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PATHWAYS LINKING INTIMATE PARTNER
VIOLENCE AND POSTTRAUMATIC DISORDER
MARY ANN DUTTON
Georgetown University, Washington, D.C.

Intimate partner violence (IPV), which includes physical violence, sexual violence, and psychological or emotional abuse, is a significant public health threat.
The Centers for Disease Control and Prevention (CDC) estimate that each year
1.5 million women are physically assaulted and/or raped by an intimate partner.
However, because many victims of IPV are repeatedly abused, a more accurate
accounting of the extent of violence suggests that approximately 4.8 million
intimate partner physical assaults and rapes are perpetrated annually against
women in the United States. The article discusses a survey involving 3,429
English-speaking women enrolled in a health maintenance organization (HMO)
for 3 or more years. The findings are 46% of participants who were screened
reported a lifetime history of any IPV and 14.7% reported a history within the
past 5 years, including physical, sexual, and nonphysical types.
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POSTTRAUMATIC STRESS AS AN OUTCOME
OF INTIMATE PARTNER VIOLENCE
It is now well recognized that intimate violence victimization can lead to adverse mental
health effects such as PTSD (posttraumatic stress
disorder), depression, and anxiety. Although not
all women who experience intimate partner
violence (IPV) are affected, the level of resultant mental health problems is staggering, both
in terms of its prevalence and its severity. This
article addresses the multiple pathways linking IPV and PTSD as a key mental health outcome. PTSD was chosen at the focus because it
is a hallmark of trauma exposure for which
there is considerable extant research. PTSD, as
a diagnostic category of the Diagnostic and
Statistical Manual of Mental Health Disorders

(text revision; American Psychiatric Association,
2000), involves six criteria: (1) exposure to a
traumatic event that involved actual or threatened death or serious injury, or a threat to the
physical integrity of self or other that involved
intense fear, helplessness, or horror; (2) at least
one symptom of persistent reexperiencing (e.g.,
recurrent and distressing recollections of the
events, recurrent distressing dreams); (3) at
least three symptoms of persistent avoidance
and numbing symptoms (e.g., efforts to avoid
thoughts, feelings, or conversations associated
with the trauma; feelings of detachment;
restricted range of affect); (4) at least two
persistent symptoms of increased arousal (e.g.,
difficulty falling or staying asleep, difficulty
concentrating, hypervigilance); (5) Duration
of symptoms is more than 1 month; (6) The
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disturbance causes clinically significant distress or impairment. PTSD is relevant for IPV
victims even though for many women revictimization may recur. Even so, the trauma theorists have not yet adequately addressed the
potential implications for ongoing exposure to
traumatic experiences that IPV typically illustrates. Nevertheless, it is still fruitful to consider the various links between IPV and PTSD,
as many women live with undiagnosed PTSD
and could benefit from our greater understanding of these complex relationships were they to
be translated into effective interventions.
In a meta-analysis of the mental health
impact of IPV, the prevalence of PTSD ranged
from 31% to 84.4%, with a weighted mean
prevalence estimate of 64% (Golding, 1999).
These rates are significantly higher than the
estimated lifetime prevalence of 10.4% in the
general population of women (Kessler, Sonnega,
Bromet, Hughes, & Nelson, 1995) and 25.8%
among women with a history of crime victimization (Resnick, Kilpatrick, Dansky, Saunders,
& Best, 1993). Other recent reviews also examined the link between PTSD and IPV (Briere &
Jordan, 2004; Jones, Hughes, & Unterstaller,
2001; Woods, 2000).
PTSD Comorbidity
PTSD rarely occurs alone (Kessler et al., 1995).
One of the most common comorbid diagnoses
among women with PTSD is major depression

(Breslau, Davis, Peterson, & Schultz, 1997).
Lifetime rates of depression observed in the general population range from 10.2% to 21.3%
(Weissman, Bruce, Leaf, Florio, & Holzer, 1991).
In general, exposure to trauma has been associated with a 10.4% prevalence rate of depression
among adult women (Kessler, 2003).
