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Introduction

Intimate partner violence (IPV) is a serious global problem that threatens the health and safety of
those affected. It is well documented that IPV leads not only to physical injuries [1] but also to a
wide range of psychological and social consequences, including fear, depression, anxiety [2], suicid-
alideation [3], social isolation [4], and, in the most severe cases, homicide [3].

The prevalence of IPV is alarmingly high. In the United States, for example, approximately 41% of
women and 26% of men report experiencing some form of IPV during their lifetime [5]. Such high
prevalence is not limited to the United States but is also observed worldwide. Studies have shown
that 44.8% of women in Saudi Arabia [6], 66.0% of women in Turkey [ 7], 34.9% of women in South
Korea [8], and 96% of women and 95.7% of men in Iran [9] have reported experiencing IPV. Al-
though IPV affects all genders, being female and of younger age are significant risk factors [10].
Women are vulnerable regardless of employment status, with the likelihood increasing for those
with children and those living in larger families [ 10].

Despite its higher prevalence compared to many other diseases or health conditions, and its dev-
astating health and safety consequences, IPV has been relatively neglected within the discipline of
nursing. This paper therefore reviews IPV in terms of its conceptual definitions and up-to-date in-

tervention strategies, and discusses its implications for nursing.

Definition of intimate partner violence and its subtypes

IPV refers to violent behaviors directed against intimate partners that cause physical, psychological,
or sexual harm [11]. It can occur not only within current intimate relationships but also in former
marital or dating partnerships. Conceptually, IPV is often categorized into three primary types:
physical, psychological/emotional, and sexual violence. Physical violence refers to the intentional
use of physical force against a partner, resulting in pain, injury, or disability. Such behaviors include
hitting, slapping, punching, kicking, or burning, among others. Psychological violence, by contrast,
refers to the intentional infliction of harm through verbal and nonverbal communication, such as
threatening, insulting, intimidating, or humiliating. Sexual violence involves nonconsensual sexual
acts or behaviors that are forced or attempted through coercion. This may include sexual harass-
ment, threats of sexual coercion, or rape. Nevertheless, IPV is a far more complex phenomenon than

can be captured by these three categories alone. As refining the concept allows for the development
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of more tailored and context-specific prevention and interven-
tion strategies, researchers have increasingly sought to classify
IPV into additional subtypes based on its patterns, tactics, and
dynamics.

The Centers for Disease Control and Prevention [5] has in-
cluded stalking as an additional type of IPV. Stalking is defined as
“a pattern of behavior directed at a specific person that would
cause a reasonable person to fear for the person’s safety or the
safety of others; or suffer substantial emotional distress” [12]. Al-
though stalking behaviors are not limited to intimate partner re-
lationships and can occur in various interpersonal contexts,
stalking by former intimate partners is recognized as the most
prevalent and threatening form [13].

Beyond the more recognizable forms of IPV—such as physi-
cal, psychological, and sexual violence, as well as stalking—more
subtle and less visible forms of violence also occur within inti-
mate relationships. Because these forms often remain hidden,
their scope and impact are less well understood, and in some cul-
tural contexts, such behaviors against women are even justified.
Thus, numerous efforts have been made to define and conceptu-
alize such forms within the broader IPV phenomenon.

Johnson [14] distinguished two distinct types of IPV: “com-
mon couple violence” and “patriarchal terrorism” (more recently
referred to as intimate terrorism), which reflect dynamics of gen-
der power symmetry and asymmetry. The former, type common
couple violence, arises from conflict within intimate relation-
ships, where both partners may engage in physical or psychologi-
cal aggression. Those who adopt this perspective often empha-
size a gender-neutral view, suggesting that both perpetration and
victimization can occur regardless of gender [15]. In contrast,
patriarchal terrorism reflects a pattern of domination, typically
characterized by men exerting power and control over women,
rooted in broader social and cultural gender hierarchies [16].
Within this framework, coercive control has emerged as a critical
element. Coercive control refers to the systematic restriction of a
partner’s autonomy, freedom, and independence, thereby estab-
lishing dominance [16]. While coercive control may appear
more subtle and less visible, it frequently co-occurs with physical,
psychological, and sexual violence, and is often regarded as a pre-
cursor to more severe forms of IPV [17]. Feminist scholars have
historically described IPV using terms such as “battered wives”
or “violence against women” to highlight its gendered nature, sit-
uating male coercive control as a mechanism for maintaining
dominance over women. From this perspective, such violence re-
flects men’s attempts to preserve authority and enforce tradition-
al gender roles, commonly through emotional and financial con-
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trol of their partners [ 18].

