
CLINICAL REVIEW

The Role of the Physician When a Patient Discloses
Intimate Partner Violence Perpetration: A Literature
Review
Brian Penti, MD, MS, Joanne Timmons, MPH, and David Adams, EdD

Intimate partner violence (IPV) is prevalent and has lasting impacts on the health and well-being of the
entire family involved. Primary care physicians often interact with male patients who perpetrate IPV and
are in a role potentially to intervene, but there is very little research and guidance about how to address
perpetration of IPV in the health care setting. We reviewed the existing literature research related to
physicians’ interactions with male perpetrators of IPV and summarize the recommendations. If a male
patient discloses IPV perpetration, physicians should assess for lethality, readiness to change, and co-
morbid medical conditions that could impact treatment, such as substance abuse and mental illness.
Experts agree that referrals to a Batterer Intervention Program should be the primary intervention. If
there are no locally available Batterer Intervention Programs or the patient is unwilling to go, then a
physician should refer the abuser to a therapist who has been trained specifically to work with perpe-
trators of IPV. In addition, physicians should be prepared to offer education about the negative impact
of IPV on the victim, on any children, and on the abuser himself. Physicians should address any un-
treated substance abuse or mental health issues. Referral to couples therapy should generally be
avoided. Physicians should continue to have regular follow-up with their male patients to support them
in changing their behavior. Further research is needed to assess the role the health care system can
have in preventing IPV perpetration. (J Am Board Fam Med 2018;31:635–644.)
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Intimate partner violence (IPV) is defined by the
US Centers for Disease Control and Prevention as
physical violence, sexual violence, stalking, and psy-
chologic aggression by a current or former partner
or spouse.1 Beyond the types of violence involved,
IPV is generally recognized as a pattern of coercive
control on the part of the abuser that serves to
undermine the victim’s will or autonomy.1 Multiple
theoretic models exist to explain IPV, including
feminist2, power3, social learning4, ecologic5, and
psychoanalytic theories6, although empirical data

to support these models is often lacking7, hence
many researchers conclude that IPV results from a
combination of individual, household, community,
and societal factors.5,8

Every year in the United States, there are ap-
proximately 5 million incidents of IPV that involve
female victims,9 resulting in 1,200 deaths and more
than 250,000 injuries.10 In addition, these incidents
entail economic costs to the health care system as
well as to employers in terms of lost productivity.
In 1995, these costs exceeded $8.3 billion.11 More-
over, 1 in 4 children in the United States witness
parental IPV during their lifetime and approxi-
mately 1 of every 15 children witness episodes on a
yearly basis.12 The impact of IPV on the health and
mental well-being of survivors and children is sig-
nificant and long-lasting (Table 1)13–18, and there
are negative impacts on the perpetrator.19–21

The United States Preventive Task Force rec-
ommends screening women of childbearing age for
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IPV victimization based on evidence of the effec-
tiveness of screening and of the lack of harm.22

However, there has been only limited research con-
ducted on the potential benefits and harms of
screening men for IPV perpetration. Although men
are also victims of IPV, the majority of IPV perpe-
trators are men10,23 and these men often access the
health care system. According to prior studies, 13%
to 23% of male patients self-report having perpe-
trated IPV24–28 and 2 out of 3 male perpetrators
report seeing a regular doctor for routine care.28

Although men often do not disclose their abu-
sive behaviors during medical encounters, physi-
cians may become aware that their male patients
are IPV perpetrators in other ways, including dis-
closures by victims, documentation in medical re-
cords, and behavior directly disclosed or wit-

nessed.29,30 Screening protocols for perpetration of
IPV have been developed24–26,31 but, to our knowl-
edge, screening for IPV perpetration is not com-
monly practiced and has not been recommended by
any of the major medical societies.