In a nationally representative sample using
the Violence Against Women survey database,
Coker et al. (2002) found that all types of IPV
were associated with depression and that the
adjusted relative risk for depression among
women exposed to physical violence from an
intimate partner was 2.2. Two additional studies
of battered women also found a high prevalence
of depression. A meta-analytic review (Golding,
1999) reported a weighted mean prevalence estimate of 48% of abused women reporting depression. A more recent study of 413 predominately
African American women from battered women’s programs (Mechanic, Weaver, & Resick,
2008) found that most women were depressed,
reporting moderate (45%) or severe (31%)
depression. Among women randomly sampled
in a health maintenance organization (HMO),
those who had experienced partner violence
within the past 5 years, compared to no violence,
were 2.3 times more likely to report any and 2.6
times more likely to report severe depressive
symptoms (Bonomi et al., 2006).
IPV is also a risk factor for suicide among
women (Abbott, Johnson, Koziol-McLain, &
Lowenstein, 1995; Bergman & Brismar, 1991;
Kaslow et al., 1998). Among those women
exposed to IPV, risk factors for previous
attempted suicide were numerous and included
severe negative life events, a history of child
maltreatment, high levels of psychological distress and depression, hopelessness about the
future, and alcohol and drug problems (Kaslow
et al., 2002).
In spite of this body of knowledge, investigators are only beginning to examine the multiple
pathways linking IPV and PTSD, and many
questions remain. How does IPV lead to PTSD?
Are IPV-related adverse outcomes direct or
indirect through PTSD? This article examines
these relationships and proposes a framework
to guide future research examining PTSD as a
key variable measuring impact linking IPV
and other related constructs. In so doing, the
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FIGURE 1: Pathways to and From PTSD

intent is ultimately to offer a model supporting
the design of appropriate services and interventions for IPV victims. Due to its prevalence
and its link to other important IPV-related variables, PTSD is a crucial target of intervention
among those battered women who are experiencing its effects. Furthermore, PTSD interventions in other populations have been shown to
ameliorate comorbid symptomatology as well
as PTSD. For example, research has demonstrated that PTSD interventions lead to
decreased depression and anxiety as well as
improved social functioning (Foa et al., 1999;
Jaycox, Zoellner, & Foa, 2002; Krupnick, 2002;
Resick et al., 2002). Thus, interventions designed
to reduce PTSD may have wide-ranging positive effects for preventing or reducing other
adverse outcomes of IPV. Next, a general structural model for incorporating other variables
on the pathway to and from PTSD is presented.
Then selected substantive variables are
discussed.
PTSD in Context
A hypothesized general structural model is
offered as a framework for conceptualizing the
nature of relationships that need to be examined in future research on IPV and PTSD. The
model presented in Figure 1 includes variable
categories that involve the following relationships, which has some support in the existing
empirical literature: (a) covariates with a direct
relationship to both IPV and PTSD (e.g., prior

trauma exposure), (b) effects of moderating
variables (e.g., ethnic and other demographic
variables) on the relationship between IPV
and PTSD, (c) effects of mediating variables
(e.g., coping) on the IPV to PTSD pathways,
and (d) distal outcomes (e.g., chronic health
conditions) for both direct effects of IPV and
indirect effects mediated through PTSD.
Next is a discussion of select substantive
variables that are hypothesized to exhibit one
or more types of relationships to IPV and PTSD
in this general structural model. The nested
ecological model of IPV applied to battered
women (Dutton, 1996; Heise, 1998) is used to
identify key variables important to examine in
relation to PTSD. This model provides direction for understanding interlocking substantive domains within which to select factors for
understanding the multiple pathways linking
PTSD and other related outcomes. The ecological model examines the phenomenon of IPV
within layers of psychological, social, political,
economic, and cultural contexts, and not psychological context alone. This ecological model
suggests that the relationship between IPV and
its mental health impact is influenced by multiple factors. Narrow, disorder-specific interventions are undoubtedly insufficient to meet
the complex array of needs that battered women
experience, especially when considering interventions that focus on targets along the pathway to the development or maintenance of
PTSD. Indeed, the ecological model has been
previously adapted to inform intervention with
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pregnant, battered women (Parker, McFarlane,
Soeken, Silva, & Reel, 1999). Below is a discussion of key selected variables with important
relationships to PTSD among women exposed
to IPV: (a) characteristics of IPV, (b) sociodemographic variables, (c) coping and social support, (d) physical health, (e) threat appraisal of
ongoing risk, and (f) revictimization. The number of variables examined here is limited due to
space restrictions, but many possibilities exist.