A newly recognized concept, social abuse, represents another
subtle and largely invisible form of IPV. Social abuse refers to the
intentional violation of an individual’s rights and needs for social
belonging within an intimate relationship. It is enacted through
four primary tactics: cutting off, interfering with, or surveilling
the victim’s social relationships, and restricting their social en-
gagement [4]. These tactics result in social isolation, which pre-
vents victims from seeking help and reduces their likelihood of
being identified and supported [4]. Recent technological devel-
opments, including social networking services, smartphones, and
car-tracking applications, have further facilitated the enactment
of social abuse. Through these digital tools, perpetrators can
monitor victims’ movements, track their whereabouts, and sur-

veil their daily lives more closely than ever before.

Intervention strategies for intimate
partner violence

Existing intimate partner violence intervention programs
and associated concerns

Numerous prevention and intervention programs have been de-
veloped for diverse populations and with varying objectives to
address IPV. These programs can generally be categorized into
four groups: (1) those targeting IPV victims (or potential vic-
tims) to reduce their risk of experiencing IPV, (2) those targeting
IPV perpetrators (or potential perpetrators) to reduce the likeli-
hood of perpetration, (3) those targeting couples already ex-
posed to IPV to prevent further violence, and (4) those targeting
bystanders to strengthen their capacity to intervene in IPV inci-
dents. The majority of these programs have been developed in
the United States and rely primarily on psychological interven-
tion strategies [19].

Programs such as Telephone Support Services [20] and the
My Plan Kenya app [21] aim to reduce IPV by supporting wom-
en at risk of, or currently experiencing, IPV. These interventions
are designed to enhance women’s empowerment, improve health
outcomes, increase help-seeking intentions and skills, strengthen
the quality of romantic relationships, and improve safety pre-
paredness, while simultaneously reducing psychological symp-
toms and experiences of victimization [19]. In contrast, pro-
grams such as the Sonke CHANGE (Community Health Action
for Norms and Gender Equity) Intervention [22] and Substance
Abuse-Domestic Violence treatment approach (SADV) [23]
seek to prevent IPV by working with (potential) perpetrators.
These interventions primarily target men in the general popula-
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tion as well as substance-dependent perpetrators. Their objec-
tives include challenging perceptions of gender inequality and
traditional norms, improving relationship quality, reducing risk
behaviors, and preventing violence perpetration [19]. Addition-
ally, programs such as GATHER [24] and the Domestic Vio-
lence Focused Couples Treatment Program [25] focus on cou-
ples already exposed to IPV, aiming to address relational dynam-
ics and prevent further violence.

Despite their contributions, these programs raise several con-
cerns. The first concern is victim-blaming. IPV prevention educa-
tion that targets victims often implies that responsibility for vio-
lence lies with them, leading to blame when they are perceived as
failing to respond effectively. Victim-blaming is a typical societal
response to IPV across many cultural contexts, including South
Korea. Victims who are blamed are less likely to seek external help
and more likely to internalize guilt for their partner’s violence,
which exacerbates psychological and emotional difficulties.

A second concern involves the gendered framework of many
existing programs. These interventions frequently adopt a male-
to-female violence model, providing perpetration-prevention ed-
ucation for men and victimization-prevention education for
women. Such an approach reinforces gender-based assumptions
about perpetrators and victims, neglects male IPV victims, and in
some cases reduces men’s willingness to engage in IPV education.

A third concern arises with programs directed at couples al-
ready exposed to IPV. While these interventions can be effective
in addressing relationship dynamics, they also carry risks for vic-
tims. Although safety may require victims to be physically sepa-
rated from their abusers, such programs can provide perpetrators
with additional opportunities to manipulate and control their
partners under the guise of treatment or education. In light of
these concerns, recent and innovative IPV interventions increas-
ingly focus on bystanders, who can play a critical role in prevent-

ing and interrupting violence.