The position article on violence issued by the
American Academy of Family Physicians states that
family physicians have a role both in recognizing
perpetration of IPV and in providing appropriate re-
ferrals.32 Despite this statement, there has been very
little research into this topic, leaving physicians un-
prepared to interact with male perpetrators of IPV.29

Pilot guidelines were developed by the Family Vio-
lence Prevention Fund (now known as Futures With-
out Violence), and other experts have offered their
guidance on this topic30,31,33–39, but these are often
based on expert opinion with limited evidence to

Table 1. Health Problems Associated with Intimate Partner Violence

Impact on Victim13,14 Associated with the following:
● Poor pregnancy outcomes
● Depression, post-traumatic stress disorder, and suicide
● Increased risk for job loss
● Increased mortality
● Chronic pain
● Neurologic symptoms (fainting, seizures)
● Gastrointestinal symptoms (eating disorders, irritable bowels)
● High blood pressure
● Gynecologic problems (pelvic pain, sexually transmitted

diseases)
Impact on Children Witnessing Intimate Partner

Violence at Home15,16,17,18
Associated with the following:

● Depression and anxiety
● Substance problems as adults
● Risky sexual behavior amongst adolescent girls
● Poor school performance
● Emotional and behavioral problems
● Poor overall health as adult (ACE studies)
● Somatic complaints such as headaches, sleep problems,

stomach aches
● Boys may be violent as adults and girls may not question

violence used against them as adults
Impact on Perpetrator19,20,21,28 Associated with the following:

● Regret and depression
● Poor job performance
● Incarceration and other legal problems
● Divorce and separation from family
● Physical injuries
● Substance abuse
● Psychiatric disease
● High-risk sexual behavior
● Insomnia
● Digestive problems

ACE, adverse childhood experiences.
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support them and have not, to our knowledge, been
formally evaluated. This review article attempts to
summarize the existing literature about what physicians
should do when they find themselves interacting with a
male patient who discloses IPV perpetration. Of note,
men may also be victims of IPV in heterosexual rela-
tionships and IPV perpetration exists in LGBTQ rela-
tionships, but these are beyond the scope of this review.
In addition, we do not discuss situations where a female
victim discloses IPV, in confidence, to a physician who
also cares for the male perpetrator, which is also beyond
the scope of this article.

Methods
For this review, we searched PubMed by using the terms
“intimate partner violence,” “male perpetration,” “do-
mestic violence,” and “guidelines” in multiple combina-
tions. (Figure 1). The abstracts of these articles were
reviewed and excluded if they were not in English, per-
tained only to victims of IPV, or were unrelated to

clinical medicine. The remaining articles were then re-
viewed with a focus on the assessment of IPV perpetra-
tion and recommendations with respect to intervention
with an IPV perpetrator. The reference sections of these
articles were reviewed to find additional references. A
total of 9 review articles or guidelines were identified
(Table 2). Common themes and recommendations were
identified and are summarized in Table 3. Additional
research was done as needed to support or refute the
recommendations or to provide additional background
information. Strength of evidence was not assessed, as
only a few of the recommendations, such as referring to
Batterer Intervention Program (BIP), were based on
existing research.

Assessment
The assessment of male IPV perpetration should only
occur if the male patient discloses the IPV perpetration
to the physician directly and should not be addressed if
the physician learns of the perpetration from the victim,

Figure 1. Flow diagram of the search strategy used to identify guidelines and review articles related to primary
care role in assessing and intervening with male perpetrators of intimate partner violence (IPV). The database
search queried PubMed database from January 1990 through July 2017.

1127 ar�cles iden�fied through 
PubMed database search

4 addi�onal ar�cles iden�fied 
through other sources
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9 Guidelines and Review 
ar�cles included 
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unless the victim specifically requests the physician to do
so. Physicians should be aware that some perpetrators
have a vested interest in creating the perception that
they are the victim and may falsely state that they have
been victimized or that their partner is to be blamed for
the behavior. The physician will often be unable deter-
mine the truth in these situations; hence, it is important
to seek consultation from an IPV specialist. Nonethe-
less, if a male patient discloses IPV perpetration, either
in requesting help or during the history taking, then the

physician should attempt to assess the following: the
impact of the IPV on the entire family; comorbidities,
such as substance abuse or mental illness; any immediate
threats of harm to the victim or children; and the per-
petrator’s readiness to change.