Characteristics of IPV. It is necessary to define
IPV clearly not only to examine the role of any
IPV on PTSD, but also of different types of IPV
specifically. Physical, sexual, and psychological
abuse and stalking have become recognized as
standard definitions in the phenomenology of
IPV (Saltzman, Fanslow, McMahon, & Shelley,
1999/2002). But historically, advocates recognized the central role of coercion and control
in violent relationships. Indeed, IPV has been
defined as “pattern of coercive control” (Pence
& Paymar, 1993, 1996), a conceptualization
that is still relevant, although the role of coercive control in every form of violence is a matter of some controversy and research inquiry.
However, until recently, the absence of a standardized measure of coercion in intimate partner relationships has led to a dearth of research
related to coercion and IPV. The recent development of a measure of partner coercive control (Dutton, Goodman, & Schmidt, 2005)
provides the field with a measure of coercion
(and the related constructs of demands, surveillance, and behavioral response to coercive tactics) that now makes possible the examination
of coercion and its role as a component of IPV.
As expected, increased severity and intensity
of physical IPV is associated with greater PTSD,
and all types of IPV have been found to be associated with PTSD. For some time, it has been
shown that psychological abuse has as strong
or stronger relationship to PTSD and depression than does physical abuse (Arias & Pape,
1999; Dutton, Goodman, & Bennett, 1999;
O’Leary & Jouriles, 1994; Pico-Alfonso, 2005).
More recently, Mechanic et al. (2008) again
demonstrated that psychological abuse and
stalking contributed to the prediction of PTSD
over and above physical abuse and injury.
Notably, when psychological abuse and stalking

were entered first in the multivariate prediction,
physical abuse and injury were no longer significant predictors of PTSD in this study.
Preliminary results using the recently developed
measure of coercive control indicate that higher
levels of coercion are associated with greater
PTSD, but not depression, even after controlling
for physical violence, injury, partner sexual
abuse, and psychological abuse for both female
and male victims (Dutton & Goodman, 2005).
Differences in PTSD have been found among
women with different patterns of IPV identified through cluster analysis (Pattern 1 =
moderate physical violence, sexual abuse, psychological abuse, stalking; Pattern 2 = severe
physical violence, psychological abuse, and
stalking, but low sexual abuse; Pattern 3 =
severe physical violence, psychological abuse,
stalking, and sexual abuse; Dutton, Kaltman,
Goodman, Weinfurt, & Vankos, 2005). Probable
PTSD diagnosis was met for 88% in Pattern 3,
76% in Pattern 2, and 56% in Pattern 1.
Compared to Pattern 1 (moderate levels), the
odds of meeting criteria for probable PTSD
were 2.5 higher for women in Pattern 2 and 5.6
times higher for those in Pattern 3. Sexual IPV,
in addition to physical violence in partner relationships, has been associated with worse
mental health outcomes in other studies as
well. This study supported that more types
and the inclusion of sexual violence were both
important for predicting PTSD. In a study of
help-seeking battered women, Bennice and
her colleagues (Bennice, Resick, Mechanic, &
Astin, 2003) found that sexual violence severity predicted a significant variability in PTSD
beyond that explained by physical violence
severity. Taken together, these findings indicate that greater IPV severity, the inclusion of
sexual abuse in the pattern of violence, psychological abuse, and coercion increase the
risk for PTSD.
Sociodemographic factors. Following exposure
to traumatic events, PTSD is more likely among
some groups. Predictors of PTSD in general
populations have been shown to include female
gender, degree of exposure, childhood trauma,
and family history and preexisting psychiatric
disorders (Alim, Charney, & Mellman, 2006;
Breslau, 2002; Kessler et al., 1995). Research
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suggests that women from low socioeconomic
strata are at a higher risk of experiencing both
IPV and the negative outcomes associated with
IPV (Bachman & Saltzman, 1995; Coker, Weston,
Creson, Justice, & Blakeney, 2005; Sorenson,
Upchurch, & Shen, 1996). Low socioeconomic
status (SES), minority women are at further
increased risk because they are not adequately
served by traditional mental health treatment
settings (Neighbors et al., 1992; Takeuchi &
Uehara, 1996; U.S. Department of Health and
Human Services [USDHHS], 2001).
