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Lifetime Prevalence of Intimate Partner Violence and
Disability: Results From a Population-Based Study
in New Zealand
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Introduction: There is no population-based study on prevalence rates for all forms of intimate
partner violence experienced by people with different types of disabilities in New Zealand. This
study compares the reported lifetime prevalence of intimate partner violence (physical, sexual, psychological, controlling behaviors, and economic abuse) for people with different types of disabilities
with that reported by those without disabilities and tests whether there is a gender difference.

Methods: From March 2017 to March 2019, a total of 2,888 women and men aged ≥16 years participated in a cross-sectional study in New Zealand using a cluster random sampling method. Faceto-face interviews were used for data collection. The WHO Multi-country Study questionnaire was
employed as the data collection tool. Logistic regression was conducted, and AORs were reported.

Results: Those with any disability reported signiﬁcantly higher rates of most forms of intimate
partner violence than those without disabilities, among both genders, including physical intimate
partner violence (AOR=1.80, 95% CI=1.32, 2.47 for women, AOR=2.44, 95% CI=1.72, 3.45 for
men) and psychological and economic abuse. Women with disabilities were more likely to report
experiences of sexual intimate partner violence than men (range =13.5-17.1% vs 4.0%−21.2% in
men). Men with intellectual disability were more likely to report physical intimate partner violence
than women with intellectual disability (60.5% in men and 36.0% in women).
Conclusions: People with disabilities report experiencing a signiﬁcantly high lifetime prevalence of
intimate partner violence compared with people without disabilities. The results warrant policy and
practice changes to identify early signs of abuse and intervene accordingly and warrant an investment in targeted violence prevention programs.
Am J Prev Med 2021;61(3):320−328. © 2021 American Journal of Preventive Medicine. Published by Elsevier
Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

INTRODUCTION

G

lobally, intimate partner violence (IPV) is the
most common form of violence experienced by
women,1 resulting in long-term adverse physical and mental health outcomes.2,3 The WHO estimates
that the lifetime prevalence rates among women range
from 13% to 61% for physical IPV, from 6% to 59% for
sexual IPV, and from 20% to 75% for emotional IPV.4
The lifetime prevalence of physical and/or sexual IPV
for New Zealand women is 1 in 3 and 1 in 2 for psychological abuse.5 There are fewer studies of the prevalence
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of IPV against men; however, evidence from crime surveys suggests that men experience some forms of IPV at
rates similar to those among women.6,7
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Disability is also prevalent within populations, and
there is increasing recognition that disability can
enhance the risk of violence, whereas violence can result
in or increase the severity of disability.9,10 People and
particularly women with disabilities have been reported
to experience a higher prevalence of IPV, potentially
because of physical dependency on their partner or
because of perpetrators’ perception of their vulnerability.11−13 Those with a disability may also be less likely to
leave a violent relationship if they are dependent on their
partner to support their daily activities or economic
wellbeing.14 Experiencing IPV has also been found to
cause greater adverse impacts for people with disabilities
(e.g., mental health consequences, missed work, disturbed sleep, and suicide attempts).15,16
A systematic review of past 12-month physical or sexual IPV showed that higher rates were reported by those
with a disability than by those without (pooled
OR=1.78, 95% CI=1.42, 2.22).17 There may also be different risks for those with different types of disability,
with evidence that those with mental and intellectual
disabilities are at a higher risk.17−19 The pooled prevalence rate for IPV experienced by people with mental or
psychiatric illnesses was 37.8% (95% CI=17.9, 60.2).
Similarly, Hughes and colleagues17 found that signiﬁcantly higher prevalence rates for IPV experience were
reported by people with mental (24.3%, 95% CI=11.3,
31.0) and intellectual (6.1%, 95% CI=2.5, 11.1) disabilities than the rates reported by those with unspeciﬁed
disabilities (3.2%, 95% CI=2.5, 4.1).
Although not all studies report an increased prevalence of IPV for those with disabilities,11,20 the weight of
evidence from previous studies suggests that women and
men with disabilities experience higher rates of IPV than
those without.11,20 Results from an Australian population‒based study indicated that women and men with
disabilities were more likely to report lifetime physical,
sexual, or psychological IPV than those without disabilities (OR=1.78, 95% CI=1.20, 2.63).21 Trend analyses of
domestic violence against people with and without disabilities in Thailand showed that there was a signiﬁcant
increase in the reported prevalence of domestic violence
for people with disabilities between 2006 and 2009, with
the highest increase reported by people with intellectual
disabilities.19
Although the population prevalence of disability in
New Zealand is high (24% in 2013), there is limited evidence on the prevalence of IPV among people with disabilities.8 The only population-based survey that
explored this, the New Zealand Crime and Victims Survey (2018), did not ﬁnd a difference between people
with and those without disabilities in self-reported IPV
victimization or the number of police reports.22
September 2021
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Globally, most studies that have explored the association between disability and IPV have only assessed 1 type
of disability at a time (e.g., only physical or only intellectual disability). In addition, there is a paucity of data documenting the different subforms of IPV experienced by
people with disabilities, with few studies on how disability
status is associated with experiences of psychological
abuse, controlling behaviors, and economic abuse.10,23
This is a signiﬁcant gap because these forms of IPV are
highly prevalent in people without disabilities.24,25
The 2019 New Zealand Family Violence Survey provided an opportunity to address these information gaps.
The aims included the following:
1. to describe the reported the prevalence rates for lifetime physical, sexual, and psychological IPV as well
as controlling behaviors and economic abuse experienced by men and women, by disability type;
2. to explore the association between disability types and
different forms of IPV experience, comparing people
with disabilities with those without disabilities; and
3. to explore gender differences in prevalence rates.

