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Author's Preface

This book began, as many books do, with a question I could not stop asking.

In more than two decades of clinical practice and academic teaching in mental health nursing, I have sat with people whose distress was real, whose suffering was measurable, and whose clinical presentations were being systematically misread by the systems designed to help them. People who arrived at consultations with back pain, headaches, and exhaustion that had been investigated thoroughly and explained inadequately. People who had been given diagnoses that described their symptoms accurately and located their cause in entirely the wrong place. People who had been prescribed medications for conditions that would not improve, because the condition producing them was still present in the house they went home to every evening.

The question I kept asking was: why is the most important thing so often the last thing that gets asked?

This book is my attempt at an answer. It is not a memoir, though it follows a memoir. My first book, Love Is Not Enough: One Man's Journey From Poverty to Purpose and Everything Marriage Taught Me Along the Way, was a personal account of my own life, my own marriage, and the things that suffering taught me about love, resilience, and what it means to choose yourself. That book was written in the first person, from the inside of an experience. This book is written in the third person, from the outside of many experiences: the experiences of the people I have worked with clinically, the experiences documented in a research literature that is extensive and underused, and the experiences of the communities I have had the privilege of serving and studying throughout my career.

The shift in register is deliberate. Where the memoir asked you to accompany me on a personal journey, this book asks something different: it asks you to examine a set of clinical and social phenomena with the seriousness, the precision, and the compassion they deserve. It is written for anyone who is in or near a toxic relationship and who is trying to understand what is happening. It is written for the healthcare and mental health professionals who encounter these people every day and who, too often, do not see what is in front of them. It is written for the communities, particularly the racially minoritised communities I know well, where cultural silence enables harm to continue long after it should have been named. And it is written for the readers of my first book who told me, in letters and conversations and messages, that they recognised something of themselves in my story and wanted to understand it more deeply.

I want to be honest about what this book is and what it is not.

It is not a clinical manual, though it contains clinical analysis. It is not a self-help guide, though it contains information that I hope will be genuinely useful to people in difficult situations. It is not a polemic against men, against religion, against any cultural community, or against any professional group. It is an attempt to examine, with both scholarly rigour and human compassion, the mechanisms through which harm is sustained in intimate relationships, the barriers that prevent people from naming and leaving that harm, and the conditions under which healing becomes possible.

The book draws on composite and anonymised case material from my clinical practice and from the published research literature. Every composite case in this book is exactly that: composite. The people on these pages are constructed from multiple real experiences rather than drawn from any single individual. They are, in that sense, simultaneously fictional and true: true to the patterns, the presentations, and the human realities that the clinical and research literature documents, even where the specific individuals who carry those patterns have been invented for the purposes of this book.

I am a Black African man, born in Ghana and taken to Nigeria, trained and practising in the United Kingdom. I am a mental health nursing academic with a particular commitment to the experiences of racially minoritised communities within clinical systems that have not always served them well. These positions are not incidental to this book. They are constitutive of it. My analysis of racial disparities in clinical diagnosis, my examination of the cultural frameworks that enable silence in African and South Asian communities, and my critique of the structural failures of mainstream services are written from a position that is both scholarly and personal. I do not claim objectivity on these questions. I claim honesty, rigour, and a genuine commitment to the dignity and wellbeing of everyone this book touches.

A note on language. I have used the terms ‘victim’ and ‘survivor’ throughout this book, each in its appropriate context. I have used the term ‘racially minoritised’ in preference to ‘ethnic minority’ or ‘BAME’, to reflect the understanding that minority status is produced by social structures rather than inherent in the groups themselves. These choices are explained in more detail in the note on terminology on the copyright page.

Finally, a word to anyone reading this book who recognises themselves in its pages. If you are in a situation that feels like the ones described here, I want to say clearly: what is happening to you is not your fault. The difficulty you are having in naming it, leaving it, or understanding it is not evidence of weakness. This book exists, in part, to explain why the difficulty is so great, and to make the case that you deserve better than what you have been given. The courage it takes to read a book like this is not small. I do not take it lightly.