Among women, there is little evidence for
difference between African American and White
women in PTSD, once controlling for SES.
However, other factors may increase the risk for
African American and other minority women
(Alim et al., 2006), such as increased risk for
exposure to violence, prejudice and stigmatization, and poverty. Although some studies find
an increased risk (Greenfeld et al., 1998; Tjaden
& Thoennes, 2000), others have found no differences (Griffing et al., 2006), especially when the
confound between ethnicity and socioeconomic
status has been accounted for (Vogel & Marshall,
2001). Yet other studies have found White
women to have greater PTSD compared to ethnic minorities (Jones, Bogat, Davidson Ii, von
Eye, & Levendosky, 2005), although these
authors found no differences in family support
measured as number of different family members providing emotional or practical support—a
factor that has been found to explain differences
in PTSD (Charuvastra & Cloitre, 2007; Glass,
Perrin, Campbell, & Soeken, 2007)
Other demographic characteristics have also
been associated with increased risk for PTSD.
For example, among women recruited through
an emergency department and who were identified as having IPV-related problems (Lipsky,
Field, Caetano, & Larkin, 2005), those who were
married (vs. not being married regardless of
whether living together) were more than twice
as likely to report probable PTSD (using the
composite internal diagnostic interview [CIDI]),
after controlling for number of different acts of
violence (e.g., physical violence items on the
Conflict Tactics Scale-2 [CTS-2]), partner’s alcohol use, and report of any sexual IPV. However,
in contrast, another study (Coker et al., 2005)
found that being currently married was a

protective factor for PTSD. Research that examines potential differences in PTSD among
groups is needed to tailor interventions uniquely
suited to different groups.
Prior trauma history. Evidence indicates that
women with a history of childhood physical
and sexual abuse are at increased risk for IPV
(West, Williams, & Siegel, 2000). Furthermore,
among women exposed to IPV, childhood
abuse has been shown to increase the risk for
PTSD. Koopman and colleagues (2005) found
that child abuse and IPV severity both contributed to the prediction of PTSD symptoms.
Griffing et al. (2006) found that childhood sexual, but not physical, abuse predicted PTSD
hyperarousal symptoms and that witnessing
maternal domestic violence uniquely predicted
intrusion symptoms. These findings point to
an enhanced sensitivity to adverse mental
health following subsequent traumatic exposure such as IPV.
A study from the California Women’s Health
Survey, a probability sample, random digitdial study of California women found that
both childhood abuse and adult victimization
were associated with PTSD (Kimerling,
Alvarez, Pavao, Kaminski, & Baumrind, 2007).
Victimization during both childhood and
adulthood, however, posed an extremely high
risk for PTSD with an adjusted odds ratio of
12.4, adjusting for age, ethnicity, education,
and poverty. IPV victims with PTSD with and
without prior trauma histories may require the
development of different types of interventions
to meet their different needs.
Coping. Coping is an important, albeit complex, factor in understanding PTSD, as coping
can be understood as predicting PTSD on the
one hand and as an outcome of PTSD on the
other. Avoidant coping has been found to predict greater PTSD. Krause and her colleagues
(Krause, Kaltman, Goodman, & Dutton, 2008)
found, in a sample of low-income, predominately African American women, that avoidant
coping predicted greater PTSD symptoms at
1-year using the PCL (PTSD Checklist, PCLCivilian Version), even after controlling for
baseline level of PTSD symptoms, social support, formal support, childhood sexual abuse,
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and revictimization by abusive partner and
others.
Coping self-efficacy refers to an individual’s
subjective appraisal of the ability to cope when
faced with the demands of a stressful situation
(Bandura, 1997). The relationship between selfefficacy and psychological distress has been
well documented, although the focus has
more often been on the role of self-efficacy in
predicting mental health outcomes (Benight,
Swift, Sanger, Smith, & Zeppelin, 1999;
Maciejewski, Prigerson, & Mazure, 2000) Yet
much of this work has been cross-sectional,
precluding the possibility of examining the
direction of influence.