METHODS
Study Sample
In the 2019 New Zealand Family Violence Study, a populationbased representative sample of men and women aged ≥16 years
and who lived in Auckland, Waikato, and Northland regions was
recruited between March 2017 and March 2019.26 These 3 regions
included about 40% of the New Zealand population and incorporated diverse ethnic groups, including Maori; Paciﬁc; Asian; European; and Middle Eastern, Latin American, and African individuals.
Ethics approval was granted by the University of Auckland Human
Participants Ethics Committee (2016/018244).
Meshblocks (geographically deﬁned areas identiﬁed by Statistics New Zealand) were used for sampling. Statistics New Zealand
assisted with a random selection of meshblocks. From a random
starting point within each meshblock, every second and sixth consecutive house was included. Statistics New Zealand randomly
assigned meshblocks to 1 gender for safety reasons. Each house
was visited by an interviewer who carried out a random selection
of 1 household member and completed the interview. Only 1 eligible person could participate from each address.
Interviewers completed intensive training before data collection to ensure consistency and validity of the collected data. Data
collection was conducted through face-to-face interviews. All participants gave written consent before the interview. At the completion of the interview, all participants (regardless of IPV disclosure
status) were provided with a list of support agencies to contact if
they had concerns about their safety.
Of 9,568 identiﬁed households, 1,532 did not match the inclusion criteria owing to (1) no one in the house able to speak conversational English (n=110), (2) dwelling was inaccessible/
destroyed or vacant (n=760), and (3) no household member at
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home after repeated visits (n=662). A further 1,804 households
(22.4%) refused to participate. Of the total 6,232 households who
agreed to participate, 1,271 had no eligible participants, and for
251, the eligible participant was not at home after repeated visits.
Of 4,710 eligible participants who were contacted, 1,767 (37.5%)
refused to participate. After excluding incomplete interviews
(n=55), there were 2,888 participants with a completed interview.
Participants were broadly representative of the New Zealand population.26 Of these, 2,746 participants were ever-partnered, with
information on weighting variables, and therefore were included
in the analyses for this study. In total, 524 participants (18.5%)
reported having ≥1 disability, of whom 309 (58.9%) reported having multiple disabilities. The mean age of participants with and
without a disability was 57.3 (SD=17.5) years and 50.5 (SD=16.5)
years, respectively.