The work of this book is to name what has been suffocating in plain sight. The rest belongs to you.

Dr Benjamin Olusola Ajibade

DNur, SFHEA

Assistant Professor in Mental Health Nursing

Northumbria University

Honorary Professor, SEETA University, Uganda

2026




A Note on Language, Methodology, and Case Examples


On the Use of Composite and Published Case Material

Every case example presented in this book is either a composite constructed from clinical experience or a case drawn from the published research literature. No case example represents or identifies any specific individual. This methodological approach requires explanation, because the integrity of the book’s clinical argument depends on the transparency with which its evidential foundations are described.

Composite cases are constructed from multiple real clinical encounters, anonymised and reconfigured to prevent identification of any individual while preserving the clinical authenticity of the presentation. The people on these pages are not real in the sense of being drawn from a single individual, but they are real in the sense of being drawn from the patterns, presentations, and human realities that the author has encountered across more than two decades of clinical practice and that the research literature documents with considerable consistency. The composite method is established practice in clinical writing that draws on confidential professional experience; it protects the privacy of real individuals while making the clinical knowledge their experiences have generated available to readers who can benefit from it.

Where cases are drawn from the published research literature, they are attributed to their source in the text or in the reference list. Published case material has been selected on the basis of its clinical relevance and its resonance with the analytical arguments of the chapter in which it appears. In all cases, the published source should be consulted for the full account.

The composite cases in this book have been constructed with deliberate attention to demographic and cultural diversity. The individuals who carry the book’s analytical arguments represent a range of genders, cultural backgrounds, religious affiliations, professional contexts, and structural positions. This diversity is not cosmetic. It reflects the book’s central argument that intimate partner abuse does not belong to any single community, culture, or social group, and that the frameworks available for understanding and responding to it must be adequate to the full range of people who experience it.



On the Research Literature

This book engages with a substantial body of clinical and research literature spanning intimate partner violence, trauma psychology, cultural and religious studies, neuroscience, public health, and social policy. References are provided in APA format at the end of each chapter. Readers are encouraged to consult the original sources, which will provide a fuller account of the methodology, limitations, and findings of the studies cited here.

A note on the limitations of the literature: the research base on intimate partner abuse has historically overrepresented White, Western, female samples. This book acknowledges this limitation throughout and draws, wherever the literature allows, on research specifically concerned with racially minoritised communities, male victims, same-sex relationships, and culturally specific contexts. Where such research is limited, this is noted. The gaps in the literature are themselves clinically significant: they reflect the same patterns of selective attention and structural indifference that this book critiques in clinical practice.

All citations have been constructed from the author’s knowledge of the literature and should be verified for accuracy of publication details before any formal academic use. The author has taken care to represent the arguments of cited scholars accurately and in context. Any errors of representation are the author’s own.



On the Book’s Register

This book is written in the third person throughout, in an analytical and educational register that is intended to be accessible to both professional and general readers. It is not a memoir, and it does not draw on the author’s personal experience in the first-person mode of the preceding book. Where the author’s own clinical and scholarly position is relevant, it is acknowledged in the preface and in the text where appropriate.

The book bridges academic rigour and accessibility deliberately. Theoretical frameworks are introduced and explained rather than assumed. Clinical terminology is used where it is the most precise available language, and defined on its first significant appearance. The reference lists at the end of each chapter are provided for readers who wish to pursue the scholarly literature; they are not required reading for the general reader, who will find the argument complete without them.