Impact of IPV on the Health of the Perpetrator, the
Victim, and Any Children
Physicians should explore the impact of IPV, both
past and present, on the perpetrator’s health.30,31,37

Table 2. Summary of Published Review Articles and Treatment Guidelines for Addressing Male Perpetration of
Intimate Partner Violence

Author/Year Purpose Description

Adams D, 199637 Recommendations Recommendations per expert in the field
Cronholm PF, 200634 Review Review article of existing literature
Hegarty et al, 201635 Review Recommendations per experts in the field
Ferris et al, 199736 Guidelines Guidelines for when physician cares for both victim

and perpetrator of intimate partner violence,
developed by 15-member expert panel

Ganley E, 199830 Recommendations Recommendations per expert in the field
Kimberg LS, 200831 Guidelines Pilot guidelines developed by expert panel for Futures

Without Violence (previously known at Family
Violence Prevention Fund)

Mintz HA, Cornett FW, 199739 Recommendations Recommendations per experts in the field
Gondolf, 199838 Recommendations Recommendations per expert in the field for mental

health providers
RACGP, 201433 Guidelines White paper per the Royal Australian College of

General Practitioners

Table 3. Summary of Recommendations for Family Medicine Physicians and Other Primary Care providers When
Assessing and Intervening with Male Perpetrators of Intimate Partner Violence in Primary Care Settings, from
Published Guidelines and Review Articles

Assessment
● Assess for perpetration, victimization, or both present31

● Assess for potential lethality and other potentially mandated reporting situations30,31,33–36,39

● Assess the impact of violence on health of perpetrator30,31,37

● Assess the Impact of violence on health of victim and children30,31,34,35,37

● Assess for readiness for change31,35

● Assess for co-morbidities that may impact care, such as substance abuse and mental illness31,34,35,36

● If providing care to both victim and perpetrator, consider possible risks and need to refer one to another provider31,34,35,36

Intervention
● Provide meaningful information about the harmful impact of intimate partner violence and the need for stop the

violence30,31,33–35,37–39

● Contact appropriate authorities and victim if safety is a concern30,31,35,36,39

● Refer to batterer intervention program or discuss with mental health specialist with expertise in intimate partner
violence30,31,33–35,37–39

● Address comorbid substance abuse and mental health issues31,33–36

● Avoid couples therapy30,33,34,36–39

● Consider need for temporary separation30,31 and other crisis-diffusing strategies30,31,38

● Provide motivational interviewing35

● Schedule regular follow-up30,31,33,34
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Although there is limited research on the health im-
pact of IPV perpetration on perpetrators, there are
some studies that do demonstrate health problems
associated with it, such as insomnia, chronic pain,
injuries, and mental health problems (Table 1).19–

21,28,40 It should be noted that the direction of asso-
ciation is not known; one could potentially contribute
to the other, or there could be additional factors
associated with IPV contributing to both.

Physicians should ask perpetrators of IPV if they
think the behavior is contributing to their health
problems. In addition, physicians should ask about
the health of the patient’s partner and any children
they may have, and if they think IPV has contrib-
uted to any of their health problems.30,31,33,34,37

This information may provide additional motiva-
tion for perpetrators to change their behavior, es-
pecially the potential impact it may have on any
children.18,41–44

Comorbidities
Physicians should assess male perpetrators for co-
morbid medical problems, such as substance abuse
and mental illness, both of which have been asso-
ciated with IPV perpetration.45–49 Although the
evidence does not suggest that substance abuse or
mental illness specifically causes IPV perpetration,
treatments to address IPV perpetration will be of
limited effectiveness if co-occurring substance
abuse and mental illness are not also addressed.46,49

Readiness for Change
The physician should assess readiness to change, as
this may dictate the possible intervention to be
provided.31,35 Physicians should specifically ask the
man if he has ever felt a need to change his behavior
and if he thinks his behavior is affecting his health or
that of his family members. Assessing his level of
readiness to change will help to determine if a patient
is ready to accept a referral to address his problem or

if he’s precontemplative and needs more education
about the impact of IPV perpetration.