Measures
The study questionnaire was developed from the WHO Multicountry Study on Violence Against Women.27 To ensure that it was
relevant for the New Zealand context and appropriate for male participants, minor amendments were made to the questionnaire after
a review from government agencies, Maori advisors, and other
stakeholders, including representatives from the disability community. Additional questions to assess the nature of disability among
participants were included. The questionnaire was then pretested
using a convenience sample from both genders; participants from
the lesbian, gay, bisexual, transgender, queer, and intersex community; participants with disabilities; and those who identiﬁed as
Maori to check for appropriateness of the questions.
The lifetime prevalence of physical, sexual, or psychological
IPV as well as of economic violence and controlling behavior
were measured on the basis of operational deﬁnitions of violence
used by the WHO Multi-country Study on Violence Against
Women.27 Appendix Table 1 (available online) summarizes the
questions used to measure the lifetime experience for each IPV
subtype. Responses of I do not know/I do not remember or refused
were coded as missing.
Disability was measured on the basis of the Washington Group
Short Set of questions. These questions were also used by Statistics
New Zealand for the 2013 disability survey.8,28 Participants were
asked whether they had a health problem or a condition (that has
lasted ≥6 months) that caused them difﬁculty with or stopped
them from seeing, hearing, walking, lifting or bending, using their
hands to hold an object, using their hands to grasp an object, or
using their hands to use objects (physical disability); from learning, concentrating, or memorizing (intellectual disability); or from
communicating, mixing with others, or socializing (psychological
disability) or whether they any other long-term disability that
stopped the participant from doing things that other people do
(other disabilities). Individuals were classiﬁed as having a disability if they said yes to ≥1 impairment that lasted for ≥6 months.
Disability status is reported by age, gender, ethnicity, education
status, food insecurity, and area deprivation level. The New Zealand Indices of Multiple Deprivation was used to measure area
deprivation level, which was developed by combining 7 domains:
geographic access, health, education, income, employment, housing, and crime.29 Food security was measured by a question that
asked whether respondents were ever worried about not having
enough money to buy food and how frequently this occurred. A

binary variable for food security was then created (yes, occasionally, sometimes, often, or all the time=1; never=0). This measure of
food security was used to estimate household economic status.

Statistical Analysis
Lifetime prevalence rates and 95% CIs, stratiﬁed by disability subtype and gender, were calculated for each form of IPV (physical,
sexual, psychological, controlling behavior, and economic abuse).
Chi-square tests were used to determine whether there were differences in lifetime IPV prevalence between those with ≥1 disability and those with no disability. Chi-square tests were also used to
investigate the differences for reporting each IPV form experienced by disability subtypes for men and women. AORs were calculated to determine whether there were signiﬁcant differences
between the forms of IPV experienced by participants with each
disability type and between those with ≥1 disability and those
without disabilities and in participants with multiple disabilities
compared with those with 1 disability, controlling for age, ethnicity, education status, food insecurity, and area deprivation. Owing
to the very small numbers for the Middle Eastern, Latin American, and African group, this ethnic group was dropped from the
logistic models.
Data analyses were conducted in SAS, version 9.4. All analyses
were conducted with survey procedures to allow for clustering by
primary sampling units, with stratiﬁcation variables for sample
location (3 regions) and weighting of data (to account for the
number of eligible participants in the household).

RESULTS
The prevalence of disability among this ever-partnered
sample was 19.2%. Table 1 shows the demographic characteristics of the participants by disability status. Disability was more prevalent in women (21.1%) than in men
(15.7%), more prevalent in older age groups (27.1% in
those aged ≥65 years) than in younger age groups
(13.4% in those aged 16−29 years), more prevalent in
people with a primary/secondary education attainment
(22.0%) than in those with higher education attainment
(15.8%), and more prevalent in those without an independent income (25.2%) than in those with an independent income (17.5%). Those who identiﬁed as Maori
were over-represented among those with any disability
(26.3%) compared with European New Zealanders
(20.3%) and those of other ethnicities. Of those with ≥1
disability, a larger proportion were food insecure
(p<0.0001) (Table 1).
Of 524 participants with disabilities, 177 (35.1%)
reported that an injury or accident was the cause of their
disability, and of this group, 33 (18.6%) reported that their
injury was due to physical or psychological abuse or both.
Other causes of disabilities were disease (31.1%), aging
(27.1%), congenital condition (5.8%), or other (14.6%).
Tables 2 and 3 show the women’s and men’s reported
lifetime prevalence of different forms of IPV experienced
by participants with ≥1 disability and those without
www.ajpmonline.org

Fanslow et al / Am J Prev Med 2021;61(3):320−328

323

Table 1. Demographic Characteristics of Those With Different Types of Disability Among an Ever-Partnered Sample
Disability
Only 1 versus >1 (n=524)c
Sociodemographic and
economic factors

None n=2,207,
n (%)a

Any (at least 1)
n=524, n (%)

Physical
Intellectual Psychological Only 1 n=158,
Multiple
n=448, n (%)b n=160, n (%)b n=94, n (%)b
n (%)
n=366, n (%)

Gender
Men

1,099 (78.9)

309 (21.1)

259 (17.7)

94 (6.5)

66 (4.5)

90 (28.8)

219 (71.1)

Women

1,108 (84.3)

215 (15.7)

189 (13.6)

66 (4.9)

28 (2.0)

68 (33.5)

147 (66.5)

0.01

0.10

0.0008

p-value

0.001

0.29

Age group, years
16‒29

256 (86.4)

43 (13.4)

23 (8.0)

14 (4.9)

15 (4.3)

23 (52.9)

20 (47.0)

30‒44
45‒54

601 (89.0)
442 (81.9)

81 (11.0)
93 (18.1)

63 (8.5)
81 (15.7)

26 (3.3)
24 (4.7)

21 (2.7)
18 (3.2)

33 (43.8)
27 (28.9)

48 (56.2)
66 (71.1)

55‒64

382 (77.7)

114 (22.3)

105 (20.8)

37 (7.4)

18 (3.5)

28 (21.7)

86 (78.3)

≥65

523 (72.9)

193 (27.1)

176 (24.5)

59 (8.4)

22 (3.0)

47 (24.8)

146 (75.2)

<0.001

0.005

0.70

p-value

<0.001

0.0002

Education
Primary/secondary
Higher

864 (78.0)

264 (22.0)

227 (18.6)

82 (6.8)

45 (3.8)

76 (29.7)

1,338 (81.2)

257 (15.8)

218 (13.4)

78 (4.9)

49 (2.9)

80 (31.5)

0.005

0.04

0.17

p-value
Ethnicity
European

0.0001

188 (70.3)
177 (68.5)
0.69

1,526 (79.6)

388 (20.3)

335 (17.6)

119 (6.3)

69 (3.6)

119 (31.3)

269 (68.7)

Maori

216 (73.7)

79 (26.3)

63 (20.5)

20 (7.1)

16 (5.5)

24 (30.8)

55 (69.2)

Paciﬁc

124 (89.4)

19 (10.6)

17 (9.4)

8 (4.7)

1 (0.4)

4 (18.5)

15 (81.5)

Asian

305 (92.4)

30 (7.6)

28 (7.0)

9 (2.1)

6 (1.2)

9 (32.4)

21 (67.6)

MELAA

33 (83.0)

7 (17.0)

4 (10.6)

4 (8.5)

2 (4.3)

2 (37.5)

<0.001

0.02

0.001

p-value
Deprivation
Least deprived

<0.001

5 (62.5)
0.83

625 (82.6)

132 (17.4)

110 (14.6)

43 (5.6)

22 (2.9)

41 (31.8)

91 (68.2)

Moderately deprived

956 (81.4)

223 (18.6)

192 (15.7)

70 (5.9)

46 (3.7)

73 (33.8)

150 (66.2)

Most deprived

624 (80.9)

168 (19.1)

145 (16.5)

47 (5.5)

26 (2.9)

44 (26.1)

0.65

0.96

0.57

p-value

0.75

124 (73.9)
0.30

Independent income
Yes

1,889 (82.5)

418 (17.5)

361 (15.1)

123 (5.43)

65 (2.6)

132 (32.4)

286 (67.6)

No

316 (77.3)

106 (25.2)

87 (18.6)

37 (7.6)

29 (6.4)

26 (24.8)

80 (75.2)

