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Abstract This article addresses practical implications for
preventing lethal and nonlethal domestic violence (DV) that
stem from recent research on male domestic homicide perpe-
trators. The role of risk assessment and batterer intervention
programs is emphasized, including specific programming for
treatment-resistant perpetrators. Adjunct interventions for relat-
ed problems (e.g., anger, suicidal behaviour, substance abuse)
are offered, and risk management tactics are summarized. The
article highlights the significance of safety planning for victims
and teaching youth skills for forming and maintaining healthy
relationships. Possible solutions to the problem of DV perpe-
trators who avoid arrest also are highlighted (e.g., public aware-
ness campaigns). Additionally, this article discusses approaches
for dealing with psychopathic DV perpetrators, including the
possible benefits of community education on psychopathy and
early intervention for youth at risk for developing these traits.
Some policy implications concerningDVand psychopathy also
are covered. The article underscores the importance of coordi-
nated community responses to DV.
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This article discusses some of the practical implications for
preventing lethal and nonlethal domestic violence (DV) that
stem from our research on perpetrators of domestic homicide
(DH) (see Juodis et al. 2014). To summarize briefly, our
research involved an examination of the correctional files of
37 male DH perpetrators. The victim, perpetrator, and offense
characteristics of DHs were compared against those from 78
non-domestic homicide (NDH) perpetrator files to illuminate
distinct dynamics. Risk factors that preceded DHs also were
identified retrospectively using the revised Danger Assess-
ment (DA; Campbell et al. 2009). Study results indicated that
DHs exhibited distinct dynamics, particularly in terms of
perpetrators’ predominant drives to inflict harm out of propri-
etary revenge. Importantly, it was revealed that most DHs did
not occur “out of the blue”, as 82.9 % of cases showed
elements of planning, and 86.5 % of cases were identified as
a homicide risk according to the revised DA. Although we
highlight these and some of the other noteworthy findings
from our research throughout this paper as we discuss the
practical implications, the reader is encouraged to consult our
initial article cited above for a more detailed description of the
study methodology and results.

The practical implications of our research are discussed in
relation to preventing both DH and DV because the underly-
ing issues involved in DHs also may apply to many cases of
nonlethal DV (Wilson et al. 1995). Space limitations preclude
an exhaustive review of all possible prevention strategies, so
only some of those that are more closely related to our re-
search findings are discussed here. More specifically, we
emphasize the usefulness of risk assessment for identifying
high-risk DV perpetrators and the importance of batterer
intervention programs for targeting many DV and DH risk
factors and dynamics, including programming specifically for
treatment-resistant men. Possible adjunct interventions for
related problems are offered (e.g., for anger, hatred, revenge,
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suicidal behaviour, and substance abuse), and specific risk
management tactics are summarized.

In this paper we address the problem of high-risk DV
perpetrators who manage to avoid arrest (e.g., through public
awareness campaigns). Safety planning for victims also is
covered, as is teaching at-risk youth skills for developing
and maintaining healthy relationships. Some attention is de-
voted to approaches for dealing with psychopathic perpetra-
tors of DV. Early intervention with families of youth who are
maltreated or exposed to DV is emphasized in this regard.
Additionally, we highlight the potential benefits of community
education on psychopathy and DV. Finally, some of the policy
implications concerning DV and psychopathy will be
discussed. By the end of this article, it will hopefully be
apparent that multiple practitioners with various strengths
and expertise are needed for ensuring the safety of women
and children, and for preventing and managing the danger
posed by high-risk DV perpetrators. Hopefully, the impor-
tance of coordinated community responses to DV also will
be more apparent.

It should be noted that space limitations preclude specific
step-by-step instructions on implementing many of the strate-
gies discussed (e.g., those involving manualized treatments), so
the reader is encouraged to consult the cited references for more
of these details when they are available. It also should be noted
that some of the highlighted strategies involve relatively recent
developments, and research demonstrating their effectiveness
is limited or nonexistent. Future research will ultimately shed
light on their effectiveness. Until this research is conducted;
however, practitioners must rely on the best of what is currently
available (Quinsey et al. 2006). Thus, possible prevention
strategies that have not yet been subjected to rigorous empirical
scrutiny but that are hypothesized to be helpful or show some
promise are still included in our discussion.

