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Intimate partner violence is a major public health and human rights issue in South Africa. This violence tends to run in families and
generations, with little change over time and devastating consequences at individual, family and community levels. Understanding
the mechanisms for intergenerational transmission of violence may offer important clues for prevention and intervention to halt this
recurrence. Health professionals are well placed to identify patients at risk and intervene in families characterised by interpersonal violence.
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How does violence beget violence?

Intimate partner violence (IPV) is one of the most common forms of
violence against women and children worldwide.[1] Violence against
children, adolescents and women has similar consequences for
physical health, mental health and social functioning. Experiencing
multiple forms of violence in childhood and adolescence (e.g. child
maltreatment, exposure to IPV, bullying, dating violence) raises
the risk of trauma and other negative health and social outcomes
compared with experiencing just one form.[2] But why is it that
those who experience violence early in life are likely to repeat and
re-experience it, and why is it so difficult to change this trajectory?

Pertinent theories and concepts

Bandura’s social learning theory[3] has often been applied to studying
the intergenerational transmission of family violence and IPV.[4-6] This
theory posits that behaviours are often learnt from one’s environment,
and that the family system plays a pivotal role in tutoring. Children
inevitably mimic and learn interpersonal skills from their parents,
and this theory explains why children who grow up witnessing and
experiencing IPV are more likely to be either perpetrators or victims
later in their own relationships.[4] Children in these situations learn
that violence is normal, appropriate, inescapable and inevitable in
intimate relationships. Conflict tends to result in violence, aggression
is rewarded, and strong rationalisations for violent behaviour tend
to develop. The skills of effective and safe conflict resolution are not
acquired and violent conflict resolution is likely to be repeated with
no prosocial alternatives.
Bowlby’s attachment theory[7] emphasises that the initial relationship
between infant and caregiver serves as the foundation for an infant’s
mental health and all future attachment and relationships in life. For
children growing up in violent households, expectations of security
are shattered, as their protectors become their attackers and there is
nowhere to turn for help. If parents are not only the source of external
danger but are simultaneously absent in their duty to protect, those
you love become those you fear. This leads to great distress and an
inability to regulate overwhelming emotion.[8] People with a history
of child abuse expect others to be hostile, rejecting, and unavailable,
and they therefore respond to others in a way that is consistent
with their expectations or they behave in a manner that elicits these
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familiar responses in others.[7] This experience is the result of early
attachment relationships with abusive caregivers, as the parent-child
attachment relationship is the prototype for later relationships.[9] As
Bowlby states, ‘hurt people hurt people’. Attachment theory holds
that individuals who have experienced maltreatment or attachmentrelated difficulties are more likely to report problems with regard
to trust and closeness in subsequent relationships, and to express
hostility and anger towards others in a variety of ways.[10]
The mental health aspects of experiencing this violence should not
be underestimated. Those who are consistently exposed to violence
are likely to suffer from depression and post-traumatic stress disorder
(PTSD).[11,12] The concepts of re-enactment or repetition compulsion
are implicated in the intergenerational transmission of trauma,
which is the consequence of violence. Trauma tends to be repeated
on behavioural, emotional, physiological and neuro-endocrinological
levels and many traumatised people expose themselves, seemingly
compulsively, to situations reminiscent of the original trauma.[13]
These behavioural re-enactments are rarely consciously understood
to be related to earlier life experiences. Freud thought that the aim
of repetition was to gain mastery over the original trauma(s), but
clinical experience has shown that this rarely happens. Instead,
repetition causes further suffering for victims and/or for people
in their surroundings.[13] Reiker and Carmen[14] point out that
confrontations with violence challenge one’s most basic assumptions
about the self as invulnerable and intrinsically worthy, and about the
world as orderly, safe and just. After abuse, the victim’s view of the self
and the world can never be the same again: it must be reconstructed
to incorporate the abuse experience. Assuming responsibility for the
abuse/violence (‘it was my fault’) allows feelings of helplessness to be
replaced with an illusion of control. Children are even more likely
to blame themselves when they experience violence at the hands of
their loved ones. Anger directed against the self or others is typically a
central problem in the lives of people who have been violated. Reiker
and Carmen[14] conclude that this ‘acting out’ is seldom understood
by either victims or clinicians as being a repetitive re-enactment of
real events from the past.
These issues are framed by the concept of displaced aggression (Fig. 1).
Displaced aggression can occur when someone cannot aggress towards the
source of incitements or provocation, and instead takes it out on some-
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Fig. 1. Displaced aggression (courtesy of Kweykway
Consulting, Canada).

