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What is reproductive coercion?

Source:http://affinitymagazine.us/2017/03/11/w

hat-you-need-to-know-about-reproductive-

coercion/

Reproductive coercion (RC) is defined as a group of behaviours 

that interfere with the autonomous decision making of a woman 

with regard to reproductive health (1)

Birth control sabotage

Pregnancy coercion or pressure

Controlling the outcome of a pregnancy



Situating reproductive coercion

1 in 6 women have experienced violence 
from an intimate partner (2)

1 in 10 women have experienced sexual 
violence from an intimate partner (3)



Reproductive coercion and healthcare

Women who experience RC are more likely to 
experience poor mental health and STIs (4-5)

Connection to unintended pregnancy (1)

Women who experience RC are more likely to 
seek reproductive health care (6) 

We don’t know how they are currently 
responding



Phase 1 research questions

What are health professionals’ 
understandings of reproductive 

coercion?

How do health professionals see their 
role in responding to patients who are 
experiencing reproductive coercion?



Methodology

Qualitative research

Semi-structured interviews

Thematic analysis



Participant demographics



Themes

RC is a grey area between SV and IPV

[RC] needs to be seen as a specific part of the family 

violence behaviours, not its own obscure thing. 

(Participant 8, Social worker)

We absolutely wouldn’t use that term [RC], we would talk 

about it as a form of sexual violence. Essentially…if a 

woman wants to use a condom or contraception and a 

man refuses… then that would be considered rape. 

(Participant 5, Counsellor)



Themes

Its about control and autonomy, but 
intent is key

It means someone not having control over their body in 

terms of its reproductive role and decisions about how that 

happens for them. (Participant 2, Counsellor)

[RC is] a deliberate attempt to either impregnate, to force 

someone to keep an unplanned pregnancy, to continue with 

the pregnancy with a range of other controlling behaviours. 

(Participant 7, Social worker)



Themes

Its more common than you think

I would say it's probably about a quarter of the women that 

we speak to. (Participant 15, Social worker)

I think it’s not only from partners, it’s also from mothers, 

fathers, siblings, friends. So the supportive friend can 

sometimes appear supportive and think that they’re being 

supportive, but they’re not actually being supportive. 

They’re actually encouraging a pregnancy when the woman 

doesn’t want to continue the pregnancy, or vice versa. 

(Participant 9, Nurse)



How do Australian HPs respond to RC in their female 

patients? 

Figuring out something is wrong

You just get a general sense that something is just not quite 

right (Participant 10, Social worker)

I think that it is a skill that practitioners learn…I pay a 

great deal of attention… If you’d asked me this question 18 

years ago, I would not have been as good. (Participant 1, 

Doctor)



Themes

Everybody needs to do their part

I guess [it’s important] for the doctors to know that they can 

have that support from us, as social workers, to be able to 

spend more time with a woman. So they might work on the 

clinical issues that are relevant, whereas we can spend more 

time looking at other psychosocial issues. (Participant 16, 

Social worker)



Discussion/Implications

Vital to understand RC as its 
own phenomena, recognising 
links to both IPV and SV

Understanding role of intent 
is key to distinguish RC from 
SV/IPSV



Discussion/Implications

Multidisciplinary response is critical but lack 
of common language/understandings of RC 
means this may be challenging

Over-reliance on social work, under-reliance 
on sexual assault services

Lack of formal training/guidelines, reliance on 
on-the-job experience



Strengths and limitations

• Good sample size/diversity of participants
• First qualitative study in Australia on this topic
• Highlights perspective of key group of HPs

• Limited to a single hospital with a women’s health focus
• High percentage of vulnerable/complex cases
• Limited to HPs providing abortion 
• Lack of male participants



Phase 2 – 2018 

What are Australian GP’s experiences 
of identifying and responding to RC?

What are the barriers and facilitators 
to dealing with RC in primary care

What are women’s experiences of 

seeing their GP when experiencing 

RC?
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Background

• Intimate partner violence (IPV) is a common form of 

violence against women, with global estimates 

suggesting 29% of reproductive aged women 

experience some sort of physical and/or sexual 

violence from their intimate partners at least once in 

their lifetime1.

• IPV is a major public health and human rights issue in 

the South Asian region and the prevalence ranges 

from 39% in Pakistan, 33% in Nepal and 49.6% in 

Bangladesh2 .



Background

• IPV leads to severe adverse physical and mental health 
consequences for women3,4.