In spite of the plethora of research involving
self-efficacy, little research has examined its
role in mediating the relationship between
PTSD and associated health behaviors. Recently,
Schnurr and Green (Schnurr & Green, 2004a)
proposed a model linking PTSD and health
behaviors via coping. Indeed, coping self-efficacy
has emerged as a focal mediator of posttraumatic recovery (Benight & Bandura, 2004)
Thus, coping self-efficacy may offer a potentially powerful and modifiable explanation for
linking the negative psychological sequelae of
violence, especially PTSD, to health behaviors.
The potential influence of PTSD on coping
self-efficacy is an important one. For example,
emotional dysregulation that is associated
with PTSD may influence one’s perception of
the ability to control the subjective experience
of (especially negative) emotion, particularly
its intensity and duration, as well as to express
that emotion to another person (Saarni, 1999).
Skills of emotional regulation can contribute to
an individual’s sense of overall self-efficacy
(Saarni, 1999). Furthermore, sexual abuse and
subsequent PTSD have been posited to influence the development of self-efficacy in children (Diehl & Prout, 2002). Likewise, in adult
women the experience of IPV may erode selfefficacy by challenging the belief (or supporting
an existing belief) regarding one’s capabilities
of self-regulation. In support of this notion,
Benight and Harper found that coping selfefficacy mediated the relationship between
acute stress response and other posttraumatic
outcomes. Finally, poor coping self-efficacy
for coping with negative emotional distress

that results from PTSD may extend to physical health concerns and to health behaviors
associated with them. Examination of the path
linking PTSD and poor health outcomes via
coping self-efficacy deserves attention, especially because poor self-efficacy provides an
attractive target for intervention (Benight &
Harper, 2002).
Supporting the importance of a social cognitive perspective, an interesting study involving
African American women recruited in an innercity public hospital and other health care settings within a larger study focusing on IPV and
suicide (Bradley, Schwartz, & Kaslow, 2005),
investigators examined the relationship between
religious coping (using the RCOPE [Religious
Coping Scale]), self-esteem, and PTSD. They
considered coping and self-esteem as a mediator of the IPV to PTSD pathway and they also
examined PTSD as a mediator of the IPV to
coping and self-esteem pathways in a crosssectional design. All models demonstrated
meditational effects for PTSD, negative religious coping (e.g., questioning God’s power,
God’s abandonment), and self-esteem, but the
stronger effect was found for PTSD as a mediator of negative religious coping and self-esteem.
The authors interpret their results within a
social cognitive perspective that would suggest
that PTSD may be interpreted by victims to
reflect their inability to manage their emotions
with a concomitant reduction in self-efficacy
and self-esteem. Social support, an important
resource related to coping, has also been associated with PTSD outcomes. Coker et al. (2002)
found that social support, after controlling for
frequency of IPV, reduced the risk for PTSD
symptoms. These findings underscore the
importance of incorporating the social cognitive perspective of meaning in any intervention
for IPV victims with PTSD. These findings also
suggest the importance of examining the meditational relationships between PTSD and coping with longitudinal data.
Considerations of the mediating role of
coping in the IPV to PTSD relationship should
also consider cultural variations in coping.
El-Khoury and her colleagues (2004) found
that abused African American women were
significantly more likely to use prayer and
less likely to seek help from a mental health
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counselor compared to abused Caucasian
women, although there were no differences in
the likelihood of seeking help from clergy or
medical professionals. Furthermore, African
American women rated prayer as more helpful when they used it to cope. Yoshihama
(2002) also demonstrated cultural differences
in choice and perceived helpfulness of coping
with IPV between U.S.- and Japan-born
Japanese women. She found that Japan-born
women were significantly less likely to use
active coping strategies; they perceived them
as less effective compared to U.S.-born
Japanese women. More important, the more
effective Japan-born women perceived active
strategies, the more psychologically distressed
they were, and the more effective they perceived passive strategies, the less psychologically distressed they were. Although
Yoshihama did not examine PTSD, her study
illustrates the important role that culture may
play in understanding the role coping may
have in the relationship between IPV and subsequent psychological distress.