Risk Assessment

Our research highlighted the usefulness of empirically-
validated risk assessment tools, such as the revised DA, for
identifying high-risk DV perpetrators. Summarized briefly,
86.5 % of our 37 DH cases would have been identified as a
homicide risk using the benefit of hindsight and the most
liberal cutoff for the revised DA (i.e., increased danger; Camp-
bell et al. 2009). Consistent with previous research, the most
common lethality risk factor for DH in our study was prior DV
against the woman (Campbell et al. 2007). Specifically,
83.8 % of our DH cases were preceded by DV against the
woman that was increasing in frequency and/or severity.

Moreover, 70.3 % of our DHs occurred in the context of
relationship separation, 62.2 % involved constant and violent
jealousy, 54.1 % involved perpetrators who controlled most or
all of the victims’ daily activities, 45.9 % involved new

partners in the women’s lives, and 21.6 % occurred in the
context of formal or informal child custody/access disputes.
Other notable risk factors that preceded the DHs included:
threats to kill (51.4 % of cases), stalking (45.9 % of cases),
threats or assaults with a weapon (32.4 % of cases), forced sex
(32.4 % of cases), the perpetrator threatened or attempted
suicide (29.7 % of cases), and choking (18.9 % of cases).
The revised DA is available for free online (see www.
dangerassessment.com). Because training also is available
online at a minimal cost, it is argued that this tool be
embedded within an array of criminal justice, social service,
and healthcare agencies in a more high-profile manner.

Batterer Intervention Programs

Given the findings summarized above, batterer intervention
programming appears to be a vital component of intervention
for high-risk DV perpetrators (see, for example, Pence and
Paymar 1993). When delivered properly and by appropriately
trained practitioners who are strong role models, such pro-
gramming is often intended to target many of the DH dynam-
ics and risk factors observed in our research and the research
of others. Specifically, these programs seek to address: the use
of violence, threats and abuse; controlling attitudes and be-
haviours; jealousy; forced sex; stalking; and the impact of
suicidal behaviour on partners. Anger, using children to ma-
nipulate partners, and inappropriate emotional dependence on
women also are addressed in many programs. Moreover,
batterer intervention programs strive to help DV perpetrators
take responsibility for their actions, and aim to teach them
alternative behaviours to violence and abuse by facilitating
practice of more adaptive communication and conflict-
resolution skills. Many programs also aim to help DV perpe-
trators learn to accept women’s decisions and boundaries,
even when it means the end of a relationship.

Importantly, concurrent safety planning for women and chil-
dren is an integral part of many batterer intervention programs
(see Hardesty and Campbell 2004). When appropriate, inter-
vention that directly targets child abuse, neglect, or exposing
children to DV may be warranted (see Scott et al. 2006). This
component appears particularly important for some high-risk
DV perpetrators as children and adolescents were killed in
14.7 % of our DH cases, and DH perpetrators specifically
threatened to harm children in 13.5 % of cases. See Jaffe and
Juodis (2006), and Jaffe et al. (2012) for a more detailed review
of issues surrounding children as victims and witnesses of DH.

Treatment-Resistant DV Perpetrators

Because some high-risk DV perpetrators are extremely resis-
tant to batterer intervention programming, Scott et al. (2011)
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developed a short self-report screening measure to be used
during intake, as well as a relatively brief pre-treatment pro-
gram (six sessions) for these men to be used prior to their
admission into standard batterer intervention programming.
The pre-treatment program followed the Transtheoretical
Stages of Change Model (Prochaska and DiClemente 1982)
and used motivational interviewing techniques (Miller and
Rollnick 2002) to prepare men for standard programming.
Results from a quasi-experimental trial showed that highly-
resistant DV perpetrators who received the pre-treatment pro-
gram were significantly less likely to drop out of standard
programming (84.2 % completed all programming) compared
to highly-resistant DV perpetrators who did not receive the pre-
treatment program (46.5 % completed all programming). Al-
though the recidivism rates of these perpetrators are not known,
the increased ability to keep highly resistant men from
dropping out of treatment before it was even completed repre-
sents a very promising advancement for the field. The program
materials are available from its developers upon request.