0.09

0.07

<0.001

p-value
Food security
Food secure
Food insecure
p-value

0.02

0.16

1,875 (84.4)

362 (15.6)

314 (13.5)

106 (4.7)

58 (2.5)

116 (32.6)

246 (67.5)

325 (69.2)

161 (30.8)

133 (25.2)

54 (10.2)

36 (6.4)

42 (27.0)

119 (73.9)

<0.001

<0.001

<0.001

<0.001

0.25

Note: Boldface indicates statistical signiﬁcance (p<0.05).
a
Weighted percentages.
b
Percentages for columns 3‒5 were calculated for the total sample. Many had >1 disability, so the total does not add to 100.
c
The denominator for these columns are those participants with disabilities.
MELAA, Middle Eastern Latin American African.

disabilities. In general, those who had ≥1 disability were
more likely to report IPV than those who did not have a
disability, in both genders (all chi-square tests for all disability subtypes were signiﬁcant at the p<0.05 level).
Psychological abuse was reported by majority of the
participants with ≥1 disability (60.3% of women and
51.2% of men). People with a psychological disability
reported the highest prevalence rates for almost all types
September 2021

of IPVs (73.7% of women and 70.0% of men reported
psychological abuse).
Women with any disability reported signiﬁcantly
higher rates of experiencing sexual IPV (16.9%) than
men with any disability (5.0%) (p=0.0002 for interaction
test). Men with intellectual disabilities were more likely
to report physical IPV (60.5%) than women with intellectual disabilities (36.0%) (p=0.002 for chi-square test).
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Table 2. Prevalence of Lifetime IPV Reported by Women by Disability Type
Disability type

Physical IPV (n=404)

Psychological IPV (n=688)

Controlling behaviors (n=307)

Economic IPV (n=208)

n (%)

95% CI

n (%)

95% CI

n (%)

95% CI

n (%)

95% CI

n (%)

95% CI

21.77, 27.57
32.01, 44.40
26.06, 46.01
35.24, 62.13
34.52, 46.03
32.42, 46.01

130 (11.1)
47 (16.9)
15 (13.5)
12 (17.1)
56 (16.9)
36 (14.9)

9.15, 13.04
12.63, 22.25
7.37, 19.66
7.61, 26.60
12.89, 20.99
10.25, 19.46

500 (44.1)
148 (57.5)
47 (48.6)
49 (73.7)
185 (60.3)
124 (56.1)

40.48, 47.70
50.80, 64.14
38.24, 59.06
61.98, 85.38
54.43, 66.13
48.96, 63.20

212 (18.9)
76 (31.2)
23 (24.3)
19 (28.9)
94 (31.7)
61 (29.0)

16.33, 21.45
25.00, 37.45
14.92, 33.72
17.07, 40.82
25.89, 37.44
22.58, 34.46

143 (14.1)
51 (23.0)
18 (20.6)
18 (33.3)
64 (24.7)
45 (24.4)

11.79, 16.32
18.06, 28.91
11.47, 29.84
19.60, 47.07
19.11, 30.38
17.93, 30.86

a

Weighted estimates.
IPV, intimate partner violence.

Table 3. Prevalence of Lifetime IPV Reported by Men by Disability Type
Disability type

Physical IPV (n=383)
n (%)

No disability
Physical
Intellectual
Psychological
At least 1
Multiple
a

a

282 (25.9)
82 (46.0)
36 (60.5)
17 (63.6)
97 (47.3)
74 (55.0)

Weighted estimates.
IPV, intimate partner violence.

Sexual IPV (n=27)

Psychological IPV (n=526)

Controlling behaviors (n=257)

Economic IPV (n=155)

95% CI

n (%)

95% CI

n (%)

95% CI

n (%)

95% CI

n (%)

95% CI

22.78, 29.09
38.31, 53.66
48.04, 72.94
46.08, 81.19
40.00, 54.57
46.29, 63.65

18 (1.5)
7 (4.0)
3 (6.2)
4 (21.2)
9 (5.0)
7 (5.8)

0.77, 2.26
0.92, 7.11
0, 13.23
2.39, 40.04
1.62, 8.45
1.38, 10.31

412 (36.8)
97 (50.9)
39 (61.7)
19 (70.0)
111 (51.2)
81 (56.7)