Severity of Violence
Determining the severity of violence committed
from the perpetrator can be difficult, because
perpetrators often minimize or deny the vio-
lence.24,50,51 In addition, the abuser may consider
himself a victim or there may be bidirectional vio-
lence. Furthermore, the physician may lack train-
ing, validated assessment tools, and time to do the
assessment correctly. Nonetheless, the provider
should attempt to assess the perpetrator for lethal-
ity.30,31,35,38 Although screening tools have been
developed to assess the safety of victims of IPV in
the health care setting (Table 4),52 most have not
been designed for use with perpetrators of IPV.
Considerations include the following: How serious
have prior attacks been (eg, did they involve stran-
gulation or use of weapons?); Does the perpetrator
have imminent plans to hurt his partner and/or
children? or Has he made threats to harm them?;
and Does the perpetrator have access to a weapon?
In addition, because men who are abusive to their
partners are at increased risk for abusing and ne-
glecting their children,18 physicians should clarify
if there are children in the home and, if so, deter-
mine if they are at risk.31,34,

Intervention
Physicians should work to engage the perpetrator
in efforts to stop the IPV perpetration for a number
of reasons. These include improving the health and
safety of his intimate partner and any children,
stopping the cycle of violence by preventing any
children from becoming abusers as adults, avoiding
legal consequences of his actions, and improving
the health and well-being of the perpetrator him-
self.34 Discussing IPV perpetration as a health care
issue and expressing concern for the health and

Table 4. Risk Factors for Femicide in Intimate Partner Violence52

● Perpetrator’s access to gun
● Perpetrator’s previous threats with a weapon or threats to kill
● Recent estrangement from a controlling partner
● Worse incident of abuse triggered by victim leaving abuser for another partner or by abuser’s jealousy
● Perpetrator using illicit drugs
● Perpetrators threats of suicide
● Stalking behavior
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well-being of the perpetrator allow the physician to
encourage change in a nonjudgmental manner.31

The physician can potentially build a therapeutic
alliance with that part of the male perpetrator that
wants a better life for himself and his family, which
at the same time may allow the physician to address
any denial or minimization.35,53

Providing Education
Getting the individual to realize that IPV perpetra-
tion is a problem for which they are responsible is
a necessary step in changing behavior.30,31,35,37,38

While not wanting to alienate the perpetrator, the
physician should hold the perpetrator responsible
for his actions and offer him support in ending the
abusive behavior.30,36,38 The abuser may blame his
violence on outside influences, such as alcohol,
stress, his partner, or an abusive childhood, but the
physician should state clearly that the choice to use
violence is ultimately his choice and is not accept-
able. Some practitioners have found that this mes-
sage is received less defensively when the focus is
on the abusive action and not the person himself
but that the abuse will not likely stop on its own
without some intervention.30,35 Physicians should
provide expert information about the considerable
damaging effects of IPV on victims, children, and
the perpetrators themselves (Table 1). Discussing
the impact of IPV on any children may be partic-
ularly important in influencing a male perpetrator’s
behavior, as recent studies indicate that men do not
want their children to be in fear or to be impacted
because of witnessing IPV.41–44

Addressing the Safety of the Victim and Mandating
Reporting
Physicians must be aware of their legal and ethical
responsibilities to warn victims of violence (duty to
warn) when there is a clear and present dan-
ger.30,31,35,36,38,39 In addition, physicians need to
know the state mandatory reporting laws that ap-
ply, especially if there is concern about lethality.
Concerns about lethality may require mental health
commitment or law enforcement involvement. Le-
gal precedents for duty to warn, mandating report-
ing, law enforcement interventions, and mental
health commitments vary from state to state, hence
Ganley30 and Kimberg,31 who addressed this issue
most comprehensively, were unable to give specific
recommendations but stressed the need to be fa-
miliar with local laws and clinic policies. If no

policies exist, then Ganley30 stressed the need to
develop them. Legal departments, state medical
societies, and local experts in IPV can be consulted
to clarify local reporting responsibilities.

In situations where there is not a clear safety
issue that requires reaching out to the victim, the
Family Violence Prevention Fund pilot guide-
lines31 recommended that physicians request per-
mission from the perpetrator to contact the victim
to provide safety information, but this is not dis-
cussed in any other references except for Gon-
dolf,38 who, when discussing this for mental health
providers, states that their reaching out to the vic-
tim can result in possible retaliatory violence on the
part of the abuser. Hence, physicians should seek
counsel with someone with expertise in IPV before
attempting to reach out to the victim.