Adjunct Interventions for DV Perpetrators

Emotional Reactivity, Anger, Hatred, and Revenge

Adjunct interventions may also be used to target some of the
DH dynamics and risk factors addressed in our research,
provided they are delivered by practitioners with a strong
understanding of DV who will not excuse the actions of
perpetrators. In our research, reactive violence was found to
be more characteristic of DHs than NDHs; however, both
groups were comprised of relatively few homicides involving
reactive violence at a level that would be considered impul-
sive. Although powerful emotional arousal may have been
observed more often in DHs than NDHs, the majority of DHs
(82.8 % of cases) evidenced some degree of instrumental
violence, suggesting some level of planning on the part of
the perpetrators (even when powerful emotional arousal in
response to conflict or provocation was involved). The results
also indicated that powerful emotional arousal may not even
be a necessary condition for DHs, as 40 % of DHs occurred in
“cold blood” and were not immediately preceded by conflict
or provocation, and did not immediately follow powerful
emotional arousal on the part of the perpetrator. With regard
to motives, DHs appeared to be chiefly about inflicting pain
and suffering on the victims out of proprietary revenge. That
is, it appeared to be male control/proprietariness, jealousy, the
woman leaving, the woman having a new relationship, and
formal or informal child custody/access disputes that were
underlying DH perpetrators’ desires for revenge and causing
harm to victims (Campbell et al. 2003; Ontario DVDRC 2005;
Wilson and Daly 1993). More importantly, our results sug-
gested that the revised DAmay be a robust DH risk assessment

instrument in the sense that the total number of risk factors did
not vary as a function of reactive versus instrumental violence.
This latter finding was noteworthy because it suggested that
even DHs characterized by relatively low levels of planning on
the part of the perpetrators were still potentially preventable
given their histories as captured by the DA.

As far as targeting emotional reactivity goes, practitioners
can look to the work of Novaco and colleagues when address-
ing anger (Novaco 1997; Renwick et al. 1997). Beck (1999)
also provided an account of how cognitive-behavioural ther-
apy (CBT) can be adapted for cases of intimate abuse that
implied abuse is related to heightened levels of anger in
combination with cognitive distortions that excuse the abuse
(e.g., sex role stereotypes and patriarchal attitudes) (Scott
2004). These interventions may be particularly useful when
targeting anger, hatred, and revenge among DV perpetrators.

Suicidal, Obsessed, and Emotionally Dependent DV
Perpetrators

Approximately 30 % of DH perpetrators in our study had
threatened or attempted suicide prior to the commission of
the homicide. For perpetrators who are suicidal, CBT (see, for
example, Persons et al. 2007) in combination with antidepres-
sant medication could be used to target distorted thinking,
negative affect, and obsessive rumination. For DV perpetra-
tors who are chronically suicidal, practitioners might consider
using appropriately adapted components of Dialectical Be-
haviour Therapy (DBT; Linehan 1993a, b). DBT is an
empirically-supported treatment (Chambless and Ollendick
2001), originally developed for chronically suicidal women,
that has been adapted for some male perpetrators in correc-
tional settings (Berzins and Trestman 2004). Fruzzetti and
Levensky (2000) have demonstrated how DBT might be used
for some DV perpetrators, and Rosenfeld et al. (2007) have
reported some encouraging results on the use of DBT for male
stalking perpetrators. With regard to DV perpetrators who are
excessively emotionally dependent on their current or former
intimate partners, schema-focused therapy (SFT; Young et al.
2003) may be of some benefit. Although there are currently no
adaptations of SFTspecifically for DV perpetrators, Bernstein
et al. (2007) provided a theoretical model for forensic popu-
lations as well as recommendations for best clinical practice
that may provide some guidance.

Substance Abusing DV Perpetrators

Obviously substance abuse/dependence intervention is neces-
sary for perpetrators who are problem drinkers or drug users
(see Daley and Marlatt 2006; Epstein and McCrady 2009). In
our study, 75.7 % of DH perpetrators were problem drinkers,
and 64.9 % were problem drug users. Moreover, perpetrator
substance use appeared to be involved in the commission of
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64.9 % of our DH cases. Abstinence is an appropriate goal for
DV perpetrators, especially when substances are linked to
their use of violence/abuse (Quinsey et al. 2006).

Risk Management Tactics for DV Perpetrators

Hart (2008) provided a useful overview of risk management
tactics that could be employed in addition to treatment for
perpetrators. Of these tactics, monitoring and supervision
appear to be of particular importance for high-risk DV perpe-
trators. More specifically, frequent contacts with perpetrators,
victims, and their families by social service, health care, or
criminal justice professionals were said to be an excellent
form of monitoring when high-risk perpetrators have access
to the community. Hart (2008) highlighted that, when appro-
priate, monitoring may involve field visits to work or home,
electronic surveillance, drug testing, or inspection of commu-
nications, including mail, telephone or email.

Supervision in the form of restrictions on activity, move-
ment, association and communication also may be necessary
for many high-risk DV perpetrators when they have access to
the community. Hart (2008) elaborated that these restrictions
may include: attendance at programs, including vocational
programs (51.4 % of DH perpetrators in our study were
unemployed); house arrest; travel bans; curfews; travel only
with chaperones; refraining from drug or alcohol use; weapon
prohibitions (40.5 % of DH perpetrators in our study had
access to firearms); not to operate a motor vehicle if involved
in an offense; and not to communicate with specific people. It
was further asserted that involuntary institutionalization in
correctional or health care facilities, such as through civil
committal, may be required when concordant with the risks
posed by perpetrators. On this point, indeterminate detention
may be warranted for some perpetrators with serious offenses
and a high-risk of future violence (Quinsey et al. 2006). In
Canada, it is possible for a DV perpetrator to be designated as
a “dangerous offender” and receive a sentence of detention in
a prison for an indeterminate period (see, for example, R. v.
Gaudry (R. E.)).

DV Perpetrators who Avoid Arrest

Reaching Out to Victims of DV

Over 60 % of the DH perpetrators in our study managed to
avoid arrest for previous incidents of DV. Clearly, reaching out
to women who are abused is an essential part of preventing
DHs because women often experience the violence/abuse
long before it comes to the attention of police (Hilton 2004).
In our study, even though information from or about victims
was limited, it was apparent that women in at least 40.5 % of
DH cases believed the perpetrator was capable of killing them.

Practitioners in criminal justice, social service and health care
settings must be aware of the protocols (or lack thereof) in
their agencies for identifying and assisting battered women
and their children, as there is evidence that opportunities to
help them are missed by such agencies (Ontario DVDRC
2004, 2005, 2006). The same goes for men who perpetrate
DV, as there is evidence of their own health-seeking behaviour
for physical, mental health or substance abuse problems prior
to some homicides (Sharps et al. 2001). Coordination and
communication among agencies is ideal when possible be-
cause, in many DH cases, separate agencies each possessed
unique and significant information with respect to lethality
risk that, taken together, would have painted an alarming
picture with respect to the need for formal risk assessment,
risk management, and safety planning (Ontario DVDRC
2004, 2005, 2006).

DV Public Awareness Campaigns

Public awareness campaigns also may help inform women
who are abused about strategies for getting help, and may help
change community norms about DV (Campbell and
Manganello 2006). The latter point is particularly important
because, in many cases of DH, family members and friends
were aware of lethality risk factors but either did not fully
understand their significance or did not know how to respond
(Ontario DVDRC, 2004, 2005, 2006). The Neighbours,
Friends and Families Campaign in Ontario, Canada, is a good
example and resource for addressing these issues (see http://
neighboursfriendsandfamilies.ca/). Some of the topics
addressed by the Campaign include: warning signs for
woman abuse, lethality risk factors, how to help women
who are abused, safety planning, and how to talk to abusive
men. Many practical materials (e.g., brochures, safety cards,
community act ion ki ts , videos, publ ic service
announcements) can be downloaded from the
Campaign’s website free-of-charge.

Safety Planning for Victims of DV

It is important to note that those individuals who encounter
women in danger of DH must be extremely assertive with
respect to the risk of homicide and need for shelter (Campbell
et al. 2003). If a woman is planning on leaving a high-risk DV
perpetrator, then she must be warned NOT to confront him
personally with the decision, and instead should leave a note
or call him later if necessary. According to Campbell and
colleagues (2003), some women like the idea of a health care
professional notifying the police for them, so professionals
should offer this option to them. For more information
on safety planning for women who are abused, see M.
A. Dutton (1992).
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Reaching Out to Perpetrators of DV

Another unique approach to prevention involves the develop-
ment of marketing campaigns (e.g., using radio advertise-
ments on sport programs) to recruit non-adjudicated and un-
treated abusive men for brief telephone pre-treatment inter-
ventions (see Mbilinyi et al. 2008; Roffman et al. 2008). The
Men’s Domestic Abuse Check-Up was designed to improve
self-referral and motivate abusive men to enter treatment
voluntarily. There is evidence suggesting that some abusive
men make use of it.

Teaching Youth Skills for Healthy Relationships

Perhaps one of the most promising and sustainable strategies
involves implementing school-based programs aimed at
preventing dating violence, as there is evidence suggesting
that teaching youth about healthy relationships as part of their
curriculummay reduce dating violence longitudinally at a low
per-student cost (Wolfe et al. 2009). Boys need to be taught
the skills that are necessary for forming and sustaining healthy
intimate relationships characterized by equality. They also
must be taught how to cope appropriately with the various
conflicts that may arise in intimate relationships, especially
with the potential dissolution of intimate relationships.

Psychopathic Perpetrators of DV

DV perpetrators are a heterogeneous group (Holtzworth-
Munroe and Stuart 1994), and some of them may be psycho-
pathic. Psychopaths lack empathy, guilt and remorse, display
shallow and labile emotions, and are short-tempered and
unable to form strong emotional bonds (Hare 2006). These
individuals also are superficially charming, grandiose, arro-
gant, callous, deceptive, manipulative, and dominant (Hare
and Neumann 2009). Such features are associated with a
socially deviant (but not necessarily criminal) lifestyle char-
acterized by irresponsible behaviour, and a tendency to violate
or ignore social norms (Hare 2006). Psychopathy has been
found to be a strong predictor of persistent and severe violent
recidivism against female intimate partners, earning its place
on risk assessment tools such as the Domestic Violence Risk
Appraisal Guide (Hilton et al. 2008) and the Spousal Assault
Risk Assessment Guide (Kropp et al. 1999).

Nearly 20 % of the DH perpetrators in our study were
psychopaths, and many other DH perpetrators were well-
above average with regard to psychopathic traits when con-
sidering available norms for men in the general population
(Neumann and Hare 2008). Thus, traits related to selfishness,
callousness, remorselessness and antisociality may be relevant
to the perpetration of many DHs. While the results of our
research indicated that DHs committed by psychopathic and
non-psychopathic men were similar in many ways,

psychopathic DH perpetrators were more likely to kill their
victims in a dispassionate, premeditated and gratuitously vio-
lent manner. More importantly, the revised DA captured risk
of DH by both psychopathic and non-psychopathic men,
lending further evidence of its utility. Given these findings,
the paucity of research on psychopathic DH perpetrators, and
the questions often posed to us by practitioners and re-
searchers at conferences or workshops, we devoted some
attention to discussing strategies for dealing with psychopath-
ic DV perpetrators.

Identifying Psychopathic Perpetrators of DV

Of course, identifying psychopathic DV perpetrators is a
crucial part of being able to manage them. The Psychopathy
Checklist-Revised (PCL-R; Hare 1991, 2003) is considered
the “gold-standard” for assessing psychopathy (Acheson
2005); however, many practitioners working in the DV field
may not have the time, access to collateral information, finan-
cial resources, or training/qualifications necessary for carrying
out these comprehensive assessments. The Psychopathy
Checklist: Screening Version (PCL:SV; Hart et al. 1995) was
developed to provide a more cost-effective way of determin-
ing whether full administration of the PCL-R is warranted,
and the PCL:SV has been used with DV perpetrators in a non-
correctional setting (Huss and Langhrinrichsen-Rohling
2006). Again though, many practitioners may lack the re-
quired training/qualifications or financial resources for admin-
istering the PCL:SV. Although self-report measures of psy-
chopathy do exist (e.g., Levenson et al. 1995; Lilienfeld and
Andrews 1996), they are susceptible to impression manage-
ment by perpetrators.

The P-SCAN (Hare and Hervé 1999) is an innovative tool
that may be useful when formal PCL-R assessments are not
possible, but when some understanding of a perpetrator’s
possible psychopathy status is required. Potential users in-
clude: law enforcement officers, judges, prosecutors, proba-
tion and parole officers, nurses, social workers, and therapists
to name a few. The tool is not considered a psychological test,
and does not provide a clinical diagnosis; but is considered a
“rough screening device” (Hare and Hervé 1999, p. 1). Based
on the available information, the user rates the person under
consideration on 90 items requiring low levels of inference.
Kirkman (2005) has already used the P-SCAN in her research
documenting the experiences of womenwho survived abusive
intimate relationships with men who had many psychopathic
traits. Again though, use of the P-SCAN comes at a financial
cost that some agencies may not be able to afford.

Depending on the purpose, practitioners working under
difficult circumstances (i.e., settings where time, access to
collateral information, financial resources or training oppor-
tunities are very limited) may consider using the DSM-IV-TR
(American Psychiatric Association 2000) criteria for
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antisocial personality disorder (APD) to assist them in identi-
fying persistently antisocial perpetrators, among whom some
might be psychopaths. It should be noted, however, that the
way in which dichotomous APD diagnoses are arrived at
tends to waste information (Quinsey et al. 2006). Alternative-
ly, when DSM-IVAPD items are each scored individually and
then summed in a manner similar to the PCL-R, correlations
between APD scores (not diagnoses) and PCL-R scores are in
the 0.90 range (Skilling et al. 2002). On this point, Harris et al.
(1994) also indicated that eight variables reflecting childhood
antisocial behaviour, known as the Childhood and Adolescent
Taxon Scale (CATS; see Quinsey et al. 2006), discriminated
adult psychopaths and nonpsychopaths for some purposes.
Although these latter two options may be the most accessible
or affordable for many practitioners, they are not without their
controversies and limitations (see Hare 2003; Hare and
Neumann 2009; Quinsey et al. 2006). Thus, governments
should consider increasing the funds made available to crim-
inal justice, social service and healthcare agencies that wish to
bring professional assessors on board to help them obtain the
comprehensive information their practitioners require for
managing risk.

Treatment Guidelines for Psychopathic Perpetrators of DV

Practitioners who encounter psychopathic DV perpetrators
should refrain from providing treatment that is emotion-
based; involves talk-therapy; is insight-oriented or psychody-
namic in nature; or is geared toward building self-esteem,
empathy, conscience or interpersonal skills, as these forms
of treatment seem to be of little benefit to psychopaths (Hare
and Neumann 2009). Moreover, perpetrators should not be
allowed to “run” treatment programs (Wong and Hare 2005, p.
43). There is evidence suggesting that such interventions may
actually increase the criminal behaviour of psychopaths (e.g.,
Rice et al. 1992), probably by enhancing their skills at manip-
ulation and deception of others (including therapists).

A properly designed and empirically-supported treatment
program for institutionalized psychopaths is not currently
available (Wong and Hare 2005), let alone modules specifi-
cally designed for psychopathic DV perpetrators. As stated
earlier, until such work is attempted and has survived empir-
ical scrutiny, practitioners must rely on the best of what is
currently available (Quinsey et al. 2006). Wong and Hare
(2005) described one of the most carefully formulated treat-
ment approaches for institutionalized psychopaths that may
provide some guidance. These experts asserted that treatment
should follow risk-need-responsivity principles (Andrews
et al. 1990), and rely on combining the best available
cognitive-behavioral correctional programs with relapse-
prevention techniques. Because it is not realistic to expect that
psychopaths will voluntarily work with practitioners after

legal sanctions are removed, the learning of self-monitoring
and self-management skills was emphasized.

Self-centeredness, lack of motivation, and affective/
information processing anomalies were conceptualized as
key responsivity factors for psychopaths. Wong and Hare
(2005) argued that treatment should be less concerned with
attempting to alter the core personality traits of psychopaths,
and more concerned with helping psychopaths acknowledge
that only they are responsible for their actions, and that it is in
their own best interest to use more prosocial ways to satisfy
their wants and needs. Instead of using lack of motivation as a
criterion to exclude psychopaths from treatment, the authors
encouraged the adjustment of intervention strategies to match
the level of treatment readiness.

With respect to affective/information processing anoma-
lies, the experts recommended that practitioners: (a) teach
psychopaths how to construct their own offense cycles and
relapse prevention plans to bring high-risk situations to their
attention; (b) help psychopaths acknowledge the limitedness
of their emotions and coach them to use various perception
checks to facilitate accurate appraisal of high-risk situations;
(c) consistently encourage and reinforce consequential think-
ing to increase the saliency of negative consequences for
antisocial behaviour; (d) assist psychopaths with identifying,
documenting and over-practicing as many prosocial response
options as possible for high-risk situations; and (e) facilitate
the development of skills necessary to replace antisocial be-
haviours with prosocial behaviours.

To put these guidelines into perspective, it was recom-
mended that such a program occupy at least 50–75 % of the
perpetrator’s time for a period of 12 to 18 months (with an
additional 12 months of observation in a less intensive/
restrictive setting) to enable an impact on deeply ingrained
patterns of antisocial behaviour. According to Wong and Hare
(2005), highly trained therapists and program supervisors are
needed to deal with treatment-interfering behaviours and to
prevent staff burnout and boundary violations. These experts
also advised “extreme caution” when evaluating apparent
treatment progress, especially with respect to DV program-
ming because incarcerated batterers may not be exposed to the
kinds of situations (e.g., relationships with intimate partners)
that escalated to violence (Wong and Hare 2005, p. 16). Thus,
appropriately supervised releases were deemed necessary for
public safety, and the authors stated that family members
should be clearly informed of the potential risk of victimiza-
tion and that relapse-prevention plans should be shared with
them. On this point, practitioners can expect to be busy with
providing such assertive safety planning, as psychopaths tend
to have many intimate partners (Hare 1991, 2003).