33.67, 39.96
43.07, 58.71
49.40, 74.06
52.88, 86.51
43.87, 58.46
48.05, 65.40

200 (19.2)
46 (23.5)
19 (32.1)
9 (30.3)
54 (24.7)
41 (27.9)

16.41, 22.06
17.58, 29.53
19.41, 44.79
13.49, 47.11
18.74, 30.67
20.45, 35.36

110 (10.0)
38 (18.5)
18 (30.0)
6 (20.0)
44 (19.8)
34 (22.3)

8.00, 11.94
12.82, 24.12
17.01, 43.98
5.07, 34.93
14.23, 25.45
15.30, 29.05
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No disability
Physical
Intellectual
Psychological
At least 1
Multiple

Sexual IPV (n=188)

281 (24.7)
96 (38.2)
33 (36.0)
32 (48.7)
120 (40.3)
85 (39.2)

a

www.ajpmonline.org
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1.66
(1.08, 2.56)
1.55
(1.07, 2.25)
b

a

1.80
(1.32, 2.47)

Adjusted for age, education, food security, deprivation index, and ethnicity; ORs were estimated using logistic regression models (weighted estimates).
Numbers were too small for a reliable estimate; the frequency for the cell is <6.
IPV, intimate partner violence.

1.46
(0.99, 2.13)
1.87
(1.32, 2.65)
1.75
(1.24, 2.49)
1.78
(1.34, 2.34)
3.19
(1.25, 8.11)
1.32
(0.91, 1.91)

—b

Intellectual disability

At least 1 disability

2.44
(1.72, 3.45)

1.66
(0.59, 4.65)
2.83
(1.44, 5.54)
2.29
(1.20, 4.37)
1.18
(0.66, 2.11)
1.51
(0.63, 3.60)
1.93
(1.04, 3.59)
1.16
(0.64, 2.11)
1.12
(0.65, 1.93)
3.38
(1.50, 7.62)
2.43
(1.35, 4.41)
2.35
(1.30, 4.27)
0.92
(0.59, 1.43)
—b

1.12
(0.55, 2.27)
0.94
(0.52, 1.68)
3.73
(1.67, 8.32)
3.54
(1.96, 6.38)
2.00
(1.06, 3.78)
1.36
(0.87, 2.15)
Psychological disability

Men

1.00
1.42
(0.88, 2.29)
1.00
1.31
(0.90, 1.93)

Women
Men

1.00
1.39
(0.93, 2.07)
1.00
1.91
(1.32, 2.77)

Women
Men

1.00
1.74
(1.19, 2.55)
1.00
1.62
(1.18, 1.90)

Women
Men

1.00
2.04
(0.65, 6.43)
1.00
1.34
(0.90, 1.98)

Women
Men

1.00
2.26
(1.57, 3.25)
1.00
1.62
(1.16, 2.27)

Women

AOR (95% CI)
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No disability (ref group)
Physical disability

Variables

AOR (95% CI)
AOR (95% CI)
AOR (95% CI)
AOR (95% CI)

Controlling behavior
Psychological abuse
Sexual IPV

a

This study found that people with disabilities were more
likely to have experienced IPV in their lifetime than
those without a disability. The ﬁndings were consistent
across all types of disabilities and all forms of IPV (physical, sexual, psychological, controlling behaviors, and
economic abuse) for both women and men. Lifetime
prevalence was not signiﬁcantly higher for those with
multiple disabilities than for those who had 1 disability.
These results are broadly consistent with results of population-based studies on people with disabilities and IPV
from Australia, the U.S., and Denmark11,18,21 and highlight the increased likelihood of IPV experience for those
with a disability and the increased likelihood of sexual
IPV among women with a disability compared with that
among men.
This study contributes to the ﬁeld by reporting on lifetime prevalence for all forms of IPV for those with different types of disabilities. Of particular importance is
the inclusion of people with a psychological disability, a
form of disability that is frequently invisible and has
often been excluded from previous research on IPV.30,31

Physical IPV

DISCUSSION

Table 4. Association Between Disability Status and Different Forms of IPV Reported by Women and Men