On the Term ‘Toxic Relationship’

The term ‘toxic relationship’ appears in the book’s title and in its general framing, but it is used with care in the body of the text, where more specific clinical and legal terminology is preferred. The term is useful as a broad orienting concept, capturing the quality of harm that relationships characterised by coercive control produce. It is not, however, a clinical or legal category, and it does not carry the analytical precision of terms such as ‘emotional abuse’, ‘coercive control’, or ‘intimate partner violence’, which are defined and used carefully throughout the book. Readers who find the title’s use of ‘toxic’ imprecise are encouraged to understand it as an invitation rather than a definition: an invitation into a set of analytical frameworks that are considerably more precise than the term itself.



A Note on Gendered Language

Intimate partner abuse is experienced by people of all genders, and this book takes that reality seriously throughout. Where the research literature is specifically concerned with women’s experiences, this is reflected in the language used. Where the book’s own composite cases involve male victims, non-binary individuals, or same-sex relationships, the language is adapted accordingly. The book resists both the over-gendering of intimate partner abuse as exclusively a women’s issue and the false equivalence that erases the statistical reality that women bear a disproportionate burden of the most severe and sustained forms of intimate partner harm.







On the Limitations of This Book

This book does not cover every dimension of intimate partner abuse. It does not address the specific experiences of older adults, of people with severe learning disabilities, of children as victims rather than witnesses, or of intimate partner abuse in the context of terminal illness or end-of-life care. These are significant omissions that reflect the scope of this particular book rather than a judgement about their importance. Each of these areas has its own body of specialist literature to which the author would direct interested readers.

This book also does not offer legal advice. Where legal frameworks are discussed, they are discussed for the purpose of clinical and practical orientation. Anyone requiring legal advice in relation to their own situation should consult a qualified legal professional. Resources for specialist legal advice in the context of domestic abuse are listed in the resources section at the end of the book.





Foreword

Transformational perspective change through the written word is rare. At the heart of all humanity lies our capacity to make sense of the world around us, those we share relationships with and that which has the potential to cause us harm. Our capacity to negotiate the complex ambiguity of life is framed by key epiphanies which facilitate our capacity to make informed decisions through a critical understanding of the time, space and lens through which we experience the world. ‘Suffocating in Plain Sight’ is a text written with declarative precision and humanity such that this transformational perspective becomes a tangible part of what can be known and understood through its reading.

The text addresses a fundamental gap in the literature surrounding our human need to address the scale of the harm that emotional abuse and coercive control produce and the adequacy of the clinical, cultural, and institutional responses available to those experiencing that harm. Attributable to this gap in extant knowledge are the specific failures of knowledge, deficits in strategic training, limitation of structural investment in the identification and address of potential negativity, and most significantly a lack of cultural honesty and integrity. Ajibade identifies and illuminates those failures with the directness of an academic scholar who has spent decades watching their consequences unfold in the lives of real people and his own. The text bears testimony to the epistemic nature of emotional abuse and its metacognitive impact on the lens of perspective through which the world is viewed.

Systematic in approach and rigorous in reach the text is distinct from others in transposing the capture of extant clinical scholarship onto long established academic literature, the text is accessible to those beyond an academic audience.

The composite cases that carry each chapter’s analytical argument are drawn with a precision and a humanity that make the abstract concrete without reducing the complex to the simple. The chapter on cultural silence and its companion chapter on religious barriers to leaving are to be lauded in the presentation of their impact: honest about the specific mechanisms through which community and faith enable harm, without pathologising the communities and the faith traditions and perspectives themselves.

The author’s treatment of racially minoritised communities is highly significant since this is where its contribution is most significant and most urgently needed. The clinical literature on intimate partner abuse has too often been written as though culture is a complicating variable in an otherwise universal picture, rather than a fundamental dimension of how harm is experienced, expressed, and responded to. Ajibade refuses this as an acceptable approach. His analysis of somatic depression in Black Caribbean men, of the honour frameworks that produce silence in South Asian families, of the weaponisation of faith in Pentecostal and Muslim communities, is written from a position of deep cultural knowledge and genuine respect for the traditions he is examining. He critiques without condemning. He names without stereotyping. That remains a difficult balance to maintain across fourteen chapters yet is something his writing seamlessly achieves.