Revictimization. Research findings that suggest that greater severity or intensity of IPV is
related to greater PTSD also supports the
hypothesis that IPV revictimization would be
associated with more severe PTSD. Indeed, in a
longitudinal study, revictimization by an abusive partner predicted great PTSD symptoms
at 1-year follow-up (Krause et al., 2008).
Perhaps more interesting is the hypothesis of
reverse causality, that is, the implication of
PTSD in the pathway to revictimization. In a
prospective study of low-income, predominately African American women recruited in
three community settings that provide services
to IPV victims (civil protection order court, DV
[domestic violence] criminal court, battered
women’s shelter), Krause, Kaltman, Goodman,
and Dutton (2006) found that PTSD symptoms
predicted reabuse by the same partner 2 year
later. Interestingly, although women who were
reabused reported higher avoidance and numbing (but not hyperarousal) symptoms at baseline, only numbing was significantly related to
reabuse in the multivariable model, after controlling for baseline IPV severity, childhood
abuse, and length of involvement in the

abusive relationship. Another 1-year prospective study (Perez & Johnson, 2008) using data
from the Chicago Women’s Health Study found
that PTSD predicted reabuse, even after considering violence severity, help-seeking behaviors, and social support. These findings
highlight the importance of not only examining PTSD as a risk factor for revictimization,
but also exploring different influences of distinct PTSD symptom clusters.
No only does PTSD signal a greater risk for
physical reabuse but also greater likelihood
of recurrence of psychological abuse. Bell,
Cattaneo, Goodman, and Dutton (2008) found
that higher-level PTSD symptoms increased
the risk of recurrent psychological abuse by
more than 1.5 times (adjusted OR = 1.68) for an
SD value increase of 1 in PTSD symptoms.
Threat appraisal of ongoing risk. Closely linked
to revictimization is appraisal of ongoing risk
of reabuse. Using the Primary Appraisal Scale
(Folkman, Lazarus, Gruen, & DeLongis, 1986),
Tyson and colleagues (Tyson, Herting, &
Randell, 2007) found that top perceived threats
reported by a sample of 92 sheltered abused
women were related to economic issues (financial security, 24%; housing, 20.5%) child wellbeing (19.7%), physical safety (16.1%), and
living independently (12.2%). Among women
who were separated from their abusive partner, Tyson et al. found that PTSD predicted
perceived threat to both their own and their
child’s well-being.
In predicting the accuracy of threat appraisal,
a study of low-income African American
women (Cattaneo, Bell, Goodman, & Dutton,
2007) found that PTSD did not increase the
likelihood that women were wrong in the accuracy of their prediction of reabuse 1 year later.
PTSD did, however, predict the type of error
they made if, indeed, they were wrong. That is,
women who were wrong in their prediction
were likely to overestimate their risk (predict
reabuse, but no reabuse occurred). In findings
similar to those of Cattaneo (2007), Bell et al.
(2008) found that when women were inaccurate
in their prediction of psychological reabuse,
those with higher PTSD symptoms were more
likely to be inaccurate, although again there was
no overall effect of PTSD on accuracy per se.
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Physical health. A wide array of health problems have been associated with IPV (Kramer,
Lorenzon, & Mueller, 2004). Furthermore, PTSD
generally has also been associated with poor
health outcomes, with the pattern of results
paralleling that for IPV exposure and health.
Individuals with PTSD report more symptoms and have increased rates of morbidity.
Furthermore, PTSD affects the course and impact
of illness (Green & Kimerling, 2004; Schnurr &
Jankowski, 1999). Friedman and Schnurr (1995),
Schnurr and Jankowski, and Schnurr and Green
(2004b) proposed that PTSD is a major pathway
by which violence exposure affects physical
health. Increasing evidence addresses this
mediation hypothesis in populations other
than IPV victims (Schnurr & Spiro, 1999; Taft,
Stern, King, & King, 1999; Wolfe, Schnurr,
Brown, & Furey, 1994). These studies suggest
that it may be PTSD, rather than trauma exposure alone, which results in health risk behaviors and greater morbidity and mortality among
trauma survivors. Yet little research has yet
examined this hypothesis directly among IPV
survivors.
One exception is a study of 388 help-seeking
women exposed to IPV (Taft, Vogt, Mechanic,
& