving
any type of medical or psychological care. As part of their comprehensive treatment,
psychological care was offered by the psychology department.

2.3. Ethical Aspects

The project was approved by the institutional research and ethics committees, with the
following registration number: 212250-3110-10810-02-16. The participants signed the informed
consent form, where it was specified that their data are anonymous and confidential.

2.4. Classification Variables

Sex and marital satisfaction or marital dissatisfaction.

2.5. Intervening Variables

Intimate partner violence, gender roles, self-esteem and types of coping.
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2.6. Instruments

It must be noted that the psychometric indexes were taken from the original instru-
ments that were validated for the Mexican population because, given the size of the sample,
validations could not be conducted for the population of the study.

2.6.1. Multifaceted Inventory of Marital Satisfaction

It evaluates aspects of the couple’s marital life with 85 Likert statements, validated
for the Mexican population, with a Cronbach’s alpha of 0.97 for internal consistency; the
results were classified according to the scores obtained either above or below the cutoff
point (188) [53].

2.6.2. Scale of Violence

It measures eight types of violence perceived in couples: physical, economic, intimi-
dation, psychological, control, humiliation/deprecation, blackmail and sexual; it consists
of 39 Likert test items validated for the Mexican population; the Cronbach’s alpha for
reliability was 0.97 [54].

2.6.3. Masculinity-Femininity Inventory (IMAFE)

It is a Likert scale that measures gender roles and is made of 15 test items per dimension
(femininity, masculinity, machismo and submission). It is based on the most representative
aspects of the gender roles and stereotypes found in Mexican culture. It was validated for
the Mexican population, and the obtained Cronbach’s alpha for reliability was 0.92 [55].

2.6.4. Coopersmith Self-Esteem Inventory (CSEI)

Validated for the Mexican population with a Cronbach’s alpha of 0.81, it yielded two
intervals: low level (less than 17) and normal level (18 to 23 points); it is made of 25 test
items [56].

2.6.5. Coping Scale

It is made of 67 Likert test items and measures eight types of coping: Confrontational:
direct actions to alter the situation; Distancing: efforts to remove oneself from the situa-
tion; Self-control: efforts to control feelings and actions; Social support: seeking support;
Responsibility: acceptance of responsibility; Escape/avoidance: avoiding the problem-
atic situation; Problem solving: efforts to change the situation with a reflective approach;
Positive re-evaluation: creating a positive meaning based on personal resources. It was
validated for the Mexican population with a Cronbach’s alpha of 0.85. The highest score
will be the ranking to be assigned [47,50,57].

2.7. Description of Samples

The final sample was made of four groups: women with and with no marital satisfac-
tion (group 1 and group 2), and men with and with no marital satisfaction (group 3 and
group 4). Measures of central tendency and dispersion were applied for the description of
the controlled sociodemographic factors, and for the classification of marital satisfaction
or dissatisfaction, x2 and Student’s t-test were applied. For the analysis of the variables,
Student’s t-test and Pearson’s product-moment correlation test were applied. A discrim-
inant analysis of the significant variables was performed to find the linear combination
of the most significant variables to differentiate the groups. The analysis was performed
with SPSS-22 software. The Student’s t-test and the Pearson product-moment correlation
test were applied to analyse the variables. A discriminant analysis of the significant vari-
ables was carried out to find the linear combination of the most significant variables to
differentiate the groups. The analysis was conducted with the software SPSS-22.
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2.8. Controlled Sociodemographic Factors

The characteristics of the samples, where some of the participants were a couple, were
captured and worked on independently; however, this contributed to the similarity of the
samples, which are shown in Table 1.

Table 1. Characteristics of the sociodemographic factors of the samples.