For clinical and professional practitioners where distressed people are encountered, this text contains an opportunity and moral obligations to challenge current approaches via engagement in processes of critical reflection and reflexivity. This level of moral obligation is not an onus on the need to be more culturally sensitive or to become an expert but rather to provide a means of identifying specific, actionable, and overdue obligations, to ask different questions, to hold different frameworks, to examine your own assumptions, and to advocate for the structural changes which could ensure optimal experiences for all. Ajibade names those obligations directly and without euphemism and his writing style ensures they can be received in the same spirit.

To those who recognise themselves in the characters in this text, what Ajibade states in his preface, I actively reinforce with equal conviction. Please know that what is happening to you is not your fault. The difficulty of naming it and leaving it is not evidence of weakness. It is evidence of the sophistication and the force of the mechanisms that this text has been written to describe. You deserve better. This text was written for you and the transformation that it may bring to your life, wherever you are and however challenging that may be.

Catherine Hayes

Professor of Health Professions Pedagogy and Scholarship

2026




Chapter One


The Invisible Wound: Emotional Abuse Without Physical Violence


“The most painful thing is losing yourself in the process of loving someone too much, and forgetting that you are special too.”

— Ernest Hemingway





Opening Case: Adaolisa

Adaolisa was forty-one years old when she first sat down in her general practitioner’s consultation room and admitted that she was tired. Not tired in the way that a busy woman with two children and a demanding career in financial services might reasonably be tired. Tired in the way that suggested something had been steadily draining out of her for years, and she could no longer locate what it was or where it had gone.

She had come, she explained carefully, because of the headaches. The headaches had been present for eight months, arriving without warning and settling behind her eyes like a slow, deliberate pressure. She had tried paracetamol, then ibuprofen, then the herbal remedies her mother had sent from Lagos. Nothing touched them. Her GP ordered blood tests. Everything came back within normal range. She was referred to a neurologist. The neurologist found nothing structurally wrong. She was discharged back to primary care with a diagnosis of tension-type headaches and a recommendation to manage her stress.

It was on her third visit to the GP surgery, when a different doctor happened to be on duty, that someone asked a different question. Not ‘what are your symptoms’ but ‘what is your life like at home’. Adaolisa paused for a long time before answering. Then she said: ‘My husband is very particular.’

Over the following forty minutes, a picture emerged that the previous consultations had never touched. Her husband, Emeka, checked her phone every evening. He had installed tracking software on her car, which she had discovered by accident and which he had explained, calmly and without apparent embarrassment, as a safety measure. He commented on what she ate, what she wore, and who she spent time with. He had, over the course of their eleven-year marriage, slowly and methodically reduced her social world to a small number of contacts he approved of. He had never struck her. He had never threatened her with physical harm. He was, by all external appearances, a devoted husband and a successful professional. Their children were well dressed and well spoken. Their home was immaculate. She had told no one.

When the GP gently suggested that what she was describing sounded like controlling behaviour, Adaolisa was quiet for a moment. Then she said something that has stayed in the clinical memory of that consultation room ever since: ‘But he loves me. And he has never hit me. So it cannot be abuse. Can it?’

This chapter is, in many ways, an extended answer to that question.



1.1 Defining the Problem: What Emotional Abuse Actually Is

The field of intimate partner violence has, for much of its history, been organised around the visible. Bruises. Hospital admissions. Police reports. This is understandable: visibility creates accountability, and accountability creates law. The Domestic Abuse Act 2021 in England and Wales represented a significant legislative step in broadening statutory recognition of abuse beyond physical violence, explicitly including psychological, emotional, economic, and coercive or controlling behaviour within its definition (Home Office, 2021). And yet, in clinical settings, in community conversations, and in the internal worlds of those experiencing harm, the assumption persists that abuse requires a physical act to be real. Adaolisa’s question — ‘he has never hit me, so it cannot be abuse’ — is not an unusual one. It is, in fact, one of the most common responses clinicians encounter when working with survivors of non-physical intimate partner abuse.