Providing safety for the victim becomes more
complicated when the physician is providing care
for both the victim and abuser.31,33,35,36 Possible
problems that may arise include, but are not limited
to, increased risk of violence directed at the victim
if the physician inadvertently discloses private in-
formation to the perpetrator or the perpetrator
becomes emboldened and increases his violence
because the physician fails to address it in an ap-
propriate manner. If caring for both the victim and
perpetrator, maintaining confidentiality is critical
and the physician’s care must not be influenced by
the abuser’s minimizing of the violence. The Royal
Australian College of General Practitioners does
not recommend that the same physician care for
both victim and perpetrator,33 whereas other ex-
perts believe that it can be done if proper precau-
tions are taken.36 If caring for both the victim and
the perpetrator, the physician should consult with
an IPV expert to determine if one member of the
couple should be referred to another physician and,
if so, how best to proceed with the referral.

Time Outs and De-Escalation Strategies
Physicians might explore options with IPV perpe-
trators that could help them refrain from the harm-
ful behaviors while they await more comprehensive
treatment30,31,38, ideally from an abuse interven-
tion program or BIP, as discussed below. In the
interim and with proper precautions, techniques
such as taking “time outs,” which temporarily sep-
arate an abuser from the victim in times of crisis
and are often used in BIPs, may help decrease the
abusive behavior while the patient pursues more
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comprehensive care.30,31,38 Dobash et al54 recog-
nize the contribution that violence-avoidance strat-
egies have in reducing physical violence, but there
is a lack of evidence that these strategies have an
impact on emotional or sexual abuse.55 In addition,
they are untested in the primary care settings, and
prior studies have shown that physicians have dif-
ficulty determining whether or when couples
should separate.29,56 Hence, for these reasons as
well, there is need for physicians to collaborate with
an IPV expert to help craft such strategies.

Referrals
Batterer Intervention Programs
Expert guidelines consistently state that BIPs are
the best resource to which to refer men who per-
petrate IPV.30,31,33–35,37–39 BIPs generally use a
group approach, are at least 24 weeks in duration,
provide education rather than psychotherapy, and
have consistent procedures for assessing danger-
ousness and protecting victims.37,38 It should be
noted that such programs often do not refer to
themselves as “batterer intervention programs” be-
cause of the potentially negative associations of the
term. The state of Massachusetts, for instance, has
changed the name of such programs to “Intimate
Partner Abuse Education Programs,” and individ-
ual programs may use names that do not contain
any specific reference to IPV perpetration, focusing
instead on healthy relationships. This may help
reduce the negative associations patients experience
when thinking about going to a BIP. Local domes-
tic violence programs that work with victims may
be the best resource for locating such programs if
the provider is unfamiliar with them.37,38

Although some studies have questioned the ef-
fectiveness of BIPs57,58, other studies have found
BIPs effective in reducing IPV perpetration.49,59,60

The variation in these findings may be related to
the variation in BIPs themselves, as well as to the
difficulty in measuring rates of IPV perpetration
and in assessing completion of a BIP program, the
latter of which is often impacted by factors such as
history of incarceration, substance abuse, and em-
ployment status.60 Aldorondo60 found that if one
controls for completion of BIPs or looks specifi-
cally at randomized controlled experiments, then
BIPs are associated with a significant reduction in
the rates of IPV perpetration.

Substance Abuse and Mental Health
In addition to attending BIPs, men should also
receive appropriate referrals and treatment for sub-
stance abuse or mental health problems if these are
co-occurring problems.31,33–38 This treatment will
likely require a separate referral, although there is
increased research that explores combining sub-
stance abuse therapy with a BIP as part of a com-
prehensive program.45 Hagerty et al35 maintain
that if a man is unwilling to accept a referral to a
BIP, then a referral he will accept to address either
substance abuse or mental health issues may be a
helpful start. Ideally, the mental health or sub-
stance abuse provider should also be trained to
address issues related to IPV, and physicians should
not assume that a particular mental health provider
is trained to handle domestic violence cases any
more than they would assume a general practitio-
ner has expertise in treating cancer.37 Hence, phy-
sicians should consider contacting their local do-
mestic violence programs or BIPs for suggestions
about local mental health providers with expertise
in both IPV and comorbid mental health and/or
substance abuse issues.