• In a society with high levels of inequality between men 
and women, women face strong social controls over 
certain behaviours 5 that often act as barriers for access 
to reproductive health services.

• Though there is an abundance of evidence on the impact 
of exposure to IPV on poor maternal health outcomes, 
little is known about how women’s perception of IPV 
affects their utilization of reproductive health services. 



Aims

• To examine the association between women’s 
perception of IPV and reproductive health services 
utilization in South Asia. 

• To examine whether rurality modifies the observed 
association. 



Methodology
Data Source and Sampling

• We used data from the Multiple Indicator Cluster 
Survey (MICS) from four South-Asian countries; 
namely Nepal,2014; Afghanistan, 2010-11; Bhutan, 
2010; and Pakistan (Punjab, 2014 and Sindh, 2014). 

• MICS is a nationally representative survey which is 
based on a cross-sectional study design and multi-
stage sampling methods.

• Women of reproductive age (15-49 years) who were 
either married or living together and had a 
pregnancy outcome two years prior to the survey 
were included in this study. 



Methodology
Outcome and Exposure variables
• Women’s utilization of reproductive health services, 

such as current utilization of Family Planning (FP ) 
methods, at-least one Antenatal care (ANC) visit, 
completed four or more ANC visits, institutional 
delivery and PNC (Post Natal Care) services were the 
outcome variables.

• MICS collected information about women’s attitude 
towards IPV through a series of questionnaires for 
justification of wife beating for different reasons.

• We created a dichotomous exposure variable to 
measure women’s perception of IPV if she justifies 
wife beating for any of the conditions presented to 
them.



Methodology

Statistical methods

• We used a generalized linear latent and mixed model 
with random effects at both the households and 
country level to calculate the aggregated effect size 
of reproductive health service utilizations associated 
with women’s perception of IPV. 

• We also checked for interaction between women’s 
perception on IPV and area of residence on 
reproductive health service utilization.



Results
• A total of 26,029 women of reproductive age 

were included in the study. 
• The median age of the women was 27 years 

[range: 15 to 49 years].
• Women’s median age at first marriage was 18 

years [range: 4 to 49 years] and the majority of 
them (69.5%) were living in a rural area. 

• Most of the women were illiterate (56.6%), while 
only 28.7% women had secondary or higher level 
education. However, the national average varied 
markedly among different countries. 88.6% 
women were illiterate in Afghanistan, 62.2% in 
Bhutan and 36.8% in Nepal. 



Perception on justified wife beating among 
reproductive aged women by country

Justified wife 

beating

Nepal 

(N=2048)

n (%)

Afghanistan 

(N=4865)

n (%)

Bhutan 

(N=2368)

n (%)

Pakistan 

Punjab 

(N=10653)

n (%)

Pakistan 

Sindh 

(N=6095)

n (%)

Total 

(N=26029)

n (%)

Goes out without 

telling husband 

576 (28.1) 3983 (81.9) 899 (38.0) 3217 (30.2) 2663 (43.7) 11337 (43.6)

Neglects the 

children 

711 (34.7) 3148 (64.7) 1286 (54.3) 3188 (29.9) 2667 (43.8) 11001 (43.3)

Argues with 

husband 

383 (18.7) 3904 (80.3) 905 (38.2) 3338 (31.3) 2657 (43.6) 11186 (43.0)

Refuses sex with 

husband

64 (3.1) 2614 (53.7) 607 (25.7) 2782 (26.1) 2458 (40.3) 8526 (32.8)

Burns food 109 (5.3) 1689 (34.7) 569 (24.1) 1781 (16.7) 2148 (35.2) 6297 (24.2)

At-least one of the 

options 

944 (46.1) 4574 (94.0) 1625 (68.6) 4705 (44.2) 3452 (56.6) 15300 (58.8)



Reproductive health care services utilization 
among women by country

Countries Family 
Planning
n (%)

At-least one 
ANC visit
n (%)

Four or more 
ANC visit
n (%)

Institutional 
Delivery
n(%)

PNC services
n (%)

Nepal (N=2048) 620 (30.3) 1776 (86.7) 1218 (59.5) 1130 (55.2) 1168 (57.0)

Afghanistan (N=4865) 1030 (21.2) 2688 (55.3) 711 (14.6) 1600 (32.9) n/a

Bhutan (N=2368) 1468 (62.0) 2309 (97.5) 1831 (77.3) 1495 (63.1) n/a

Pakistan Punjab 

(N=10653)

3880 (36.4) 8815 (82.8) 5118 (48.1) 6473 (60.8) 9163 (86.0)

Pakistan Sindh 

(N=6095)

1686 (27.7) 4949 (81.2) 2506 (41.1) 3901 (64.0) 4320 (70.9)

Total (N=26029) 8684 (33.4%) 20538 (78.9) 11384 (43.7) 14598 (56.1) 14651 (77.9) *

*Calculation based on *18,796 women as the denominator. 



Odds ratio of reproductive health service utilization 
associated with women’s perceived justified wife beating 

Country Family 

Planning

At-least one 

ANC visit

Four or more 

ANC visits

Institutional 

delivery

PNC services

Nepal 0.91 (0.71, 1.15) 0.64 (0.45, 0.92) 0.85 (0.68, 1.07) 0.72 (0.55, 0.94) 0.62 (0.48, 0.79)

Afghanistan 1.02 (0.76, 1.36) 0.86 (0.63, 1.16) 0.62 (0.46, 0.84) 0.88 (0.65, 1.19) N/A

Bhutan 1.14 (0.94, 1.38) 1.66 (0.94 2.92) 1.13 (0.90, 1.41) 0.95 (0.76, 1.19) N/A

Pakistan 

Punjab

0.86 (0.78, 0.95) 0.88 (0.77, 0.99) 0.84 (0.76, 0.93) 0.92 (0.83, 1.01) 0.85 (0.74, 0.97)

Pakistan 

Sindh

0.93 (0.76, 1.13) 1.02 (0.84, 1.25) 0.80 (0.68, 0.94) 0.94 (0.80, 1.01) 1.18 (0.98, 1.41)

All countries 

combined

0.89 (0.83, 0.95) 0.81 (0.75, 0.88) 0.81 (0.75, 0.87) 0.90 (0.84, 0.96) 0.81 (0.73, 0.90)

Adjusted for women’s age, women’s education, area of residence, women’s age at first marriage/union, age of husband, 
wealth quintiles and children ever born.



Interaction between perception of IPV and area of residence on 
reproductive health care utilization.

Area of 

residence

Family Planning PNC services*

Urban Rural P-value

for interaction

Urban Rural P-value for 

interaction

All country 

combined

0.94 

(0.85, 1.05)

0.92 

(0.85, 0.99) 0.015

0.78 

(0.67, 0.91)

1.04 

(0.95, 1.14) 0.036

*Analysis based on the data from Nepal and Pakistan



Odds ratio of reproductive health care service utilization 
associated with increasing level of justified wife beating



Results

Trend Analysis

There was also a linear trend for lower utilization of four 
or more ANC visits and institutional delivery associated 
with increasing level of justification of IPV among 
women. 

Delay in accessing first ANC service

Women justifying IPV were more likely to delay 
accessing first ANC service by almost 0.49 month 
(95%CI: 0.24, 0.75).



Summary
• Women’s IPV perception was significantly associated 

with reduced odds of reproductive health service 
utilization at the regional level, however, the effect 
size varied markedly across different countries. 

• There was also a linear decreasing trend of utilizing 
some forms of reproductive health services (four or 
more ANC visits and institutional delivery) with 
increasing level of justification of violence. 

• Interventions targeting to change community 
perception of IPV could be of benefit to women from 
South Asian region by increasing utilization of 
essential reproductive health services, however, the 
interventions should account for cultural and 
geographical differences. 
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Sexual 
violence as a 
major public 
health issue

World Health Organisation.  “Responding to Intimate Partner Violence and Sexual Violence Against Women”. 2013



Articles published from 1993–
2017 (inclusive).
No language restrictions.

References were screened for 
ability to answer the clinical 
question.

Data was extracted and analysed
to assess the impact of sexual 
abuse on a range of 
gynaecological symptoms.

2784 references identified

84 studies included in final 
analysis

114 full-text articles screened

1846 abstracts screened

30 studies excluded

1732 abstracts excluded

938 duplicates removed



Dyspareunia



Vulvodynia



Abnormal 
menses



Pelvic Pain



Adult sexual 
abuse and 
pelvic pain



Child sexual 
abuse and 
pelvic pain



Implications

A history of sexual abuse is associated with a range of 
gynaecological presentations

 Local data is required

Appropriate and timely identification of survivors of abuse may 
allow for early intervention, education and provision of effective 

therapies 
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Background

• Intimate Partner Violence (IPV), one of the common among different forms of violence

against women. (1)

