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Introduction 

The aim of this Evidence Scope is to collate the available evidence to support 

social work practice with people who have care and support needs and are 

experiencing coercive control. It makes reference to academic literature, 

government policy and practice evidence, and in particular we have included the 

voices of survivors of domestic abuse. 

This Evidence Scope is supported by a number of additional guidance sheets, 

which can all be found on the coercive control website:  

http://coercivecontrol.ripfa.org.uk/overarching-resources/  

These include: 

 Guidance Sheet One: Law and Policy Summary (Pike, 2016) 

 Guidance Sheet Two: Mental capacity and coercion – what does the law 

say? (Pike, 2016a) 

 Guidance Sheet Three: What works? Evidence based interventions to 

prevent and respond to domestic abuse (Ingram, 2016a) 

 Guidance Sheet Four: The experience of people with social care needs 

(Ingram, 2016b). 

 

Methodology 

There are an increasing number of systematic reviews of the evidence base in 

relation to domestic abuse in general and in the lives of people with care and 

support needs. This document draws together key strands of the evidence 

identified in those studies, where possible relating to a UK context. These have 

been illustrated with more detail from the relevant studies. Criteria applied to the 

studies used included relevance, sound methodology and coherence. A common 

finding of the systematic reviews is a lack of large, methodologically sound 

studies that would enable greater understanding of key issues. The field contains 

many methodologically sound small scale studies. These and some ‘grey 

literature’ have been used to illustrate points where no peer reviewed research 

was available.  

  

http://coercivecontrol.ripfa.org.uk/
http://coercivecontrol.ripfa.org.uk/overarching-resources/
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What is coercive control? (and how does it relate to domestic abuse?) 

Government guidance in relation to coercive control (see Law and Policy 

Summary (Pike, 2016)) lists behaviours perpetrated by one person against 

another with whom they have an intimate or family relationship. These 

behaviours are not limited to the context of domestic abuse.  

Coercive control is exercised in situations where the behaviour of an individual or 

a group is being shaped into conformity to the wishes of another person or 

group. It has been studied in relation to the behaviour of hostage takers towards 

hostages, and prisoner of war camp guards towards prisoners. As described 

below, the formal relationship between the person exercising coercive control 

and the person on the receiving end in hostage or prison situations is very 

different to that of domestic abuse. However, the evidence states that 

recognising the similarity provides good insight into the behaviour of 

perpetrators and the impact of domestic abuse on victims/survivors. Such 

insight, for example, forms a basis for successful programmes that decrease 

abusive behaviour by domestic abuse perpetrators. 

The sociologist Gilbraith (1983) described coercive, compensatory and 

conditioned power. Coercive power is used to inflict unpleasant or painful 

consequences on a person acting on their own choices so that they ‘choose’ to 

follow the preferences of the person inflicting harm rather than their own. 

Compensatory power wins submission by the offer of a reward and conditioned 

power is exercised by changing a person’s belief e.g. through education or 

persuasion so that the person believes that behaviours they are carrying out 

stem from their own belief system rather than being imposed by the person who 

has influenced them.  

Biderman (1957) created eight categories of behaviour that were used by male 

interrogators to force male prisoners of war to comply with their demands. The 

behaviours described are;  

 creating isolation 

 monopolisation of perception 

 induced exhaustion and disability  

 threats 

 occasional indulgences 

 demonstrating omniscience and omnipotence 

 degradation 

 enforced trivial demands.  

Each tactic is used as part of a package to create fear, break down a person’s 

sense of themselves and their ability to resist and ultimately to co-opt that 

person’s sense of self and agency so that they behave in the way the perpetrator 

wishes.  

http://coercivecontrol.ripfa.org.uk/
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Biderman’s work was amongst that collated by Amnesty International together 

with the accounts of victims of torture and used to propose a theory of how 

physical and psychological stress is deliberately induced; 

‘to erode (that) morale by destroying whatever props the individual has for his 

mental integrity. 

The victim, by being deprived in the process of debilitation of food, sleep and 

human contact by his torturer, becomes paradoxically dependent on his torturer 

for these things. … Occasional unpredictable brief respites, when among other 

things the torturer becomes a sympathetic listener, make the victim feel 

obligated towards him.’ (ibid) 

The paragraph below is taken from the Home Office 2015 Guidance on coercive 

and controlling behaviour.  