Experts in domestic violence strongly advise
against referring a couple in an abusive relationship
to couples therapy, unless the therapist has special
training in IPV or the batterer has stopped com-
mitting violence.30,33,34,36–39 Reasons to avoid re-
ferring to couples therapy include, but are not lim-
ited to, its potential to place the victim at further
risk for abuse should she disclose or discuss her
partner’s abuse to the therapist or it may reinforce
the perpetrator’s perception that his partner is re-
sponsible for his violence or somehow shares re-
sponsibility for ending it.

Motivational Interviewing
Motivational interviewing has been suggested as an
intervention for perpetrators of IPV who are not
yet ready to accept referrals to a BIP.35 Motiva-
tional interviewing is defined as a goal-oriented,
client-centered counseling style for eliciting behav-
ior change by helping clients to explore and resolve
ambivalence.61 It is a form of “brief intervention,”
referring to a patient-health care provider interac-
tion that lasts from 5 minutes to 30 minutes during
a clinical session.62 For those men not ready to
change their behavior, a brief motivational inter-
viewing session in the clinical setting may be a way
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of moving them closer to doing so. An example of
motivational interviewing could involve asking the
patient, “On a scale of 1 to 10, where 1 is not at all
ready and 10 is extremely ready, how ready are you
to seek help for your violence?” If, for example, the
patient replies “3,” the provider might say, “And
why do you say 3 and not a 2?” This allows the
patient an opportunity to give his own reasons for
making changes.

For those men ready to accept a referral to BIPs,
research has shown that brief motivational interview-
ing improved attendance and treatment compliance
among men enrolled in BIPs.63,64 Although brief mo-
tivational interviewing to address adolescent dating
abuse has been explored in the emergency depart-
ment setting,65,66 to our knowledge, brief motiva-
tional interviewing to address perpetration of IPV in
primary care settings has yet to be explored.

Regular Follow-Up
Abusive behavior does not resolve after a single
intervention; hence, it is recommended that there
be regular follow-up with the male perpetrator to
continue to support the man’s acceptance of refer-
ral to a BIP, to provide ongoing education, to
monitor the impact of IPV perpetration on the
abuser’s health, and to monitor for safety.30,31,33,35

Future Research
There is a general paucity of research exploring the
role of the health care system in addressing IPV
perpetration. Research is needed to explore
whether validated screening tools would be helpful,
as well as to explore the potential negative impact
of screening for IPV perpetration, specifically in
terms of the impact on victims of IPV and on
physician-patient relations. In addition, research is
needed to better understand the health impact of
IPV on the perpetrator and to learn what specific
teaching points would be most useful for changing
a perpetrator’s behavior. Further research is also
needed to explore interventions for IPV perpetra-
tion in the primary care setting, including the pos-
sible role of brief motivational interviewing. Phy-
sicians also need clear guidance about mandated
reporting and how to handle situations when they
are caring for both the victim and abuser.

Conclusions
Physicians need to be aware that their male patients
may be perpetrators of IPV. If a male patient dis-

closes IPV perpetration, physicians should assess for
lethality, impact of violence on the health of the
family, readiness to change, and comorbid medical
conditions that could impact treatment, such as sub-
stance abuse and mental illness. Experts agree that
referrals to a BIP should be the primary intervention.
If there are no locally available BIPs, or the patient is
unwilling to go, then a physician should refer the
abuser to a therapist who has been trained specifically
to work with IPV perpetrators. In addition, physicians
should be prepared to offer education about the neg-
ative impact of IPV on the victim, on any children,
and on the abuser himself. Physicians should address
any untreated substance abuse or mental health issues.
Referral to couples therapy should generally be
avoided. Physicians should continue to have regular
follow-up with their male patients to support them in
changing their behavior. Further research is needed
to assess the role the health care system can have in
preventing IPV perpetration.

To see this article online, please go to: http://jabfm.org/content/
31/4/635.full.
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