Variables Women n = 104 Men n = 104

Age 32.3 ± 6.14
Range: 22 to 56 years old

35.1 ± 8.04
Range: 22 to 59 years old

Schooling 12.3 ± 3.23 years 13.0 ± 3.58 years
Married 64 (61.5%) 64 (61.5%)
Single 1 (1%) 6 (3.4%)

Civil union 39 (37.5%) 39 (37.5%)
Obstetrical 40 (38.5%) 40 (38.5%)

Gynaecological 64 (61.6%) 64 (61.6%)
Relationship/partner average 7.1 ± 5.2 7.1 ± 5.2

Regarding occupation, women were distributed as follows: 77.9% (81) were house-
wives, 8.7% (9) were employees, 7.7% (8) were underemployed (informal jobs) and 5.8%
(6) were professionals (they practise a specialised academic profession). In men, the distri-
bution was as follows: 58.7% (61) were employees, 28.8% (30) were underemployed and
12.5% (13) were professionals.

3. Results

Regarding the classification of marital satisfaction and marital dissatisfaction in the
group of 104 women, 43 (41.3%) reported being satisfied in their relationship (group 1), and
61 (58.7%) expressed being unsatisfied (group 2). In the group of men, 58 (55.8%) reported
being satisfied (group 3), whereas 46 (44.2%) said they were not (group 4) (see Table 2).

Table 2. Differences between marital satisfaction and dissatisfaction by gender.

With Marital
Satisfaction

With Marital
Dissatisfaction Total x2 p

Women 43 (41.3%) 61 (58.7%) 104
Men 58 (55.8%) 46 (44.2%) 104 4.33 0.05 *

* p ≤ 0.05.

Regarding the results through the t-test between women and men with marital satis-
faction, women presented significantly lower scores than men (see Table 3).

Table 3. Comparison between marital satisfaction and dissatisfaction by gender.

Marital Satisfaction
n = 104

Mean DS
t value Sig.

Women 3.87 ± 0.66 2.201 0.02 **
Men 4.06 ± 0.56

** p ≤ 0.01.

In the results of the study variables classified by gender and by marital satisfaction or
dissatisfaction, the following results were obtained.

In women, statistically significant differences were found between those satisfied
(group 1) and those unsatisfied (group 2) in terms of gender dimensions: femininity,
masculinity and submission. Femininity and masculinity turned out to be related to marital
satisfaction, whereas submission was related to dissatisfaction. Regarding self-esteem,
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statistically significant differences were also observed between groups 1 and 2, with higher
scores found in group 1.

As for the types of coping, significant differences between group 1 and group 2 were
only found in escape/avoidance, which was related to marital dissatisfaction. Problem
solving and positive re-evaluation were related to marital satisfaction in spite of their
marginal significance (see Table 4).

Table 4. Differences and relation between women with and with no marital satisfaction and their
gender role, self-esteem and type of coping.

Group 1 with Marital
Satisfaction

n = 43
Mean SD

Group 2 with Marital
Dissatisfaction

n = 61
Mean SD

t Value Sig. η

Femininity 5.48 ± 0.97 4.77 ± 0.99 3.63 0.000 *** 0.34
Masculinity 4.69 ± 0.88 4.23 ± 0.92 2.57 0.012 ** 0.24
Machismo 2.90 ± 0.85 3.20 ± 0.93 −1.68 0.09

Submission 2.37 ± 0.65 2.87 ± 0.77 −3.41 0.001 *** −0.33
Self-esteem 19.3 ± 4.14 15.9 ± 5.23 3.70 0.000 *** 0.33

Confrontational 10.4 ± 2.63 9.9 ± 2.92 0.795 0.429
Distancing 8.8 ± 3.04 8.02 ± 2.80 1.45 0.148
Self-control 9.3 ± 2.85 10.1 ± 2.82 −1.28 0.201

Social support 11.6 ± 3.19 10.6 ± 3.82 1.40 0.163
Responsibility 6.5 ± 2.47 6.8 ± 2.70 −0.585 0.560

Escape/avoidance 6.0 ± 3.62 8.8 ± 4.24 −3.45 0.001 *** −0.33
Problem solving 11.8 ± 2.64 10.7 ± 3.30 1.91 0.059 * 0.18

Positive
re-evaluation 14.4 ± 3.83 12.6 ± 3.8 2.35 0.020 * 0.22

* p ≤ 0.05, ** p ≤ 0.01, *** p ≤ 0.001.