Among individuals with ≥1 disability, the reported
prevalence of experiencing controlling behaviors was
31.7% for women and 24.7% for men and was signiﬁcantly higher than the rates reported by those without
disabilities for women (chi-square test, p<0.0001). Economic abuse was also more commonly reported by people with disabilities (24.7% in women and 19.8% in
men) than by those without (chi-square test, p<0.0001
for both women and men).
After controlling for age, ethnicity, food security, and
area deprivation level, individuals with ≥1 disability
were signiﬁcantly more likely to report experiencing all
types of IPV during their lifetime than those without disabilities (AORs ranged from 1.55 to 1.87 for women and
from 1.66 to 3.19 for men) (Table 4). Exceptions were
for sexual IPV for women, where there was no signiﬁcant difference in prevalence for those with and those
without disabilities (OR=1.32, 95% CI=0.91, 1.91). For
men, there was no signiﬁcant difference between the
controlling behavior reported by those with ≥1 disability
and that reported by men without disabilities (OR=1.46,
95% CI=0.99, 2.13).
For both genders, having multiple disabilities did not
increase the lifetime risk of experiencing IPV compared
with having 1 disability. The only exception was for men
with multiple disabilities, who were more likely to report
an experience of physical IPV than men with only 1 disability (OR=2.86, 95% CI=1.25, 6.52) (Appendix Table 2,
available online).

Economic abuse
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Notably, for both genders, those with a psychological
disability were most likely to report IPV experience.
Those with intellectual impairments also reported high
rates of IPV victimization. Similar results have also been
reported by other nationally representative studies16,19
and systematic reviews.32
Consistent with previous studies that report on IPV in
people with disabilities, this study found signiﬁcantly
higher rates of psychological abuse and physical and sexual IPV in those with disabilities than in those without.33,34 It extends previous work by reporting on the
prevalence of controlling behaviors and economic abuse.
Previous researchers have proposed that people with disabilities are reliant on their partners for care, which can
increase their risk of experiencing controlling behaviors
and may make leaving relationships more difﬁcult.12
However, this study also identiﬁed that a proportion of
disabilities resulted from the experience of physical or
psychological IPV. This is consistent with other studies
that have identiﬁed the reciprocal relationships between
IPV and disability.31
Prevention efforts for IPV need to be inclusive of people with all types of disabilities,30 with particular attention directed to increasing the accessibility of prevention
programs for people with psychological (difﬁculties with
communicating, mixing with others, or socializing) and
intellectual disabilities (learning, concentrating, and
memorizing). In addition, shelters, police, and other IPV
support agencies need to have the capacity and resources
to respond to the needs of people with disabilities.35
Both prevention and response services also need to be
equipped with the knowledge and resources to address
intersectional issues, such as the overlapping nature of
gender, ethnicity, and disability. This is imperative
because women had higher proportions of disability
than men, and Maori had higher proportions of disability than people of other ethnicities. In addition, the gendered nature of violence needs consideration because
women tend to be subjected to more severe and frequent
IPV, with greater impacts in terms of injuries and fear.
This study is drawn from a large population-based
sample, which is broadly representative of the New Zealand population in terms of sociodemographic characteristics36 and disability.8 It provides previously
unavailable information on the prevalence of different
disability types and the associated experience of multiple
forms of IPV.

Limitations
Despite providing clear information on the association
between disability and IPV experience, there are some
limitations. The prevalence of disability may be

underestimated because the survey sample was drawn
from community-dwelling adults and because those in
residential care or assisted living were excluded (i.e.,
may exclude those with the most severe forms of disability). Resources did not allow for additional accommodations to support full participation by those with
disabilities. These exclusions may also have contributed
to the underestimation of IPV. In addition, the disability
measure used had limited utility for assessing some types
of disability and did not consider the disabling aspects of
social contexts and built environments.13

CONCLUSIONS
This study contributes to the current literature by providing a detailed assessment of the lifetime prevalence of
IPV experienced by people living with a disability. Findings have the potential to inform policy decisions and
should support the allocation of resources and the development of strategies to prevent and address violence
experience with and for people with disabilities.
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