A bystander intervention framework

Bystanders are individuals who witness or are aware of vio-
lence—such as family members, friends, or community mem-
bers—and who have the potential to intervene in IPV situations.
According to Latané and Darley’s model [26], bystanders typi-
cally progress through several steps when deciding whether to in-
tervene: (1) becoming aware of the situation, (2) interpreting it
as problematic, (3) assuming responsibility, (4) knowing how to
act, and (5) taking action. However, it is often difficult for by-
standers to move smoothly through these stages, as various barri-
ers may impede the process. Such barriers include failure to no-
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tice due to limited knowledge, reluctance to assume responsibili-
ty, low perceived efficacy in intervening, audience inhibition, re-
strictive societal norms [27], and discouraging experiences from
previous unsuccessful attempts to help [28]. To address these
barriers, extensive bystander-focused programs have been devel-
oped to strengthen bystanders’ intentions to intervene, enhance
intervention behaviors, and reduce obstacles to action. Bystander
intervention programs originally emerged as part of broader ef-
forts to combat campus crime, including sexual assault, following
the passage of the Campus Sexual Violence Elimination (SaVE)
Act in 2013 in the United States. The SaVE Act mandated pre-
vention programs on the United States college campuses to raise
awareness and prevent sexual assault. Consequently, most by-
stander intervention programs have been developed in the Unit-
ed States and primarily applied to college populations, with a
particular emphasis on preventing sexual assaults [29].

What nurses can do for intimate partner
violence

Nurses are uniquely positioned to address and respond to issues
of IPV. As healthcare professionals trained to care for an individ-
ual’s physical, mental, sexual, and social health, nurses are
equipped not only to provide holistic care to victims of violence
but also to serve as vital links between medical facilities and com-
munity resources. Because many IPV victims are isolated at
home under the control of perpetrators or seek medical attention
due to physical or sexual violence, nurses working in healthcare
institutions or conducting home visiting programs are often
among the first professionals able to recognize signs of IPV.
Unfortunately, IPV has long been relatively neglected within
the nursing discipline, particularly in women’s health nursing,
when compared to other illnesses and health concerns such as
cancer care, pregnancy, and childbirth. Despite its devastating
impact on women’s health and safety, along with its high preva-
lence and complex dynamics, IPV has often been treated as an
uncomfortable subject, shaped by cultural, religious, and social
norms. Women experiencing IPV have frequently been isolated
or silenced under these circumstances, and in some cases even
taught or encouraged to tolerate violence from their partners
[18]. Nevertheless, nurses, who emphasize their closeness to pa-
tients and their dual roles of care and advocacy, have not always
demonstrated effectiveness in recognizing, supporting, or under-
standing victims of IPV [30]. At times, the nursing profession
has viewed violence against women as an uncomfortable yet in-
evitable cultural phenomenon, detached from health and nursing
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practice. It is now imperative, however, for nurses to actively ad-
dress IPV as a critical health issue, assume responsibility for pro-
tecting victims, and play a proactive role in holding perpetrators
accountable.

To guide effective and ethical intervention, I propose a struc-
tured five-step process. This model emphasizes both patient safe-
ty and the professional responsibilities of nurses as frontline re-
sponders. The first step is separation (removing victims from
perpetrators). This involves safely separating the patient from the
suspected perpetrator. Nurses should ensure private consultation
opportunities where the patient can speak without fear of reprisal
or surveillance. This protects confidentiality, reduces coercion,
and allows victims to disclose sensitive information more freely.

The second step is assessment (evaluating IPV victimization).
Once privacy is secured, nurses should conduct a systematic as-
sessment of potential IPV. This includes screening for physical
injuries, sexual assaults, psychological symptoms, and partner
control. Employing IPV screening tools and sensitive communi-
cation strategies is essential to accurately understand the extent
of victimization while maintaining a nonjudgmental stance. Since
assessment data may serve as legal evidence, it should be careful-
ly documented and securely stored.

The third step is confrontation (naming and informing). After
recognizing signs of abuse, nurses have a duty to gently confront
the issue by acknowledging the abusive nature of the relationship.
This step does not involve judgment but instead validates pa-
tients” experiences, affirming that what they are enduring consti-
tutes IPV. Clear, empathetic communication can empower vic-
tims who may have normalized or minimized the violence.

The fourth step is planning (building safety strategies). In col-
laboration with the patient, nurses should develop individualized
safety plans. These may include strategies for ensuring safety
during emergencies, preserving evidence remaining on the body,
preventing unwanted pregnancy, identifying support networks
such as trusted family members and friends, and providing infor-
mation about shelters and hotlines for victims and their children.
Safety planning should be tailored to the victim’s circumstances,
accounting for cultural, financial, and familial contexts. Respect-
ing the victim’s choices is essential, as they are often the best
judges of what will ensure safety for themselves and their chil-
dren.

The fifth step is action (mobilizing support and intervention).
This final step involves implementing appropriate measures
based on the safety plan, in collaboration with the patient and in
accordance with institutional protocols. Nurses should systemat-
ically collect medical evidence that may legally substantiate expe-
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riences of physical or sexual assault. They are also responsible for
providing comprehensive nursing care to support both the physi-
cal and emotional recovery of the patient. In cases of sexual as-
sault, this may include administering prescribed medications to
prevent unwanted pregnancy. In addition, nurses can facilitate
connections with police, social workers, advocacy organizations,
and other law enforcement or community resources when ap-
propriate. In this role, nurses act as advocates, bridging healthcare
with community systems to promote both immediate safety and
long-term recovery.

Conclusion

This article has examined the complex issue of IPV and empha-
sized its critical implications for nursing practice, particularly in
healthcare settings where nurses are often the first professionals
to encounter victims. Nurses must be trained not only to provide
holistic care for IPV victims but also to collect and document fo-
rensic evidence, support victims through psychological counsel-
ing, and collaborate effectively with legal and community re-
sources. To achieve this, the integration of Forensic Nursing into
undergraduate and graduate curricula is essential to equip nurses
with the skills necessary for identifying IPV, safeguarding vic-
tims, and holding perpetrators accountable. Developing nursing
diagnoses specific to violence and implementing evidence-based
nursing care plans will further strengthen the profession’s capaci-
ty to intervene decisively in IPV cases. Through these efforts,
nurses can play a pivotal role in preventing violence, protecting
victims, and ultimately contributing to a safer and healthier com-

munity.

ORCID

Sihyun Park, https://orcid.org/0000-0003-1808-345X

Authors' contributions

All work was done by Park S.

Conflict of interest

Sihyun Park has been a member of the Editorial Board of Wom-
en’s Health Nursing since January 2022. She was not involved in
the review process of this editorial. Otherwise, there was no con-

flict of interest.

173



Park S « Intimate partner violence

WHN"Y

Funding

None.

Data availability

Data sharing is not applicable to this article as no new data were
created or analyzed in this study.

Acknowledgments

None.

References

1. Goldin Y, Haag HL, Trott CT. Screening for history of trau-
matic brain injury among women exposed to intimate part-
ner violence. PM R. 2016;8(11):1104-1110. https://doi.org/10.
1016/j.pmrj.2016.05.006

2. White SJ, Sin J, Sweeney A, Salisbury T, Wahlich C, Montesi-
nos Guevara CM, et al. Global prevalence and mental health
outcomes of intimate partner violence among women: a sys-
tematic review and meta-analysis. Trauma Violence Abuse.
2024;25(1):494-511. https://doi.org/10.1177/1524838023115
5529

3. Pineda D, Rico-Bordera P, Galan M, Piqueras JA, Gonzalez-
Alvarez JL. Women victims of intimate partner violence and
intimate partner homicide: a typology based on victimization
variables. Psychosoc Interv. 2023;32(1):43-53. https://doi.
org/10.5093/pi2023a3

4. Park S, Jeon J. Social abuse in intimate partner relationships:
a hybrid concept analysis. Trauma Violence Abuse. 2022;23
(5):1599-1609. https://doi.org/10.1177/15248380211013140

5. Centers for Disease Control and Prevention. About intimate
partner violence [Internet]. Atlanta (GA): Author; 2024 May
16 [cited 2025 Aug 18]. Available from: https://www.cdc.gov/
intimate-partner-violence/about/index.html

6. Abolfotouh MA, Almuneef M. Prevalence, pattern and fac-
tors of intimate partner violence against Saudi women. ] Pub-
lic Health (Oxf). 2020;42(3):e206-e214. https://doi.org/10.10
93/pubmed/fdz092

7. Hellemans S, Loeys T, Buysse A, De Smet O. Prevalence and
impact of intimate partner violence (IPV) among an ethnic
minority population. ] Interpers Violence. 2015;30(19):3389-
3418. https://doi.org/10.1177/0886260514563830

8. Ministry of Gender Equality and Family, Korea. 2022 Wom-

174

en’s violence statistics [Internet]. Seoul: Author; 2022 [cited
2025 Aug 26]. Available from: https://www.mogef.go.kr/mp/
ped/mp_ped_s001d.do?bbtSn = 704377&mid = plc504

9. Kamimura A, Nourian MM, Assasnik N, Franchek-Roa K.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Depression and intimate partner violence among college stu-
dents in Iran. Asian J Psychiatr. 2016;23:51-55. https://doi.
org/10.1016/}.ajp.2016.07.014

Ghoshal R, Douard AC, Sikder S, Roy N, Saulnier D. Risk
and protective factors for IPV in low- and middle-income
countries: a systematic review. ] Aggress Maltreat Trauma.
2023;32(4):505-522. https://doi.org/10.1080/10926771.2022.2
154185

World Health Organization. Intimate partner violence [Inter-
net]. Geneva: Author; 2022 [cited 2025 Aug 18]. Available
from: https://apps.who.int/violence-info/intimate-partner-vi-
olence/

Stalking Prevention, Awareness, and Resource Center. What
is stalking? [Internet]. Washington (DC): Author; 2024 [cited
2025 Aug 18]. Available from: https://www.stalkingaware-
ness.org/definition-fags/

Lee W, Kim S, Baek S, Woo H, Park S. Risk profile of stalking
in South Korea: analyzing the first year of court decisions fol-
lowing initial legal responses. Trauma Violence Abuse. 2025;
26(4):682-693. https://doi.org/10.1177/15248380241286819
Johnson MP. Patriarchal terrorism and common couple vio-
lence: two forms of violence against women. ] Marriage Fam.
1995;57(2):283-294. https://doi.org/10.2307/353683
Graham-Kevan N, Archer J. Intimate terrorism and common
couple violence. A test of Johnson's predictions in four Brit-
ish samples. ] Interpers Violence. 2003;18(11):1247-1270.
https://doi.org/10.1177/0886260503256656

Dutton MA, Goodman LA. Coercion in intimate partner vi-
olence: toward a new conceptualization. Sex Roles.
2005;52(11-12):743-756. https://doi.org/10.1007/s11199-005-
4196-6

Hilton NZ, Eke AW, Kim S, Ham E. Coercive control in po-
lice reports of intimate partner violence: conceptual defini-
tion and association with recidivism. Psychol Violence.
2023;13(4):277-285. https://doi.org/10.1037/vio0000457

Park S, Kim SH. Composite experiences of intimate partner
violence in women: a qualitative meta-synthesis. Vict Of-
fender. 2024;19(6):895-915. https://doi.org/10.1080/1556488
6.2024.2322956

Park S, Kim SH. A systematic review and meta-analysis of
randomized controlled trials for intimate partner violence:
The effects of the programs based on their purposes. Trauma