There is some emerging evidence suggesting that ap-
proaches consistent with the aforementioned guidelines may
help reduce the seriousness of recidivism of psychopaths
(Wong et al. 2007). There also is emerging evidence
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suggesting that sex offenders with significant psychopathic
traits can be retained in such a treatment program and those
displaying therapeutic gains can reduce their risk of both
sexual and violent recidivism to some degree (Olver and
Wong 2009). Thus, there appears to be reason for some cau-
tious optimism that the guidelines provided by Wong and Hare
(2005) may be helpful in the treatment of psychopathic DV
perpetrators specifically, and high-risk DV perpetrators gener-
ally. The authors argued their guidelines are likely to be effec-
tive for other high-risk, high-need offenders with extensive
histories of violence. Of course, such an approach must be
appropriately adapted to target factors that are direct or indirect
causes of DV and undergo rigorous evaluations to ensure its
effectiveness.

Early Intervention for Youth at Risk for Developing
Psychopathic Traits

Because evidence indicates that psychopaths have extensive his-
tories of antisocial behaviour that begin early in childhood (Hare
1991, 2003), intervening earlywith youthwho display childhood-
onset conduct problems and callous-unemotional traits is a critical
objective for preventing antisocial behaviour in adulthood (Frick
2009). As it relates to DV, early intervention is especially impor-
tant for these youth who also have experienced child abuse,
neglect, or exposure to DV (Widom 1989). Space limitations
preclude a comprehensive discussion of these issues; however,
Frick (2006, 2009) has provided some thoughtful reviews includ-
ing assessment and treatment recommendations. Interested
readers are also referred to the published works of Caldwell and
colleagues (2006, 2007), who have reported some promising
results regarding the treatment of adolescent offenders with sig-
nificant psychopathic traits. It should be noted that the guidelines
provided by Wong and Hare (2005) also are likely to be helpful
for adolescents with significant psychopathic traits.

Risk Management Tactics for Psychopathic Perpetrators
of DV

When treatment is unsuccessful, then intensive supervision must
be emphasized (Quinsey et al. 2006). As has been the case in
Canada, indeterminate detention may be warranted for some
psychopathic DV perpetrators (see, for example, R. v.
Redwood 2006). However, Hilton (2005) has correctly pointed
out that most psychopathic perpetrators will inevitably be re-
leased to the community. It was argued then that effective inter-
vention involves the challenge of applying similar behavioural
principles consistent with those of a sophisticated institutional
token economy to psychopaths under conditional release. Hilton
(2005) highlighted the key features of such a token economy: (a)
it is clear and focuses on reinforcing conduct incompatible with
psychopathic behaviour, while issuing penalties for psychopathic
behaviour; (b) it will not end; and (c) consequences for actions

are reliably monitored by staff that always base decisions on
observed behaviour and not on self-report.

Community Education on Psychopathy and DV

What can be done about the risks posed by psychopathic DV
perpetrators who are no longer under the arm of the law or
those who manage to completely avoid detection by legal
authorities? Again, reaching out to victims is essential. Harris
(1998) also suggested “doing something, not for psychopaths,
but for the rest of us.” Because some people appear to be
interested in learning about psychopathy, Harris (1998) pro-
posed that those who are taught how to recognize psychopaths
and how they operate, may be in better positions to protect
themselves. It was further argued that young women would
benefit most from this kind of education.

We find these suggestions compelling, as the first author
has been invited in the past by a branch of the Girl Guides of
Canada to speak about such issues. More specifically, the
branch requested a developmentally-appropriate talk on pur-
suing a career in forensic psychology because the Guides’,
ages 15–18, were interested in learning more about the actual
science behind various psychology-related topics (e.g., crim-
inal profiling, deception detection, psychopathy) that arose in
crime-related television dramas they watched. The request
included integration of engaging activities (e.g., participation
in a deception detection task, planning a mock suspect inter-
view); and a discussion of identifying, responding to, and
protecting oneself from dating violence and abuse because
many of the Guides were either interested in or already
forming dating relationships.

In line with a recommendation by Harris (1998), parts of the
discussion on dating violence and abuse involved Socratic
questioning to help the Guides understand the benefits of using
“reputations earned over time” when evaluating the character
of potential dating partners as well as the limitations of trusting
only their first impressions and intuitions. Anecdotally, their
appeared to be a high level of engagement from the Guides
during the visit and feedback from them, their parents, and their
Guider was positive. In fact, a second request was met to have
these same discussions with an even larger group of Guides
from several other surrounding branches. Thus, practitioners
are encouraged to provide community education aimed at the
prevention of DV (by both psychopathic and nonpsychopathic
perpetrators) and to consider creative strategies when engaging
members of their communities. Much more work needs to be
done to engage men and boys in this regard (for some
promising initiatives, see Crooks et al. 2007).