• WHO has defined IPV as “behavior within an intimate relationship that causes physical,

sexual or psychological harm, including acts of physical aggression, sexual coercion,

psychological abuse and controlling behaviors” encompassing both current and past

intimate partners. (2)

• Consequences related to sexual and reproductive health such as less contraceptive use,

unintended pregnancies and elective abortion, have been found to be associated with IPV.
(3-5)
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Background

• Through meta analysis, lifetime prevalence of IPV among abortion seeking women was

found to be 24.9 %. (3)

• When compared to women continuing the pregnancy or those presenting with other

gynecological problems the prevalence of IPV is higher among women seeking abortion (3)

• Women who have been physically or sexually abused are more than twice as likely to have

an abortion. (8)

• In the context of Nepal, relationship of IPV with abortion is an uncovered issue.
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Objective

To find out the extent of intimate partner violence and its associated factors 

among women who undergo abortion. 
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Socio-demographic variables

 Age of women/partner

 Ethnicity of women

 Religion of women

 Education of women/partner

 Occupation of women/partner

 Alcohol consumption by partner

Reproduction and pregnancy related

variables

 Gravida

 Use of contraceptive

 Type of contraceptive used

 Refusal for use of contraceptive by

partner

 Previous abortion

Study Variables

Relationship related variable

 Duration of relationship

 Age gap with partner

 Relative educational status

 Relative employment status

 Other relation of partner

60

Abortion related variables

 Decision for abortion

 Gestational age at abortion

Intimate 

partner 

violence

Reasons for abortion

Safe abortion 



Methodology
Institution based cross sectional

Mixed Method (quantitative and qualitative)

Conducted at largest pubic sector abortion clinic of Kathmandu 

Study participants

Women attending the abortion clinic for safe abortion either medical or surgical.

A total of 317 women interview for quantitative data

Among 317, 14 women who reported having experienced IPV ever in their life time chosen 

for qualitative information

WHO questionnaire was used as it was developed for international use and had already been 

validated in Nepal.



Findings 
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Prevalence of violence 
Forms of violence Num Percent (%) 95% CI

Physical or sexual violence (at least any one episode

of physical or sexual violence)

102 32.2 27.06-37.34

Physical violence* 70 22.1 17.53-26.67

Slapped her or thrown something at that could hurt her 85 28.2 -

Pushed her or shoved her 52 16.4 -

Hit her with his fist or with something that could hurt her 17 5.4 -

Kicked her, dragged her or beaten her up 13 4.1 -

Tried to choke her or burn her on purpose 3 0.9 -

Threatened to use or actually used gun , knife or any

other weapon against her

3 0.9 -

Sexual violence*

Physically forced her to sexual intercourse with her even

when she did not want to

71 22.4 17.81-26.6

Physical violence only 31 9.8 6.52-13.07

Sexual violence only 32 10.1 6.78-13.41

Physical and sexual violence both 39 12.3 8.69-15.91
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Violence 

64

If I refuse to have sexual intercourse

he would start saying that I am the

one who works all day for you, you

stay at home whole day doing

nothing productive and you cannot

do this for me and forces me for

sex…so refusing or trying to

convince when I don’t want is all

pointless

“Beating me for small

reasons is normal for him.

Once I cooked the curry he

least liked and he was very

furious on this and I was

beaten so hard that I was

unconscious and had to be

admitted in the hospital

Women aged 22 suffering frequent 

violence from her partner

Women aged 37
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Reasons for abortion Num Percentage

Completed family size 213 67.2

For birth spacing 51 16.1

Economic reason 13 4.1

Not ready to be mother 13 4.1

Husband does not want 8 2.5

Study 8 2.5

Going abroad for work 4 1.3

Husband 

abroad/husband died

4 1.3

Violence 3 0.9

He is often violent towards me 

when drunk. I wanted a daughter 

but as his violent nature has been 

worsening each passing day I am 

compelled to decide for abortion

He has another woman and has 

been neglecting me and my son. 