Furthermore, in terms of the types of violence, significant differences between group 1
and group 2 were found for all types of violence in relation to marital dissatisfaction with
the exception of physical violence (see Table 5). It must be noted that the effect sizes in the
significant variables went from low to medium.

Table 5. Differences and relation between women with and with no marital satisfaction and the types
of violence perceived in their partner.

Types of Violence

Group 1 with Marital
Satisfaction

n = 43
Mean SD

Group 2 with Marital
Dissatisfaction

n = 61
Mean SD

t Value Sig. η

Physical 1.00 ± 0.00 1.03 ± 0.12 −1.91| 0.060
Economic 1.12 ± 0.28 1.55 ± 0.75 −4.04 0.000 *** −0.35

Intimidation 1.04 ± 0.15 1.32 ± 0.57 −3.55 0.001 *** −0.31
Psychological 1.09 ± 0.19 1.63 ± 0.86 −4.70 0.000 *** −0.39

Control 1.17 ± 0.40 1.61 ± 0.93 −3.29 0.001 *** −0.29
Humiliation/devaluation 1.01 ± 0.15 1.40 ± 0.65 −4.36 0.000 *** −0.38

Blackmail 1.05 ± 0.10 1.58 ± 0.68 −5.97 0.000 *** −0.47
Sexual 1.10 ± 0.23 1.41 ± 0.69 −3.29 0.002 *** −0.28

*** p ≤ 0.001.

In the sample of men, statistically significant differences were observed between those
who were maritally satisfied (group 3) and those who were not (group 4) in terms of gender
dimensions: femininity was related to satisfaction, and machismo and submission were
related to dissatisfaction (see Table 6).
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Table 6. Differences and relation between men with and with no marital satisfaction and their gender
role, self-esteem and type of coping.

Group 3 with Marital
Satisfaction

n = 58
Mean SD

Group 4 with Marital
Dissatisfaction

n = 46
Mean SD

t Value Sig. η

Femininity 5.24 ± 0.83 4.75 ± 1.01 2.70 0.008 ** 0.25
Masculinity 5.01 ± 0.77 4.85 ± 0.94 0.892 0.375
Machismo 2.84 ± 0.81 3.40 ± 0.88 −3.37 0.001 ** −0.31

Submission 2.31| ± 0.66 2.72 ± 0.86 −2.75 0.007 ** −0.25
Self-esteem 21.0 ± 2.60 17.2 ± 4.62 4.99 0.000 *** 0.45

Confrontational 10.3 ± 2.97 10.3 ± 3.11 0.010 0.992
Distancing 8.0 ± 2.92 8.4 ± 3.26 −0.687 0.494
Self-control 11.0 ± 2.97 11.2 ± 3.85 −0.390 0.697

Social support 10.8 ± 2.91 10.4 ± 3.56 0.625 0.533
Responsibility 6.6 ± 1.90 6.7 ± 1.98 −0.241 0.810

Escape/avoidance 5.0 ± 3.37 7.0 ± 3.96 −2.89 0.005 *** 0.54
Problem solving 13.1 ± 2.74 11.8 ± 3.07 2.29 0.024 * 0.44

Positive re-evaluation 14.0 ± 3.26 13.3 ± 4.04 0.983 0.328

* p ≤ 0.05, ** p ≤ 0.01, *** p ≤ 0.001.

The high self-esteem scores were also related to satisfaction, and, regarding the types of
coping, escape/avoidance turned out to be related to dissatisfaction, while problem-solving
was related to marital satisfaction (see Table 6). As for the types of violence, statistically
significant differences were also found between groups 3 and 4, with all the types of
perceived violence being related to marital dissatisfaction (see Table 7). The effect size in
men was medium.

Table 7. Differences and relation between men with and with no marital satisfaction and the types of
violence perceived in their partner.

Types of Violence

Group 3 with Marital
Satisfaction

n = 58
Mean SD

Group 4 with Marital
Dissatisfaction

n = 46
Mean SD

t Value Sig. η

Physical 1.10 ± 0.05 1.17 ± 0.52 −2.16 0.036 * −0.09
Economic 1.22 ± 0.42 1.83 ± 0.87 −4.29 0.000 * −0.40

Intimidation 1.06 ± 0.18 1.45 ± 0.75 −3.37 0.001 *** −0.33
Psychological 1.23 ± 0.45 1.84 ± 0.78 −4.67 0.000 *** −0.43

Control 1.25 ± 0.40 2.23 ± 1.03 −6.07 0.000 *** −0.53
Humiliation-devaluation 1.11 ± 0.26 1.57 ± 0.77 −3.83 0.000 *** −0.37

Blackmail 1.12 ± 0.28 1.76 ± 0.78 −5.29 0.000 *** −0.47
Sexual 1.09 ± 0.22 1.48 ± 0.71 −3.65 0.001 *** −0.34

* p ≤ 0.05, *** p ≤ 0.001.

Correlations were made in both women and men between the studied variables and
marital satisfaction/dissatisfaction with the purpose of identifying the most significant
variables (Tables 8 and 9).

The discriminant analysis was performed with the significant variables in women and
men. For the women, a function with 13 variables was obtained, explaining 100% of the
differences and the variance between satisfied and unsatisfied women, an eigenvalue of
0.611, a Wilks’ lambda of 0.621, and a canonical correlation of 0.616 with a significance of
p ≤ 0.001, which allowed the discrimination of the variables related to marital satisfaction or
dissatisfaction. The standardised coefficients showed that violence is the variable that most
contributes to marital dissatisfaction, particularly that of blackmail (0.639); it is followed by
psychological violence, humiliation/devaluation, economic violence (controlling someone
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through money), intimidation, control and sexual violence; they preferably settle for a
submissive gender role and use escape-avoidance as coping. By contrast, women with
marital satisfaction showed an adequate level of self-esteem, a preference for feminine or
masculine gender roles, and positive re-evaluation as their type of coping. The centroids
showed –0.922 for satisfied women and 0.650 for unsatisfied women. Therefore, it can
be concluded that women with and with no marital satisfaction have specific indicators
related to this condition in 76.0% of the correctly classified cases; see Table 10.

Table 8. Correlations between the studied variables and marital satisfaction in women.

Variable Marital Satisfaction
r

Gender role
Femininity 0.338 **
Masculinity 0.247 *
Machismo 0.164

Submission −0.320 **
Self-esteem 0.333 **

Coping Style

Confrontational 0.078
Distancing 0.143
Self-control −0.126

Social support 0.138
Responsibility −0.058

Escape/avoidance −0.323 **
Problem solving 0.186

Positive re-evaluation 0.227 *

Types of violence
Physical −0.157

Economic −0.332 **
Intimidation 0.290 **

Psychological −0.370 **
Control −0.278 **

Humiliation/devaluation −0.346 **
Blackmail −0.447 **

Sexual −0.266 **
* p ≤ 0.05, ** p ≤ 0.01.

Table 9. Correlations between the studied variables and marital satisfaction in men.

Variable Marital Satisfaction
r

Gender role
Femininity 0.259 **
Masculinity 0.090
Machismo −0.317 **

Submission −0.263 **

Self-esteem 0.465 **

Coping
Confrontational 0.001

Distancing −0.068
Self- control −0.039

Social support 0.062
Responsibility −0.024

Escape/avoidance −0.276 **
Problem solving 0.221 *

Positive re-evaluation 0.097

144



Healthcare 2023, 11, 1959

Table 9. Cont.

Variable Marital Satisfaction
r

Type of violence
Physical −0.234 *

Economic −0.415 **
Intimidation −0.347 **

Psychological −0.441 **
Control −0.548 **

Humiliation/devaluation −0.384 **
Blackmail −0.498 **

Sexual −0.371 **
* p ≤ 0.05, ** p ≤ 0.01.

Table 10. Structure matrix of the discriminant canonical functions: Women.

Function 1

V Blackmail 0.639
V Psychological 0.509

V Humiliation-devaluation 0.472
Femininity −0.460
Self-esteem −0.451
V Economic 0.450

Escape-avoidance 0.437
Submission 0.433

V Intimidation 0.387
V Control 0.370
V Sexual 0.353

Masculinity −0.325
Positive revaluation −0.298

For the men, the discriminant analysis was performed with the significant variables;
a function with 13 variables was obtained, explaining 100% of the differences and the
variance between satisfied and unsatisfied men, an eigenvalue of 0.808, a Wilks’ lambda of
0.553, and a canonical correlation of 0.669 with a significance of p ≤ 0.001, which allowed
the discrimination of the variables related to marital satisfaction or dissatisfaction. The
standardised coefficients showed that men with marital dissatisfaction perceive control-
type violence from their partner, which is the variable that most contributes to marital
dissatisfaction with 0.728; it is followed by blackmail, psychological violence, economic
violence, humiliation/devaluation, sexual violence, intimidation and physical violence;
they preferably settle for a submissive gender role and use escape/avoidance as coping.
By contrast, men with marital satisfaction showed an adequate level of self-esteem, a
preference for feminine gender roles, and problem solving as their type of coping. The
centroids showed -.793 for satisfied men, and 1.000 for unsatisfied men. Hence, it can be
concluded that men with marital dissatisfaction have specific indicators related to this
condition in 84.6% of the correctly classified cases (see Table 11).

Table 11. Structure matrix of the discriminant canonical functions: Men.

Function 1

V Control 0.728
V Blackmail 0.638
Self-esteem −0.585

V Psychological 0.546
V Economic 0.508

V Humiliation/devaluation 0.463
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Table 11. Cont.

Function 1

V Sexual 0.444
V Intimidation 0.412

Escape/avoidance 0.319
Submission 0.303
Femininity −0.298
V Physical 0.267

Problem solving −0.252

4. Discussion

The objective of this paper was to study the relation between marital satisfac-
tion/dissatisfaction, the type of perceived violence, gender roles, self-esteem and coping
styles in a sample of Mexican women and men. One of the early findings was the
differences between women and men in terms of the percentages for marital satisfac-
tion/dissatisfaction; the percentage of unsatisfied women is 14.5% greater than that of
unsatisfied men, which shows a disadvantage for women.

A second finding was the indicators associated to both marital satisfaction and dissat-
isfaction. Regarding those related to marital dissatisfaction, some similarities were found
between both sexes.

The first indicator associated to marital dissatisfaction in both women and men was
the perceived violence; the difference lies in the type of violence exerted on the other. In
women, the most important factor was perceiving blackmail from their partner, followed
by psychological abuse and humiliation/devaluation; in men, it was the perception of their
partner exerting control over them, followed by blackmail, psychological and economic
abuse. This coincides with Moral et al. [58], who stated that when conflicts are faced
inadequately, these become chronic, leading to fights, distancing, indifference and, finally,
to violence.

These results differ from what has been noted by other research carried out in Mexico
where women are emphasized as the victims of marital violence [59,60]. Possibly, the
difference between results is due to the way people tend to give socially desirable answers
marked by gender prejudices in massive surveys. Nevertheless, couple violence has been
studied in other Latin American countries where similar results to the ones obtained in this
study have been found [61].

This would indicate that it cannot be stated that the man is the only one exerting
violence in a couple, for many of these examples of violence are focused on the woman as
the victim of the man [23,62,63]; therefore, it is important to do research with both sexes to
widen the scope of the problem.

However, it must be noted that the studied population for this research comes from the
general Mexican population because the INPer is not an institution specialised in women
who were victims of violence with a prevalence of physical violence, where different factors
could be found.

The second indicator related to marital dissatisfaction has to do with the gender
roles established by couple dynamics; the results showed that submission prevailed as a
characteristic in both maritally unsatisfied women and men. This coincides with a study
on women and the relation between emotional dependency and intimate partner violence,
where a high relation was found between the presence of both conditions in couples,
resulting in attitudes of subordination and submission [64].

Low self-esteem was the third indicator found in women and men with marital dissat-
isfaction, which coincides with Echeburúa [65], who found that men with low self-esteem
felt unsatisfied in their relationship and showed high levels of jealousy, possessiveness,
irritability towards boundaries and poor impulse control. People with low self-esteem
frequently struggle with self-confidence; when it comes to marriage, this insecurity leads
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them to behave in a way that fosters distancing, violence and dissatisfaction instead of
contributing to a satisfactory couple dynamic.

The escape/avoidance type of coping was the fourth indicator related to marital
dissatisfaction in both women and men; it is translated as avoiding conflict. Méndez and
García [66] also found that this type of coping is a variable that predicts several types of
violence that generate dissatisfaction in a relationship. This behaviour emphasizes marital
dissatisfaction because it prevents both partners from facing conflicts and modifying some
of their elements. Behaviours such as indifference, the silent treatment and not taking any
actions to solve problems contribute to dissatisfaction, and they are risk factors that lead to
violence [67].

In contrast, the first indicator related to marital satisfaction in both women and men
was high levels of self-esteem. Our results showed that women and men who scored high
levels of marital satisfaction also had high self-esteem.

A possible explanation for this is that people who trust their abilities and have a
positive image of themselves are able to establish effective communication with their
partner, express their needs and wishes in a clear way, and set healthy boundaries. They
also tend to be less critical of themselves and their partner, which helps to avoid unnecessary
conflicts [68].

In second place, we found that marital satisfaction is related to femininity and mas-
culinity in women, for they involve demonstrations of affection and the care for others
as well as self-affirmation. Likewise, in maritally satisfied men, femininity was the one
prevailing characteristic.

The last indicator related to marital satisfaction in women was positive re-evaluation
as a type of coping, which is a strategy centred on the control of emotion when facing a
stressful situation, giving it a positive meaning that functions as an adaptive resource. In
men, the prevailing type of coping was that of problem-solving, which consists of making
an effort to change a stressful situation by means of reflection and assertive behaviour.

The found indicators allow us to better steer the psychological intervention as ref-
erenced by Santelices [69], who said that intervention models will help focus the factors
related to couple conflicts to avoid damage that has an impact on the family at the expense
of their psychological, physical and labour well-being.

As can be observed, some indicators were isolated in this study to provide guidelines
for the psychological intervention in people with couple problems.

5. Limitations

One of the main limitations was the small size of the sample, hence the use of psycho-
metric indexes and cutoff points from the original instruments that were validated for the
Mexican population, which limits the generalisation of the results.

Another limitation was that it only measured perceived violence and not exerted vio-
lence; in a population that suffers from exerted violence, the profiles will probably differ. One
further limitation is that it is a nonprobability sample, and no generalisations can be made,
for the results only can show risk indicators for populations with similar characteristics.

It should be noted that another limitation is that it was not a couple study; these results
are from women and men with and without marital satisfaction but who were worked
with independently. For future research, it would be important to carry out a study of
dependent samples where the wife/husband pairing is used.

6. Conclusions

In this study, marital dissatisfaction is 14.5% higher in women; however, generali-
sations cannot be made, since this study was carried out on a non-random sample in a
population with particular characteristics.

The violence perceived from the partner is the same in both groups with mari-
tal dissatisfaction.

Marital dissatisfaction is related to submissive characteristics in both sexes.
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A decrease in self-esteem is a factor related to couple conflicts.
The type of coping that most contributes to marital dissatisfaction in both sexes is

escape/avoidance.
The generation of indicators in different populations by isolating factors that explain

the complexity of couple conflicts with no gender biases will contribute to the creation
of psychological intervention strategies with greater specificity to avoid the worsening of
these conflicts that affect not only both members of the couple but also their surround-
ings. This work is an incursion in couples who have relationship problems. By isolating
explanatory factors, other aspects must be explored in different populations to gain a better
understanding of the complexity of couple dynamics.
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