Examples of types of controlling and coercive behaviour 

The types of behaviour associated with coercion or control may or may not 

constitute a criminal offence in their own right. 

However, it is important to remember that the presence of controlling or coercive 

behaviour does not mean that no other offence has been committed or cannot be 

charged.  

The perpetrator may limit space for action and exhibit a story of ownership and 

entitlement over the victim.  

Such behaviours might include (this is not an exhaustive list):  

 isolating a person from their friends and family 

 taking control over aspects of their everyday life, such as where they can 

go, who they can see, what to wear and when they can sleep 

 monitoring their time 

 monitoring a person via online communication tools or using spyware 

 depriving them of their basic needs 

 depriving them of access to support services, such as specialist support or 

medical services 

 financial abuse including control of finances, such as only allowing a 

person a punitive allowance 

 preventing a person from having access to transport or from working 

 repeatedly putting them down such as telling them they are worthless 

 enforcing rules and activity which humiliate, degrade or dehumanise the 

victim 

 forcing the victim to take part in criminal activity such as shoplifting, 

neglect or abuse of children to encourage self-blame and prevent 

disclosure to authorities 

 threats to hurt or kill 

http://coercivecontrol.ripfa.org.uk/
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 threats to a child 

 threats to reveal or publish private information (e.g. threatening to ‘out’ 

someone) 

 assault 

 criminal damage (such as destruction of household goods) 

 rape. 

The understanding of the role of coercive control within domestic abuse arose 

initially from work to support individual women experiencing domestic violence. 

Key questions that arose in that context were: 

 How best to support women to live more safely?  

 How best to enable women to recover from abuse?  

 Why do women return to abusive partners? 

(Stark, 2007) 

The Duluth Domestic Violence Intervention Project in Minnesota USA, took 

concepts from the work of the sociologist Gilbraith and Biderman. The resulting 

and widely used Duluth ‘Power and Control’ wheel describes behaviours used by 

perpetrators of domestic abuse. In England Hammersmith and Fulham’s 

Domestic Violence Project and Leeds Inter-Agency Project Women and Violence 

made a direct adaptation of Biderman’s eight categories in a similar format 

(Tara-Chand, 1993).  

These models propose that the behaviour of perpetrators of domestic abuse 

follows similar patterns to those used in torture. This approach has been 

validated by research. Lehmann et al, (2012) interviewed more than two 

thousand women using domestic abuse refuges/shelters in the USA about their 

experience of coercive and controlling behaviours. They identified ten clusters of 

coercive and controlling behaviours that can be reliably used to identify coercive 

control; physical, sexual, financial and emotional violence, use of privilege, 

threats, intimidation, minimising and denying, blaming and isolation. 

http://coercivecontrol.ripfa.org.uk/


 

 

 

http://coercivecontrol.ripfa.org.uk/   Page | 6  

 

 

 

The work of Evan Stark has been particularly influential in development of the 

criminalisation of coercive control under the Serious Crimes Act 2015. Stark 

(2007) proposes that the use of coercive control marks the fundamental 

difference between domestic abuse, which uses coercive control, and 

situational abuse which does not. The idea that some people use violence 

within domestic and family relationships but do not use it as a tactic of coercive 

control is supported by research that has explored the meaning of the violence 

reported within large scale anonymous surveys such as the Crime Survey for 

England and Wales (CSEW), Scottish Crime and Justice Survey (SCJS) and the 

National Family Violence Survey (USA). Dobash and Dobash (2004) Williams et 

al, (2009). 

Where coercive control is being used within a relationship, violence is one of the 

behaviours that may be used to create control. Because other forms of abuse can 

also be used to create control (e.g. sexual assault and financial abuse) not all 

situations of domestic abuse will be characterised by the use of physical 

violence; conversely not all relationships where there is physical violence are 

relationships where one person has power and control over the behaviour of the 

other. Where coercive control is taking place all forms of individual power may be 

used together with tactics that undermine psychological and physical resistance.  

Figure 1. Power and Control wheel based on Biderman (1957) and adapted from Duluth by Leeds 
Inter-Agency Project (1993). 

http://coercivecontrol.ripfa.org.uk/
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People subjected to coercive control commonly attempt to stop or minimise the 

abuse from within their relationship with the perpetrator. This usually means that 

the victim changes their own behaviour.  