thing/someone else and behaves aggressively
towards another individual who had nothing
to do with the initial conflict. In other words,
when a violent partner with more power and
control aggresses towards you and you are not
able to meet that aggression in an equal manner, you take your anger to where you have
significant power and control and repeat what
was done to you. These cycles of aggression
are typical in homes defined by IPV. Victims
become perpetrators through frustration, with
inadequate conflict resolution skills, the inability to express anger in prosocial ways and have
legitimate and strong aggressive impulses.
All these concepts should be compre
hended within a context of continuous traumatic stress, which is described as the experience of repeated traumatic events (e.g. IPV)
against a background of ongoing danger
(e.g. community violence); therefore, the
threat is current and real; safety is difficult
to establish; there is a lack of trust in state
systems of protection and help; and there is
a threat to family and community networks
and systems.[15,16] Violent events are understood within this social construct and there
is an expectation that trauma is part of life
as opposed to an ‘unexpected’ event.[17] The
threat and ongoing reality of trauma affect
how people live and cope, both individually
and collectively. Violence and trauma are
therefore not only about the set of events
experienced, but are deeply ingrained in a
person’s history, identity, values and traditions.[18]

Clinical recommend
ations

Parents/caregivers are the primary sociali
sation agents involved in children’s emotional and social development. Children
learn by watching their parents/caregivers
and imitating their behaviour from infancy
through young adulthood. Poor parenting
skills are a key risk factor for child maltreatment. Parenting programmes that help
parents negotiate and learn safer discipline
strategies and conflict resolution skills are