Policy Implications concerning Psychopathy and DV

Can anything be done at the policy level to prevent or reduce
the harm caused by psychopathic DV perpetrators? Some of
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the most interesting conjectures in this domain also come from
Harris (1998) who argued that psychopaths are likely to
prosper in environments characterized by social instability
and scarce resources. Under these conditions it was said that
people often have to deal with those who are unfamiliar to
them. Thus, it was proposed that policies aimed at decreasing
social isolation, increasing economic and social equity, and
strengthening nonviolent community and family cohesiveness
may make it more difficult for psychopaths to thrive. It is
noteworthy that these policy recommendations also are
among the many recommendations made by practitioners,
researchers and policymakers focused on preventing DV
(e.g., Campbell 2005). This overlap is thought-provoking
because Harris (1998) further postulated that, over genera-
tions, policies addressing these issues also might lead to
reductions in the incidence of psychopathy.

Conclusion

This article discussed some of the practical implications for
preventing lethal and nonlethal DV that stem from our re-
search on DH perpetrators (Juodis et al. 2014). The usefulness
of empirically-validated risk assessment tools for identifying
high-risk DV perpetrators was emphasized; and the role of
batterer intervention programs for targeting DV and DH risk
factors and dynamics was highlighted, including specific pro-
gramming for engaging treatment-resistant men. Adjunct in-
terventions for addressing the emotional reactivity (e.g., anger,
hatred, desires for proprietary revenge) of some DV perpetra-
tors were offered; as were adjunct interventions for dealing
with those who are suicidal, abusing substances, obsessed
with, or are excessively emotionally dependent on their cur-
rent or former intimate partners. Specific risk management
tactics also were summarized. With regard to the problem of
high-risk DV perpetrators who manage to avoid arrest, we
discussed the importance of reaching out to victims and per-
petrators through community/professional education and pub-
lic awareness campaigns. The significance of safety planning
for victims also was covered. It was argued that teaching at-
risk youth skills for developing and maintaining healthy rela-
tionships was very promising.

Some special attention was devoted to approaches for
dealing with psychopathic DV perpetrators that also may be
useful for other high-risk DV perpetrators with extensive
histories of violence. The relevance of early intervention with
families of youth who are maltreated or exposed to DV also
was emphasized, especially for youth at risk for developing
psychopathic traits or engaging in dating violence. Addition-
ally, we highlighted the potential benefits of community edu-
cation on psychopathy to address the problem of those who
avoid arrest or who are no longer monitored under the law.

Finally, we closed our discussion by addressing policy impli-
cations concerning DVand psychopathy.

As was the case for our initial article, this paper addressed
only some of the complexities involved in understanding and
preventing DVand DH. It is hopefully even clearer now that
multiple practitioners with various strengths and expertise are
needed for preventing and managing the danger posed by
high-risk DV perpetrators, and for ensuring the safety of
women and children. As we stated before, given that the most
complete explanations for DH and DV will likely involve
biological, psychological, and social factors, prevention also
will likely involve strategies from each of these domains.
Again, these strategies will address the factors that predispose
some men to using DV, factors that precipitate most cases of
DV, factors that perpetuate DV, and factors that are protective
against DV. Thus, it is emphasized again here that a promising
approach may involve multi-agency, high-risk case manage-
ment teams (for examples of such teams, see Ontario
DVDRC, 2004, 2005, 2006).

We conclude this discussion paper in a manner similar to
our initial article. Ultimately, the effectiveness of DV preven-
tion strategies will be determined through rigorous research
from diverse perspectives. However, DV prevention strategies
are likely to be most effective when offered in communities
that emphasize: (1) quick and judicious adjudication of cases;
(2) careful monitoring of correctional outcomes via regular
court reviews or specialized probation/parole programs; (3)
continued safety planning for victims and risk management
for perpetrators; and (4) vigilant supervision involving conse-
quences for those who fail to complete mandated batterer
intervention programs (Gondolf 2002; Campbell et al.
2003). That is, prevention strategies are likely to be most
effective when operating in the context of coordinated com-
munity responses where entire communities are responsible
for responding to DV, not individual practitioners, stake-
holders or agencies (Allen and Lehrner 2008).
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