‘He had got what he wanted by doing that. And OK he’d only have to do it 

occasionally, but then I was living with this constant watchfulness, anxiety, you 

know, self-regulation, and I would do anything to make sure that couldn’t 

happen. But at the same time there was nothing I could do to make sure it 

couldn’t happen, because it was so random. (Jennifer) (Pain, 2014:15) 

Perpetrators also tell their victims that they are to blame: 

‘I was shocked, I was so scared but most of all he made me feel it was all my 

fault, it was me, I didn’t know anything, I wasn’t behaving right’ (Nina) (ibid) 

A key impact of the behaviours of coercive control can be the internalisation of 

this message and the transfer of the sense of responsibility for the abuse to the 

victim/survivor; 

‘I almost couldn’t believe it was happening... I felt there must be a way I could 

stop it... I seemed to think it must be me as well, there’s something I’m doing 

wrong and there must be a way I can explain to her and make her believe me.’ 

(Petunia) (ibid) 

High levels of shame and humiliation are also common feelings of domestic 

abuse and torture survivors. This can be as a direct result of degrading 

behaviours they have been forced into carrying out (Stark, 2007; Quiroga and 

Jaranson, 2005) as well as a sense of shame from not having been able to stop 

the abuse. Others may have been coerced into behaving against their own moral, 

cultural or religious beliefs or may be ashamed of not being able to protect 

others they love – including children and pets. These feelings can become 

internalised as a belief that ‘this is what I deserve’ and prevent survivors from 

seeking help.  

These responses are the normal human responses to the experience of coercive 

control. Within this model it is coercive control, not physical violence, that is the 

fundamental glue that entraps people in abusive relationships.  

Gender and domestic abuse 

There has been considerable controversy as to whether or not domestic abuse is 

gendered. Both women and men report using physical force in intimate 

relationships to surveys such as the CSEW. This is supported by analysis of the 

gender of the alleged perpetrator in reported crimes (Smith et al, 2012; Williams 

et al, 2009). On this basis some research reviews conclude that domestic abuse 

is not gendered (Dixon and Graham-Kevan, 2011).  

http://coercivecontrol.ripfa.org.uk/
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Johnson (2008) has proposed that statistics about violence which use intimate 

relationships count three types of violence;  

 Situational violence, used where there is no context of domestic abuse  

 Domestic terrorism, violence used in the context of perpetrating domestic 

abuse and  

 Violent resistance, used to defend oneself from domestic abuse.  

The new law on coercive control creates a distinction between violence used to 

perpetrate domestic abuse and other violence taking place within intimate and 

family relationships. It also enables prosecution of domestic abuse where 

physical violence is not a visible source of power and control. 

Johnson (2008) and Stark (2007) propose that more women than men 

experience violence within the context of domestic abuse, used as part of a 

pattern of coercive control. This view is supported by evidence that there are key 

differences in the nature and impact of violence reported by men and women. 

For example,  

 Similar numbers of men and women report ‘something being thrown at 

them’, but women are five times more likely to have been threatened by 

their partner (Williams et al, 2009). 

 18.6%-20% of women report being sexually assaulted within the context 

of partner and family abuse, whilst the equivalent figure for men is 2.5-

3% (Smith et al, 2012; Williams et al, 2009).  

Key differences have been found in research about the nature of violence 

perpetrated by men and women. 

 Male perpetrators are responsible for greater numbers of violent incidents 

than female perpetrators (Hester, 2009) 

 Violence used by men towards women has been found to have more 

serious consequences than for men experiencing physical abuse from 

women (Williams et al, 2009, Hester, 2009).  

 The mental health consequences of domestic abuse appear to be more 

common for women (Scott et al, 2015).  

Other figures relevant to the issue of gender and domestic abuse are the 

numbers of men and women killed by intimate (ex)-partners or family members. 

Recent statistics about the context or the relationship between the perpetrator 

and victim of crimes of murder and manslaughter in England and Wales are not 

published (CPS, 2016). However, it is estimated that one hundred women are 

killed each year by a partner or ex-partner (2 per week) (Berry et al, 2014). 