indicated. Parents need alternatives to be
better role models for their children and
‘unlearn’ unhealthy behaviours. There is a
growing body of evidence to suggest that
these programmes are sustainable, feasible
and acceptable in low- and middle-income
contexts.[19] Parenting programmes also contribute to reducing family stress and maternal mental ill-health,[20] and improve parentchild attachment and relationships.[21]
Exploring mother-infant prenatal attachment is an important focus in understanding the intergenerational consequences of
trauma. Expectant mothers with a history
of interpersonal trauma report significantly
lower prenatal attachment development with
their unborn child than expectant mothers
with no such history.[22] Screening for violence
during pregnancy and intervening in ante
natal environments would have a great impact
on curbing the intergenerational transmission of violence and improving attachment
between mother and infant.
There is evidence of a direct relationship
between maternal functioning and child
behavioural functioning.[6] Therefore, interventions that decrease maternal mental health
problems can be expected to have a secondary
effect on the mental and behavioural functioning of their children. As mothers learn
to improve coping strategies, so do their children. Interestingly, this is a bi-directional relationship, with recent evidence suggesting that
cognitive behaviour therapy for child PTSD is
directly related to improvements in maternal
depressive symptoms.[23] Research indicates
that in the context of IPV, interventions for
children are more effective when their focus
is on the dyad of mother and child, instead
of child alone.[24] As such, treatment needs
to be focused on the maternal-child dyad for
optimum results, and improved attachment
for both.
Mental healthcare for those experiencing
violence is highly recommended, especially
trauma-focused cognitive behaviour therapy
that is recognised as the gold standard in trauma treatment.[25] Gaining control over one’s
current life, rather than repeating trauma in
action, mood or somatic states, is the goal of
treatment. In addition, helping patients consider ‘novel’ situations of safety in a relationship is a treatment goal, recognising that for
many of them novel stimuli can cause heightened arousal and for those already living
in states of heightened hyperarousal (those
with PTSD) this is to be avoided to manage
their anxiety. High arousal causes people to
engage in familiar behaviour, regardless of the
rewards. Many victims unconsciously choose
partners that are considered ‘normal’ to their
experience to avoid managing this dynamic.
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The ongoing risk of IPV is a formidable
obstacle to effective treatment of victims.
When psychological treatment is provided
after the traumatic situation no longer exists,
the goals of treatment involve placing the traumatic experience into perspective by helping
a person gain control over the overwhelming emotions evoked by the memory of
the event, and achieving a differentiation
between remembering and reliving by stressing differences between past and present
circumstances and increasing the person’s
awareness of the current, safer surroundings. These goals are not realistic and may be
counterproductive when conditions of violence leading to traumatic stress responses
are ongoing, as hypervigilance and other
traumatic responses may be adaptive but
costly mechanisms to increase personal
safety. When providing medical or psychological treatment, it is important to ask
about familial and community contexts. The
primary focus in these situations should be
on conditions that increase safety and reduce
risk. This focus promotes progress towards
another key goal of fostering an increased
capacity to respond realistically to threat.[8]
Family violence in childhood, whether
through witnessing or direct experience,
may trigger a cycle of adversities, including
re-victimisation, mental health problems
and other life difficulties.[10] It is clear that in
the South African (SA) context, experience
of IPV is strongly linked to incident HIV
infection;[26] therefore, treating IPV may have
benefits to HIV incidence and prevalence.
Early detection and treatment of violence
against young people and children have
the potential to interrupt and prevent the
recurrences of violence, incident HIV in
high-risk groups, and adverse psychological
impacts for children and adolescents.
The transmission of interpersonal violence
takes shape as adolescents begin to experiment
within their own relationships as they get older.
Adolescents are at high risk of IPV.[27] Their
young age and relative inexperience can
limit their power in relationships and incur
risk, particularly for females involved with
older men.[27] Abuse during this time can also
set young women on a trajectory for future
violence and sexual risk behaviour. This
age group is open to change and is flexible
in trying new things. This developmental
opportunity offers a window for alternative
relationships and personal reflection that
adults need to recognise. Interventions level
led at this patient population are urgently
required. Health infrastructures designed for
youth must recognise and actively anticipate
that their patient populations will incur
victims.
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Prevention strategies directed towards violence experienced by couples
and children/adolescents should be integrated into public health
and primary care planning. If a woman, for example, is identified as
experiencing IPV, an opportunity also exists to identify a maltreated
child and vice versa. Also, mental health problems identified should
alert health professionals to the possibility of violence in the family
or in the teen relationship because of their potential association with
history for such violence. Asking a potential victim directly about these
issues should be part of routine clinical practice.
Educational programmes that target both genders to discuss gender inequality in public and private spheres and how violence leads
to unhealthy outcomes for all are required. While gender socialisation
starts at birth, early adolescence is a critical point of intensification
in personal gender attitudes, as puberty reshapes male and female
self-perceptions as well as social expectations from others (e.g. family
members, peers). Early adolescence is therefore seen as a unique time
to address gender attitudes before they become more solidified.[28] An
opportunity to do this exists at different healthcare levels.
Another key focus should be men, as they are more likely to
be violent offenders and men of all ages play a significant role in
tolerating IPV, thereby perpetuating intergenerational transmission.

Conclusion

Healthcare facilities are key points of contact in the community. They
provide services and are influenced by events and experiences of the
individuals and communities they serve. Health professionals are
therefore powerfully placed to identify and address issues of violence
in patients. Historically, violence against women and that against
children sectors have worked in isolation. Violence affects the entire
community, and its impact on physical and mental health is evident.
For better health outcomes, greater recognition of the similarities in
violence outcomes, shared risk factors and intergenerational effects
for populations is needed. A closer collaboration of sectors would
lead to a more meaningful and integrated policy response and healthcare service. Partnership across sectors is highly recommended.[2]
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