Whenever I try to talk to him 

about the issue he becomes 

violent and starts abusing me 

physically. Under these 

circumstances, giving birth to 

another child will only result in 

increasing my suffering.”
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“He forces me for sex whenever he is drunk. He is

stronger than me and when drunk

he gets stronger. When he forces himself on me I am

helpless. I can do nothing except

murmur in pain. If only I could get him rid of this

habit, my sufferings would come to

an end.” (37 year old woman)

“He has relationship with

another woman and has a

son with her. This has been

the reason for his increased

complains about me. He

says I am of no use and

whenever I try to resolve

things he avoids it by

getting angry and hitting

me.” (24 year old woman)

“He becomes violent when I ask him to use

condom. I already have had one previous

abortion and don’t want to repeat again. So, I will

be using contraceptive without

letting him know.”(35year old woman)



Variables associated with IPV
Characteristics Ever IPV (%) Unadjusted OR(95% CI) p value AOR(95% CI) p value

Previous abortion

Yes 42.2 2.020(1.230-3.318) 0.005* 1.969 (1.118-3.466) 0.019*

No 57.8 Ref 

Decision of abortion 

Women only/partner only 27.5 2.876(1.574-5.253) 0.001 2.122 (1.036-4.346) 0.040*

Both 72.5 Ref 

Refusal for contraceptive use by partner

Yes 50 3.0571(1.860-5.024) <0.000* 2.007(1.121-3.591) 0.019*

No 50 Ref

Education of women

Illiterate 14.7 1.573(.779-3.179) 0.207 1.264(0.508-3.142) 0.615

Informal and primary 38.2 2.966(1.714-5.133) <0.000* 2.109 (1.078-4.125) 0.029*

Secondary and above 47.1 Ref

Partner drinking 

>1 per week 35.3 4.149(2.086-8.252) <0.000* 2.538 (1.166-5.525) 0.019*

≤1 per week 12 0.790(0.447-1.395) 0.416 0.686 (0.370-1.272) .232

None 27.5 Ref 

Other relationships of partner

Yes /may have 28.4 2.548(1.424-4.558) 0.002* 2.008(1.051-3.969) 0.045*

No 23 Ref
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Conclusion 

• One in three women undergoing abortion have had experienced IPV at least once ever in

their life time.

• Women who have had at least one previous abortion are more likely to have ever

experienced violence compared to the women undergoing abortion for the first time.

• Decision making for abortion is also significantly associated with ever experience of

violence by the women undergoing abortion

• There is no association between IPV and use of contraceptives, however woman whose

partner had refused use of condom were more likely to have experienced IPV.

• Lower educational status of women, alcohol drinking habit of partner and other relationship

of partner were found to be associated with experience of IPV.
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Implications

• Prevalence of IPV among women seeking abortion establishes need of screening for IPV

among these women.

• Orientation programs for abortion service providers on the need of screening for IPV

among abortion clients and referral of needy ones for support services should be designed

and implemented.

• Identified relationship between IPV and contraceptive use among the women should be

studied further to explore the temporality among IPV, use of contraceptives and abortion.

• Focused study on intimate partner violence among woman seeking abortion should be

carried out to design and implement specific interventions to decrease IPV.
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Lunch and Wellbeing Break
Please make your way down to Level 2 Pavilion

#DVandHealth2018

Wellbeing Session
Spoken Word and Poetry Corner– Bayside 4A Level 2 (25 mins from 12.15pm)
Indigenous Yarning Circle – Bayside 5 Level 2 (30 mins from 12.15pm)
Massage – Pavilion Level 2

Table Conversations
Health settings complexity
Intersectionality
Technological responses
Engaging perpetrators

www.pollev.com/IDVH2018
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and Health Conference 2018



Workshop 
Ensuring authentic indigenous youth voices within research: 
engagement processes.

CHAIR: Te Wai Barbarich

#DVandHealth2018

www.pollev.com/IDVH2018

02 Session 2/01 Te Wai Barbarich.pptx
02 Session 2/01 Te Wai Barbarich.pptx


Ensuring authentic indigenous youth voices within 
research: engagement processes.

PRESENTER: Te Wai Barbarich

Terry Dobbs

Moana Eruera

#DVandHealth2018

www.pollev.com/IDVH2018

02 Session 2/02 Te Wai Barbarich - Terry Dobbs - Moana Eruera.pptx
02 Session 2/02 Te Wai Barbarich - Terry Dobbs - Moana Eruera.pptx


Ensuring authentic indigenous youth 
voices within research 

Te Wai Barbarich

Terry Dobbs

Dr Moana Eruera

Engagement processes



Our indigenous identities 

Te Wai Barbarich

Terry Dobbs

Moana Eruera



Taitamariki Māori in Aotearoa

• In 2016 NZ had total of 1,122,000 children under 18 years (24% of the total population) 

• Of that Māori children 275,520 (approx 25% of childrens population)

Like all other indigenous populations taitamariki Māori (Māori young people) are 
disproportionately over-represented in whānau violence and child maltreatment statistics

• The Health and Wellbeing of Māori New Zealand secondary school students in 2016.