Emotional abuse, for the purposes of this book, is defined as a sustained pattern of behaviour within an intimate or close relationship that functions to undermine another person’s sense of reality, self-worth, autonomy, and psychological safety. The word ‘pattern’ is important here. A single harsh word, a moment of cruelty in a difficult argument, an isolated incident of unkindness: these may cause harm, but they do not constitute emotional abuse in the clinical sense. What distinguishes emotional abuse is its systematic, repetitive character. It is a way of organising a relationship rather than a moment within one.

This distinction matters enormously, both clinically and legally. It matters clinically because pattern recognition requires a different kind of inquiry from incident-focused assessment. It matters legally because coercive control, as codified in the Serious Crime Act 2015 in England and Wales, is defined precisely in terms of pattern: a course of conduct, repeated or continuous behaviour, that has a serious effect on the victim (Crown Prosecution Service, 2015). The law caught up with the clinical reality before the clinical professions had, in many cases, caught up with the law.

Operationally, emotional abuse encompasses a range of behaviours that share a common function: the assertion and maintenance of power over another person through psychological rather than physical means. These include, but are not limited to: persistent criticism and humiliation, particularly in front of others; the systematic dismissal or ridicule of the victim’s perceptions, emotions, and judgements (commonly referred to as gaslighting); the control of social contact, finances, movement, and decision-making; the use of threats — of harm, abandonment, public exposure, or consequences to children — as instruments of compliance; and the strategic deployment of affection and approval to reinforce dependency. In clinical and research literature, these behaviours are increasingly understood not as isolated tactics but as components of what Evan Stark (2007) has termed a ‘liberty crime’: an assault not primarily on the body but on the freedom and personhood of the victim.



1.2 Coercive Control: The Framework That Changed the Field

The conceptual breakthrough that most fundamentally reorganised professional and legal understanding of non-physical intimate partner abuse came with the publication of Evan Stark’s Coercive Control: How Men Entrap Women in Personal Life in 2007. Stark’s argument was deceptively simple but clinically radical: the most significant harm in many abusive relationships is not produced by discrete violent incidents but by an ongoing regime of domination that operates through surveillance, isolation, degradation, and the micromanagement of everyday life. He described coercive control as a pattern that ‘denies women their liberty and strips away their sense of self’ (Stark, 2007, p. 5), and proposed that it should be understood as its own category of harm, distinct from situational couple violence and more predictive of long-term psychological damage.

Stark’s framework is not without its critics. Some scholars have noted that the original formulation focused primarily on male perpetrators and female victims, insufficiently accounting for the dynamics of same-sex relationships, female perpetrators, or the ways in which coercive control operates across different cultural and structural contexts (Dutton and Goodman, 2005; Hamberger et al., 2017). These critiques are important and will be returned to throughout this book. Nevertheless, the core contribution of the coercive control framework remains foundational: it shifted the analytical focus from individual incidents to relational pattern, and from physical harm to psychological entrapment. In doing so, it gave clinicians, legal professionals, and survivors themselves a language for something that had previously been very difficult to name.

The clinical utility of thinking in terms of coercive control rather than discrete abusive incidents is considerable. When Adaolisa’s GP asked about her home life, the information that emerged — phone checking, tracking software, control of social contact, commentary on food and clothing — would not, taken individually, constitute a reportable incident. No single behaviour crossed a legal threshold. No single behaviour would necessarily have caused a clinician trained in incident-based assessment to reach for a safeguarding form. It is only when the behaviours are understood as a pattern, as components of a sustained system of control, that their cumulative effect on Adaolisa’s psychological and physical health becomes legible. The headaches were not a mystery to be solved neurologically. They were a symptom of a particular kind of captivity.