https://doi.org/10.4069/whn.2025.08.26.1


https://doi.org/10.1016/j.pmrj.2016.05.006
https://doi.org/10.1016/j.pmrj.2016.05.006
https://doi.org/10.1016/j.pmrj.2016.05.006
https://doi.org/10.1016/j.pmrj.2016.05.006
https://doi.org/10.1177/15248380231155529
https://doi.org/10.1177/15248380231155529
https://doi.org/10.1177/15248380231155529
https://doi.org/10.1177/15248380231155529
https://doi.org/10.1177/15248380231155529
https://doi.org/10.1177/15248380231155529
https://doi.org/10.5093/pi2023a3
https://doi.org/10.5093/pi2023a3
https://doi.org/10.5093/pi2023a3
https://doi.org/10.5093/pi2023a3
https://doi.org/10.5093/pi2023a3
https://doi.org/10.1177/15248380211013140
https://doi.org/10.1177/15248380211013140
https://doi.org/10.1177/15248380211013140
https://www.cdc.gov/intimate-partner-violence/about/index.html
https://www.cdc.gov/intimate-partner-violence/about/index.html
https://doi.org/10.1093/pubmed/fdz092
https://doi.org/10.1093/pubmed/fdz092
https://doi.org/10.1093/pubmed/fdz092
https://doi.org/10.1093/pubmed/fdz092
https://doi.org/10.1177/0886260514563830
https://doi.org/10.1177/0886260514563830
https://doi.org/10.1177/0886260514563830
https://doi.org/10.1177/0886260514563830
https://www.mogef.go.kr/mp/pcd/mp_pcd_s001d.do?bbtSn=704377&mid=plc504
https://www.mogef.go.kr/mp/pcd/mp_pcd_s001d.do?bbtSn=704377&mid=plc504
https://doi.org/10.1016/j.ajp.2016.07.014
https://doi.org/10.1016/j.ajp.2016.07.014
https://doi.org/10.1016/j.ajp.2016.07.014
https://doi.org/10.1016/j.ajp.2016.07.014
https://doi.org/10.1080/10926771.2022.2154185
https://doi.org/10.1080/10926771.2022.2154185
https://doi.org/10.1080/10926771.2022.2154185
https://doi.org/10.1080/10926771.2022.2154185
https://doi.org/10.1080/10926771.2022.2154185
https://apps.who.int/violence-info/intimate-partner-violence/
https://apps.who.int/violence-info/intimate-partner-violence/
https://www.stalkingawareness.org/definition-faqs/
https://www.stalkingawareness.org/definition-faqs/
https://doi.org/10.1177/15248380241286819
https://doi.org/10.1177/15248380241286819
https://doi.org/10.1177/15248380241286819
https://doi.org/10.1177/15248380241286819
https://doi.org/10.2307/353683
https://doi.org/10.2307/353683
https://doi.org/10.2307/353683
https://doi.org/10.1177/0886260503256656
https://doi.org/10.1177/0886260503256656
https://doi.org/10.1177/0886260503256656
https://doi.org/10.1177/0886260503256656
https://doi.org/10.1007/s11199-005-4196-6
https://doi.org/10.1007/s11199-005-4196-6
https://doi.org/10.1007/s11199-005-4196-6
https://doi.org/10.1007/s11199-005-4196-6
https://doi.org/10.1037/vio0000457
https://doi.org/10.1037/vio0000457
https://doi.org/10.1037/vio0000457
https://doi.org/10.1037/vio0000457
https://doi.org/10.1080/15564886.2024.2322956
https://doi.org/10.1080/15564886.2024.2322956
https://doi.org/10.1080/15564886.2024.2322956
https://doi.org/10.1080/15564886.2024.2322956
https://doi.org/10.1177/15248380221084748
https://doi.org/10.1177/15248380221084748
https://doi.org/10.1177/15248380221084748

Womens Health Nurs 2025;31(3):170-175

WHNY

20.

21.

22.

23.

24.

Violence Abuse. 2023;24(4):2115-2129. https://doi.org/10.11
77/15248380221084748

Stevens J, Scribano PV, Marshall ], Nadkarni R, Hayes J,
Kelleher KJ, et al. A trial of telephone support services to pre-
vent further intimate partner violence. Violence Against
Women. 2015;21(12):1528-1547. https://doi.org/10.1177/107
7801215596849

Decker MR, Wood SN, Hameeduddin Z, Kennedy SR, Perrin
N, Tallam C, et al. Safety decision-making and planning mo-
bile app for intimate partner violence prevention and re-
sponse: randomised controlled trial in Kenya. BM] Glob
Health. 2020;5(7):€002091. https://doi.org/10.1136/bmjgh-
2019-002091

Christofides NJ, Hatcher AM, Rebombo D, McBride RS,
Munshi S, Pino A, et al. Effectiveness of a multi-level inter-
vention to reduce men's perpetration of intimate partner vio-
lence: a cluster randomised controlled trial. Trials. 2020;21
(1):359. https://doi.org/10.1186/s13063-020-4185-7

Easton CJ, Crane CA, Mandel D. A randomized controlled
trial assessing the efficacy of cognitive behavioral therapy for
substance-dependent domestic violence offenders: an inte-
grated substance abuse-domestic violence treatment ap-
proach (SADV). ] Marital Fam Ther. 2018;44(3):483-498.
https://doi.org/10.1111/jmft.12260

Babaheidarian FE Masoumi SZ, Sangestani G, Roshanaei G.
The effect of family-based counseling on domestic violence

https://doi.org/10.4069/whn.2025.08.26.1

25.

26.

27.

28.

29.

30.

in pregnant women referring to health centers in Sahneh city,
Iran, 2018. Ann Gen Psychiatry. 2021;20(1):11. https://doi.
0rg/10.1186/512991-021-00332-8

Stith SM, Rosen KH, McCollum EE, Thomsen C]J. Treating
intimate partner violence within intact couple relationships:
outcomes of multi-couple versus individual couple therapy. J
Marital Fam Ther. 2004;30(3):305-318. https://doi.org/10.11
11/j.1752-0606.2004.tb01242 x

Latane B, Darley JM. The unresponsive bystander: Why
doesn't he help. New York: Appleton-Century-Crofts; 1970.
Burn SM. A situational model of sexual assault prevention
through bystander intervention. Sex Roles. 2009;60(11-
12):779-792. https://doi.org/10.1007/s11199-008-9581-5
Park S, Woo H, Kim SH. A systematic review and meta-anal-
ysis of bystander's barriers to intervene in gender-based vio-
lence and the role of failed prior attempts. Trauma Violence
Abuse. 2024;25(3):1998-2011. https://doi.org/10.1177/1524
8380231204887

Park S, Kim SH. A systematic review and meta-analysis of
bystander intervention programs for intimate partner vio-
lence and sexual assault. Psychol Violence. 2023;13(2):93-
106. https://doi.org/10.1037/vio0000456

Yoo YS, Cha KS, Cho OH, Lee SK. Emergency department
nurses’ recognition of and educational needs for forensics
nursing education. Korean ] Adult Nurs. 2012;24(5):499-508.
https://doi.org/10.7475/kjan.2012.24.5.499

175


https://doi.org/10.1177/15248380221084748
https://doi.org/10.1177/15248380221084748
https://doi.org/10.1177/1077801215596849
https://doi.org/10.1177/1077801215596849
https://doi.org/10.1177/1077801215596849
https://doi.org/10.1177/1077801215596849
https://doi.org/10.1177/1077801215596849
https://doi.org/10.1136/bmjgh-2019-002091
https://doi.org/10.1136/bmjgh-2019-002091
https://doi.org/10.1136/bmjgh-2019-002091
https://doi.org/10.1136/bmjgh-2019-002091
https://doi.org/10.1136/bmjgh-2019-002091
https://doi.org/10.1136/bmjgh-2019-002091
https://doi.org/10.1186/s13063-020-4185-7
https://doi.org/10.1186/s13063-020-4185-7
https://doi.org/10.1186/s13063-020-4185-7
https://doi.org/10.1186/s13063-020-4185-7
https://doi.org/10.1186/s13063-020-4185-7
https://doi.org/10.1111/jmft.12260
https://doi.org/10.1111/jmft.12260
https://doi.org/10.1111/jmft.12260
https://doi.org/10.1111/jmft.12260
https://doi.org/10.1111/jmft.12260
https://doi.org/10.1111/jmft.12260
https://doi.org/10.1186/s12991-021-00332-8
https://doi.org/10.1186/s12991-021-00332-8
https://doi.org/10.1186/s12991-021-00332-8
https://doi.org/10.1186/s12991-021-00332-8
https://doi.org/10.1186/s12991-021-00332-8
https://doi.org/10.1111/j.1752-0606.2004.tb01242.x
https://doi.org/10.1111/j.1752-0606.2004.tb01242.x
https://doi.org/10.1111/j.1752-0606.2004.tb01242.x
https://doi.org/10.1111/j.1752-0606.2004.tb01242.x
https://doi.org/10.1111/j.1752-0606.2004.tb01242.x
https://doi.org/10.1007/s11199-008-9581-5
https://doi.org/10.1007/s11199-008-9581-5
https://doi.org/10.1007/s11199-008-9581-5
https://doi.org/10.1177/15248380231204887
https://doi.org/10.1177/15248380231204887
https://doi.org/10.1177/15248380231204887
https://doi.org/10.1177/15248380231204887
https://doi.org/10.1177/15248380231204887
https://doi.org/10.1037/vio0000456
https://doi.org/10.1037/vio0000456
https://doi.org/10.1037/vio0000456
https://doi.org/10.1037/vio0000456
https://doi.org/10.7475/kjan.2012.24.5.499
https://doi.org/10.7475/kjan.2012.24.5.499
https://doi.org/10.7475/kjan.2012.24.5.499
https://doi.org/10.7475/kjan.2012.24.5.499

	Introduction
	Definition of intimate partner violence and its subtypes
	Intervention strategies for intimate partner violence
	Existing intimate partner violence intervention programs and associated concerns
	A bystander intervention framework

	What nurses can do for intimate partner violence
	Conclusion
	ORCID
	Authors’ contributions
	Conflict of interest
	Funding
	Data availability
	Acknowledgments
	References