• 75 % Knew their Iwi (tribe) and an increasing trend to report more knowledge of Māori culture

• 72% Said they were proud to be Māori

• 58% Believed it was important to be recognised as Māori

• 45% Were satisfied with their knowledge of Māori culture – having learnt whānau, Marae/and or school

• 46% reported they understood te reo Māori very well

Crengle, S., Clark, T.C., Robinson, E., Bullen, P., Dyson, B., Denny, S., Fleming, T., Fortune, S., Peiris-John, R., Utter, J., Rossen, F., Sheridan, J., Teevale, T. & the Adolescent Health Research Group. 
(2016). The Health and Wellbeing of Māori New Zealand secondary school students in 2012. Te Ara Whakapiki Taitamariki: Youth 12. University of Auckland. Auckland. New Zealand



Taitamariki Māori – our voices 



Background
Supporting development of Taitamariki (indigenous youth) 

Healthy Intimate Partner relationships 

• Indigenous people over represented in family 
violence globally

• Young people hold the solutions to the prevention of 
violence 

• Healthy relationships will reduce the likelihood of 
violence

• Social media is a useful tool/method to support 
healthy relationships  



The Project
Supporting development of Taitamariki (indigenous youth) 

Healthy Intimate Partner relationships 

• Co- create with taitamariki (young people) a healthy relationship 
App - to support the development of healthy and safe taitamariki 
intimate partner relationships and support good decision making 
within these relationships

• Develop, test, implement and disseminate –
the App across secondary schools in Aotearoa New Zealand

• Friends and whanau (family) pathway - enables friends and 
whanau (family) to help support taitamariki (young people) 



Engagement with schools
Te Ara Tika ethical framework

• Tika (what is right)

• Whakapapa (relationships)

• Manākitanga (cultural 

responsibility)

• Mana (equity)



Te Ara Tika 
Principles in action

• Tika (what is right)

• Whakapapa
(relationships)

• Manākitanga (cultural 
responsibility)

• Mana (equity)

Activity
• Choose one of these principles

• Think about your engagement with young 
people?

• Describe how you would use the 
principle to guide ethical engagement 
with youth?

• What might you do differently when 
engaging with indigenous youth?



Te Whare Tapa Whā
Māori model for holistic health 

	

• Tinana – physical wellbeing

• Hinengaro – psychological/emotional 
wellbeing

• Wairua – spiritual wellbeing 

• Whānau – social/relational wellbeing



Te Whare Tapawha
A Māori wellbeing frame for engaging taitamariki in discussions about 

healthy relationships  

• Using the 4 principles identify 
what relationship health is to 
you in each domain?

• How would you engage young 
people in a discussion about 
their relationship heath using 
this model?  

• Give examples of questions you 
would use? 



Contact Us

Project Web: www.harmonised.co.nz

Email addresses:

• Te Wai Barbarich –
te.wai.barbarich@aut.ac.nz

• Terry Dobbs – terry.dobbs@aut.ac.nz

• Dr Moana Eruera –
moana.eruera@ot.govt.nz

Publications

• Kaupapa Maori wellbeing framework – the basis 
for whanau violence prevention and intervention 
www.nzfvc.org.nz/issues-papers-6

• Taitamariki Māori kōrero about intimate partner 
relationships 
https://nzfvc.org.nz/sites/nzfvc.org.nz/files/Taita
mariki%20Maori%20Korero%20About%20Intima
te%20Partner%20Relationships%20PRINT.pdf

• Hooked Up: Te Hononga whaiaipo: reducing and 
preventing violence in taitamarki intimate 
partner relationships 
https://library.nzfvc.org.nz/cgi-bin/koha/opac-
detail.pl?biblionumber=5104

http://www.harmonised.co.nz/
mailto:te.wai.barbarich@aut.ac.nz
mailto:terry.dobbs@aut.ac.nz
mailto:moana.eruera@ot.govt.nz
http://www.nzfvc.org.nz/issues-papers-6
https://nzfvc.org.nz/sites/nzfvc.org.nz/files/Taitamariki Maori Korero About Intimate Partner Relationships PRINT.pdf
https://library.nzfvc.org.nz/cgi-bin/koha/opac-detail.pl?biblionumber=5104




Plenary Sessions
Please make your way up to Level 17

#DVandHealth2018
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