1.3 The Taxonomy of Emotional Abuse: Naming the Tactics

Clinical and research literature has produced several taxonomies of emotionally abusive behaviour, each with its own conceptual emphasis. What follows is an integrative account, drawing on the work of Johnson (2008), Stark (2007), Dutton and Goodman (2005), and others, to provide a working map of the territory for both clinical and general readers.

Degradation and humiliation. Perhaps the most immediately recognisable form of emotional abuse involves systematic attacks on the victim’s dignity, competence, and worth. These attacks may be delivered privately — in the intimacy of the bedroom or kitchen, where no witness is present — or publicly, in front of family, friends, or colleagues, where the humiliation is compounded by the victim’s inability to respond without further social cost. The perpetrator may frame these attacks as honesty, helpfulness, or concern. ‘I’m only telling you this because I love you’ is a phrase that appears with striking regularity in survivor accounts (Herman, 1992). Over time, the cumulative effect of repeated degradation is a profound erosion of self-worth and epistemic confidence. The victim comes to understand themselves through the perpetrator’s framing, because that framing has been applied so consistently, and with such apparent conviction, that it becomes difficult to access an alternative view.

Isolation. The systematic reduction of the victim’s social world is both a tactic in itself and an enabling condition for other forms of control. Isolation works by removing the victim’s access to alternative perspectives, practical support, and the kinds of ordinary relational feedback that allow people to reality-test their own experiences. It is typically achieved gradually and through mechanisms that, individually, appear reasonable: expressing discomfort about a particular friend, suggesting that family members are a negative influence, engineering conflicts that result in the victim withdrawing from relationships, or — as in Adaolisa’s case — simply monitoring contact so comprehensively that social connection becomes a source of anxiety rather than support. By the time victims recognise the extent of their isolation, the very resource they would need to address it — a network of trusted others — has been significantly depleted.

Surveillance and monitoring. The pervasive monitoring of a partner’s movements, communications, finances, and social contact is a defining feature of coercive control and one that has been dramatically amplified by the proliferation of digital technology. Phone tracking applications, shared location services, access to email and social media accounts, GPS devices installed in vehicles: these tools give contemporary perpetrators of coercive control a capacity for surveillance that was unavailable to previous generations (Dragiewicz et al., 2018). The psychological effect of knowing oneself to be under surveillance extends far beyond the moments of monitoring themselves. It produces a state of chronic hypervigilance — a constant, low-level alertness to the possibility of scrutiny — that is both cognitively exhausting and physiologically costly. Chapter Three of this book examines the neurobiological underpinnings of this process in detail.

Economic control. The control of financial resources is both a practical mechanism of entrapment and a powerful instrument of psychological subordination. Economic abuse may involve the prevention of paid employment, the appropriation of the victim’s income, the creation of debt in the victim’s name, or the denial of access to household finances. It may also take more subtle forms: allowances that must be accounted for in detail, criticism of spending choices, or the use of financial generosity as a means of establishing obligation and indebtedness. The economic dimension of intimate partner abuse is particularly significant in the context of leaving, and will be examined in detail in Chapter Seven.

Threats and intimidation. Coercive control frequently operates through the threat of consequences rather than through their direct enactment. Threats of physical violence, of harm to children or other family members, of disclosure of private information, of contact with immigration authorities, or of social and reputational damage can be as effective as violence itself in maintaining compliance. Indeed, many perpetrators manage their relationships in such a way that the threat is always present and never quite fulfilled — a sustained condition of potential danger that keeps the victim in a permanent state of managed anxiety. Dutton and Goodman (2005) have proposed that this deployment of contingent threats should be understood as a form of ‘demand compliance’, a process by which the perpetrator continuously communicates that the victim’s wellbeing, safety, and social standing are conditional on acceptable behaviour.

Intermittent reinforcement. Perhaps the most psychologically complex element of emotionally abusive relationships is the role of positive reinforcement in sustaining the victim’s attachment to the perpetrator. Abusive relationships are rarely characterised by constant hostility. Periods of cruelty, control, and degradation are typically interspersed with periods of warmth, affection, remorse, and apparent change. This pattern of intermittent reinforcement — well established in the behavioural psychology literature as among the most powerful schedules for producing persistent, resistant-to-extinction behaviour (Skinner, 1938) — creates a powerful psychological bind. The victim is not staying because they do not recognise the harm. They are often staying, in part, because the relationship also contains something they value, and because the cycle of harm and repair has created a form of attachment that is difficult to relinquish. This will be explored at length in Chapter Two.



1.4 Distinguishing Abuse from Conflict, Difficulty, and Dysfunction

One of the most clinically important and ethically demanding tasks in this field is the differentiation of abusive relationships from relationships that are troubled, difficult, or characterised by reciprocal hostility. Not all unhappy relationships are abusive. Not all conflict is coercive control. The failure to make this distinction has consequences in both directions: it pathologises ordinary relational difficulty and, more dangerously, it may dilute the clinical and legal weight of the coercive control framework at precisely the moment when that framework is gaining traction.

Michael Johnson’s typology of intimate partner violence (Johnson, 2008) remains one of the most useful tools available for making this distinction. Johnson identified three primary patterns. The first, which he termed ‘intimate terrorism’, describes a relationship in which one partner systematically uses violence and control to dominate the other. This pattern is asymmetric: one person is the perpetrator, the other the victim. It is this pattern that corresponds most closely to what this book addresses as emotional or psychological abuse. The second pattern, ‘situational couple violence’, describes conflict-driven violence that arises from specific disputes rather than from a general pattern of control. This pattern is more likely to be reciprocal and is more common in community samples. The third, ‘violent resistance’, describes violence used by a victim in response to intimate terrorism — what the legal system has historically, and inadequately, treated as mutual violence.

The clinical implications of Johnson’s typology are significant. Couple-based therapeutic interventions, including couples counselling, may be appropriate and helpful in the context of situational couple violence and relational dysfunction. They are contraindicated in the context of intimate terrorism, where they carry a risk of increasing the victim’s exposure to harm by creating the appearance of parity between the partners, and by generating information that the perpetrator can exploit (Bancroft, 2002). Clinicians who do not have the conceptual tools to distinguish between these patterns risk causing harm through the well-intentioned application of an inappropriate therapeutic frame.

A second dimension of this distinction concerns the question of intent. Emotionally abusive behaviour is characterised not only by its pattern but by its function: the maintenance of power and control over another person. Difficult or dysfunctional relational behaviour may cause harm without serving this function. A partner who criticises because they are themselves in pain, or who is controlling because of anxiety, or who is emotionally unavailable because of unresolved trauma, may be causing significant harm to their partner without operating from a position of deliberate domination. This is not to minimise the impact of such behaviour, which may be severe. It is to note that the clinical and ethical responses required are different. The question that practitioners must hold in mind is not only ‘what is this person doing’ but ‘what is this behaviour for’.



1.5 Gender, Power, and the Question of Who This Happens To

Any serious engagement with the literature on intimate partner abuse must reckon with the politics of gender. The dominant feminist framing of domestic abuse, developed through the Duluth Model and associated with the work of scholars such as Evan Stark and Lundy Bancroft, situates intimate partner violence within a broader analysis of patriarchal power: men abuse women because they can, because social structures support them in doing so, and because cultural scripts of masculinity license control and entitlement in intimate relationships. This analysis has been enormously productive, both in generating political will for legislative change and in producing clinical and social interventions that have meaningfully reduced harm for many women.

It is also, as an exclusive account of intimate partner abuse, insufficient. The epidemiological evidence is clear that emotional abuse and coercive control occur in same-sex relationships, that women perpetrate as well as experience abuse, that men are victimised in ways that are significantly underreported and clinically underrecognised, and that race, class, disability, immigration status, and other structural positions interact with gender in ways that complicate any simple account (Hines and Douglas, 2010; Bates, 2020; Walby and Towers, 2018). This book works from the position that a gendered analysis of intimate partner abuse is necessary but not sufficient, and that clinical and policy responses that cannot account for the full range of people experiencing harm will inevitably leave some of the most vulnerable without appropriate support.

At the same time, the statistical reality is that women are disproportionately represented among the victims of the most severe and sustained forms of intimate partner abuse, and that this disproportion is not incidental but structural (Walby et al., 2017). The feminist analysis remains essential. The task of this book is to hold both things simultaneously: to affirm the importance of a gendered lens while refusing to allow that lens to render invisible those whose experience does not fit neatly within its frame.



1.6 Returning to Adaolisa: What the Case Teaches Us

Adaolisa’s case, composite though it is, illustrates a number of the themes that will run through this book. The first is the gap between the internal experience of abuse and the external presentation. Adaolisa presented to primary care not as a victim of domestic abuse but as a professional woman with headaches. The abuse was present in the room from the beginning, but it was invisible to every clinician who looked for physical signs or asked incident-focused questions. It became visible only when a practitioner changed the frame of inquiry.

The second is the role of somatic presentation in masking and communicating psychological distress. The headaches were not unrelated to the abuse. They were, as subsequent chapters will argue in clinical detail, a physiological expression of a nervous system under chronic stress. The body, as van der Kolk (2014) has compellingly argued, keeps the record that the conscious mind has not yet been able to articulate.

The third is the particular experience of Black African women navigating a healthcare system that has rarely been designed with their specific cultural context, presentation style, or structural position in mind. Adaolisa’s silence was not merely personal. It was shaped by cultural injunctions around privacy, by the weight of expectation that a woman in her position maintains appearances, by a well-founded ambivalence about engaging with professional systems that have not historically served her community well, and by the theological framework within which her marriage was embedded. These factors will be examined in Chapters Five and Six.

The fourth, and perhaps most fundamental, is the question with which her consultation ended: ‘He loves me. He has never hit me. So it cannot be abuse. Can it?’ This book is written in the conviction that it can. That love and abuse are not mutually exclusive. That the absence of physical violence does not constitute the absence of harm. And that naming what is happening, however frightening and however late, is the necessary first step toward everything that follows.



1.7 Implications for Clinical Practice

Healthcare and mental health professionals occupy a particular position in relation to emotional abuse. They are, in many cases, the first professionals that survivors encounter, and the quality of that encounter has significant implications for whether the survivor continues to seek help or retreats back into silence. The evidence suggests that this first encounter is frequently inadequate. A systematic review by Feder et al. (2011) found that while healthcare providers routinely encounter patients experiencing intimate partner violence, they often lack the training, the time, and the institutional support to respond effectively. More recent work has highlighted the particular inadequacy of responses to non-physical forms of abuse, which are less likely to trigger routine inquiry and less likely to be recorded in clinical notes (Williamson, 2020).

Several practical implications follow from the analysis presented in this chapter. The first is that clinical inquiry into domestic abuse should not be restricted to the presence or absence of physical violence. The systematic use of validated screening tools that incorporate non-physical forms of abuse — including the Hurt, Insult, Threaten, Scream (HITS) tool (Sherin et al., 1998) and the Composite Abuse Scale (Hegarty et al., 2005) — can increase rates of identification. However, tools alone are insufficient if the practitioner does not have the conceptual framework to make sense of what they reveal.

The second implication is that clinical responses to emotional abuse require a different temporal frame from responses to acute physical injury. Emotional abuse produces its effects cumulatively, and recovery from it is similarly cumulative. Practitioners who expect disclosure to happen in a single consultation, or who
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