Since 1995, of people who have been murdered, about 50% of the women 

murdered and 12% of the men were killed by their partner or ex-partner (NICE, 

2014). 

http://coercivecontrol.ripfa.org.uk/
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Based on the evidence, the conclusion reached by international and UK policy 

makers is that domestic abuse is a gendered issue that is in general perpetrated 

by men towards women (NICE, 2014; Mallender et al, 2013; Cabinet Office, 

2011; World Health Organisation, 2010; Walby et al, 2010). 

This does not mean that women cannot be the perpetrators of domestic abuse 

towards men or women or that some men are not experiencing domestic abuse 

from a man or a woman. UK surveys found that the prevalence of domestic 

abuse in intimate LGBT relationships usually mirrors that in heterosexual 

relationships, with approximately one in four to one in three individuals in LGBT 

relationships experiencing domestic abuse at some point (Berry et al, 2014).  

Feminist models propose that the high levels of gender inequality in domestic 

abuse exist because coercive control is used within intimate personal 

relationships to enforce inequality between men and women within families and 

households.  

‘Partner violence has at its core a household gender regime … in which men 

expect to have the final say, set the terms of the relationship and how women 

and children are to behave.’ (Kelly and Westmarland, 2015) 

Evidence to support these models include a factor analysis across interviews with 

757 adults which identified nine areas in which perpetrators of domestic abuse 

sought control (Dutton et al, 2005). These were;  

 Personal activities/appearance 

 Support/social life/family  

 Household, work/economic resources  

 Health 

 Intimate relationship 

 Legal 

 Immigration  

 Children/parenting.  

Liz Kelly et al (Kelly et al, 2014; Kelly and Westmarland, 2015), using Eva 

Lungens’s concept of ‘space for action’ (Lungren, 1998) found that women 

described their violent partners as trying to control four aspects of their life; 

everyday household work and childcare, relations with others, freedom of 

movement and emotional life. The researchers used these areas to design a tool 

for use in the UK to assess the level of coercive control being used in a 

relationship (CCUK). A study of women’s experiences of intimate partner violence 

in Pakistan found that power was used to control the same areas of life (Ali et al, 

2015). 

Feminist ecological models (see Petkova, 2016) also provide an explanation as to 

why domestic abuse is such an enduring social problem. Where the coercively 

controlling behaviours of an individual are reinforced by social and cultural beliefs 

http://coercivecontrol.ripfa.org.uk/
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(for example that a good husband should control the behaviour of his wife) and 

where social structures (for example divorce laws) prevent a person leaving an 

abusive relationship, abuse is more likely to continue. The evidence is that, 

whilst the details vary across cultures and income levels, barriers to living 

independently and to holding equal power with men within their families and 

households are experienced by women across the world (World Health 

Organisation, 2005). 

Domestic abuse is both a symptom and cause of inequality between men and 

women. The use of coercive control by individuals in relationships limits the other 

person’s rights within her home and family and also contributes to limiting her 

human rights within society as a whole (Fulu et al, 2013). 

Ecological models propose that, because social values and the response of 

organisations to domestic abuse are key in maintaining domestic abuse, 

changing the response of social institutions (such as Local Government and the 

Police) to domestic abuse can be key to individuals leaving abusive relationships 

and also support prevention (see Guidance Sheet Three: What works? [Ingram, 

2016a]).  

Whilst the primary source of inequality creating domestic abuse is that between 

men and women, there are many other inequalities that can influence a 

relationship. Intersectionality (Crenshaw, 1991) refers to how inequalities are 

expressed in specific cultures and social contexts, creating specific barriers that 

constrain the survivor within those relationships AND how other sources of 

inequality can influence that relationship. For example, domestic abuse between 

a white English man living in the UK and a Malaysian man who is a Muslim with 

limited English, no work permit and no right to remain in the UK will be 

substantially affected by the latter’s lack of recourse to public funds. It may also 

be influenced by factors including: 

 homophobia 

 a lack of belief from professionals 

 a lack of cultural literacy in relation to both Gay and Malaysian culture 

(and law) 

 a lack of legal literacy in relation to migrants affected by domestic abuse  

 a lack of geographical proximity to one of the services for men who have 

experienced domestic abuse.  

Consideration of inequalities in a relationship is an important aspect of 

responding to domestic abuse in an effective and sensitive way. 

  

http://coercivecontrol.ripfa.org.uk/
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The impact of coercive control 

Coercive control causes significant harm. There is evidence from Domestic 

Homicide Reviews (DHRs) that extreme jealousy and gender control are high risk 

indicators (Regan et al, 2007). It is likely that domestic abuse makes a 

significant contribution to the ill health and premature death of women (Ingram, 

2016).  

There are substantial similarities between the impact of coercive control used in 

different contexts. However, the details of the behaviour and its meaning both to 

the perpetrator and to the victim can be specific to the social and cultural context 

and to aspects of their individual personalities and relationship (Amnesty 

International, 1973; Quiroga and Jaranson, 2005; Siddiqui et al, 2008; Rich, 

2014). 

The experience of domestic violence has an evidenced negative impact on 

physical and mental health (World Health Organisation, 2005; Campbell, 2002; 

NICE, 2014). The impacts are very similar to those evidenced for victims of 

torture (Quiroga and Jaranson, 2005). Domestic abuse can cause health and 

social care needs (McGarry and Simpson, 2011).  

Physical impacts include disability, chronic pain, gastrointestinal, and 

gynaecological signs including sexually-transmitted diseases (Campbell, 2002; 

NICE, 2014).  

‘He was extremely abusive and he put me into the hospital quite few times. The 

consequences on my health now [. . .] I have had a major bone problems, and I 

had to have an operation on my spine, and I am questioning whether that was to 

do with the beatings. I’ve got arthritis and I had a lots of broken bones when he 

was doing this, so whether that impacted [. . .] I’m sure that this possibly did 

impact up on me now [. . .] Like now I can hardly walk, and I have to go in a 

wheel chair to go about’ (Participant 1: 63 years) (McGarry and Simpson, 2011: 

295). 

‘I’m waiting for a hearing aid and now [. . .] I got severely bashed on my ear, 

and I’m told that I can’t hear at all in this ear, and I’ve been told that it is 

perforated eardrum’ (Participant 8: 76 years) (ibid: 295). 

Studies of women who have experienced domestic abuse also find that they 

experience significantly higher levels of depression, Post-Traumatic Stress 

Disorder (PTSD), anxiety, suicide attempts and serious mental health conditions 

such as schizophrenia and bi-polar disorder (Golding, 1999; Greater London 

Domestic Abuse Project, 2008).  

Not all abuse survivors experience problems with their mental health, however 

studies of people with mental health distress find that a very large percentage of 

women who use mental health services have experienced domestic abuse 

http://coercivecontrol.ripfa.org.uk/
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(Warshaw, 2003). The research project “Responding Effectively to Violence and 

Abuse” (REVA) (Scott et al, 2015) concluded that there is an extremely strong 

relationship between partner violence and poor mental health. It also provides 

support for the idea that coercive control plays a significant role in the negative 

impact of domestic abuse. Other research evidence confirms that coercive control 

is likely to play a key role causing survivors to develop poor mental health (Jones 

et al, 2001; Mechanic et al, 2008). 

For both torture and domestic abuse survivors, the incidents that appear to 

create long-term damage to sense of self and self-esteem are those where the 

perpetrator succeeds in colonising the person’s sense of self and/or when the 

survivor acquiesces to the extent that they act against their own values and 

beliefs or cause harm to others they love (Herman, 1992; Dutton, 2009; Quiroga 

and Jaranson, 2005; Biderman, 1957).  

A large proportion of women who seek help for the problematic use of prescribed 

medication, alcohol or other substances have experience of abuse. The use of 

alcohol and other drugs may be part of a coping strategy for living with abuse or 

behaviour encouraged by a perpetrator and can lead to dependency (AVA Toolkit, 

2013; Campbell, 2002). 

Women with drug and alcohol issues made up 10.24% of women using Women’s 

Aids’ community based services and 9.76% of women in refuge accommodation 

in 2015 (Women’s Aid, 2016). In the REVA groups, women and men who have 

experienced extensive violence and abuse are more than twice as likely to be 

dependent on illegal drugs and to be smokers as those with little such 

experience. Alcohol dependence was also more common amongst people in the 

two ‘extensive violence’ groups. 38% of people in the ‘extensive physical and 

sexual violence’ group had a problematic pattern of alcohol consumption (Scott 

et al, 2015). These behaviours can in themselves create disability and ill-health. 

How does abuse impact on mental health? 

Some theories propose that the impact of abuse on mental health can be 

attributed to complex post-traumatic stress, the result of repeated trauma 

events whose impact compounds over time (Herman, 1992). Complex PTSD will 

be recognised as a mental health diagnosis in the USA in 2017 (DSM-V).  

 

Others propose that the biology of stress explains the mechanism for many of 

the physical and mental health impacts of abuse (Johansson et al, 2013). 

‘Emotional labour’ refers to work that requires the management of emotion to 

create a publicly observable facial and bodily display (Hochschild, 1983) such as 

nursing (and social work). Research shows that emotional labour may have 

negative health consequences if such work involves ‘surface acting’ (Savitch et 

al, 2015; Mann, 2005) for example, in relation to stress and anxiety, depression 

and feelings of lack of authenticity (Erikson and Grove, 2008). Complying with 

http://coercivecontrol.ripfa.org.uk/
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the demands of another within day-to-day domestic life creates a similar 

situation of having to hide one’s own thoughts and feelings. Furthermore, within 

abusive situations those demands are made in the context of fear and potential 

punishment for non-compliance.  

 

A further explanation is that the techniques of coercive control, as evidenced in 

studies of torture, will cause the majority of human beings to involuntarily adapt 

their feelings, thoughts and behaviour to comply with the demands of the 

perpetrators, in order to survive (Quiroga and Jaranson, 2005). Internalising the 

demands creates psychological dependency and entrapment which in turn make 

it hard to leave an abusive relationship. 

 

The response is natural and a product of human bio-psychology and adaptability. 

Most people, as described by Biderman (1957), develop conscious and 

unconscious strategies for survival that combine both resistance and compliance 

to the torturer’s demands. Despite this most survivors continue to actively resist 

coercive control, sometimes in ways that may be invisible outside the 

relationship or which may only be known to the survivor herself (Pain, 2014b; 

Allen et al, 2013). Accounts by survivors about the strategies they use to survive 

within coercive control in intimate relationships have been documented (Pain, 

2014; Kelly et al, 2013). 

http://coercivecontrol.ripfa.org.uk/
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The REVA project (Scott et al, 2015) 

The REVA project analysed the English Adult Psychiatric Morbidity Survey (APMS) and 

compared this to people’s experiences of abuse and violence. They categorised people 

into six groups. One group representing 76% of the population had no or little 

experience of violence or abuse. 

The project was able to compare levels of mental health issues experienced by the five 

groups who had experienced violence and abuse with the majority who had not.  

They found that violence and abuse has a very significant impact on mental health.  

The research identified a group equivalent to 1 in 25 of the adult population who have 

experienced extensive physical and sexual violence and an abuse history extending 

back to childhood. This group is predominantly (84%) women. More than half (52%) 

need assistance with two or more activities of daily living, compared with 17% in the 

group that has experienced little violence. 53% of the group were found to have a 

common mental health disorder (CMD) for example depression, anxiety or a phobia; 

17% of this group experienced three or more other mental health symptoms such as 

psychosis, (PTSD), eating disorders and 29% had attempted suicide. 

The project found that 1 in 50 of the population has experienced extensive physical 

violence and coercive control from a partner. They were also predominantly women 

(80%) and had very high levels (37%) of common mental disorder and 14% 

experience more than three mental health disorders. 12% had attempted suicide. 

Another group representing 10% of the adult population (60% of whom were female) 

had also experienced physical violence from partners that was judged to be less life 

threatening and with lower levels of coercive control (a third had been prevented from 

seeing family or friends). 27% of this group experienced CMD and only 5% had 

experienced three or more other mental health disorders. 
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The experience of people with care and support needs of domestic abuse 

There is increasing evidence and documentation of the experience of domestic 

abuse by people with care and support needs.  

The Women’s Aid Annual Survey of women using their services on a single day 

during 2015 found that 27.82% of the women using community-based services 

and 33.74% of those in refuge accommodation had mental health support needs; 

women with physical health support needs accounted for 5.29% of women using 

community-based services and 6.12% of those staying in refuges (Women’s Aid, 

2016). 

A literature review found that disabled women experience more domestic abuse 

than women without disabilities and more domestic abuse than disabled men. 

More disabled men experience domestic abuse than other men, with the risk to a 

disabled man being similar to that to women in general. There is insufficient 

evidence about whether these figures illustrate that abuse is more likely to be 

perpetrated against disabled people or whether abuse causes impairments, or 

both (Public Health England, 2015; Robinson-Whelen et al, 2010). 

Intersectionality, in this case the impact of the marginalisation of disabled and 

older people acting in addition to sexism, has been proposed as a reason why the 

levels of domestic abuse towards older women, disabled women and those using 

mental health services have not been widely documented or explored. Power and 

control models propose that disabled men experience a higher level of abuse 

than other men due to disabled men having less power in society than non-

disabled men (and some non-disabled women). 

Reports from those who have experienced domestic abuse suggest that 

behaviours used to exert coercive control at an individual level may exploit any 

dependency experienced by the person with care and support needs. The forms 

of coercive control and their impact may have commonalities across groups who 

face common barriers, such as older women. Barriers to participation in society 

such as physical accessibility and lack of accessible information also exist; for 

example women with learning disabilities report a low level of knowledge about 

refuge provision (McCarthy et al, 2015). This supports the entrapment of 

disabled people in abusive relationships. 

There is growing evidence that perpetrators of sexual and financial abuse of older 

women (and men) use coercive behaviours to gain and maintain power and 

control over them; furthermore it has been proposed that this may be the main 

form of elder abuse by other family and household members (Spangler and 

Brandl, 2007).The characterisation of elder abuse within households being 

primarily caused by ‘carers stress’ is being challenged (Ramsey-Klawsnik, 2000). 
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For further information, please see Guidance Sheet Four: The experience of 

people with care and support needs (Ingram, 2016b). 

Intervention with perpetrators 

There is an assumption that social work practice can be effective in changing 

family dynamics. Outcomes of case reviews held within Children’s Services have 

highlighted failures to identify the impact of domestic abuse on children and the 

risk that fathers who perpetrate domestic abuse pose directly to their children 

(Brandon et al, 2012) and a lack of social work engagement with fathers has 

been ‘problematised’. However, a model for successful engagement with men 

who are using coercive control that is safe for those they are controlling has not 

been offered.  

There is no clear evidence about effective work with perpetrators of coercive 

control outside of evidenced group programmes. Current guidance in relation to 

engaging with perpetrators emphasises the potential risk of workers who act 

outside a clear joint framework with other professionals increasing, rather than 

decreasing, risks to survivors and children (Agnew-Davies, undated).  

See Guidance Sheet Three: What works? For further details (Ingram, 2016a). 

  

http://coercivecontrol.ripfa.org.uk/


 

 

 

http://coercivecontrol.ripfa.org.uk/   Page | 17  

Key messages and practice tips 

 Coercive control causes significant harm.  

 Take time to understand the impact of coercive control on human 

psychology and behaviour. 

 Make any safeguarding enquiries and interventions on the basis that 

coercive control may be taking place. 

 People with care and support needs experience coercive control in intimate 

partnerships and family relationships. Half of all disabled women are likely 

to be experiencing domestic abuse. 

 Disability may be used against a person with care and support needs as 

part of coercive control. Avoid colluding by focusing on strengths rather 

than impairments and taking action to remove barriers. 

 Take time to understand the dynamics of coercive control and its impact 

on people with care and support needs (see Ingram, 2016b). 

 Use relevant tools to assess whether the dynamics of coercive control 

explains a safeguarding, or other, situation you are assessing. 

 Consider whether a person’s response to your position as a professional 

can be explained by their role as a perpetrator or survivor of coercive 

control. 

 Be alert for physical and mental health impacts of coercive control. 

 Routinely create opportunity for safe enquiry with people with care and 

support needs. 

 Have questions you feel comfortable asking that will enable adults at risk 

from domestic abuse to disclose to you. 

 Practice using the DASH RIC assessment so that you feel confident using it 

if you believe someone may be at high risk of harm from domestic abuse. 

 Read Guidance Sheet Three (Ingram, 2016a). Use and refer adults at risk 

to evidenced based interventions.  

 Do not challenge the use of coercive control by a perpetrator with them 

directly (on their own or with the couple) unless you have the relevant 

expertise and measures are in place for your own safety and those of the 

survivor/any children. 

 Maintain a good knowledge of local and national specialist resources for 

people at risk from domestic abuse. 

 Maintain your legal literacy in this area and seek advice about potential 

options. 
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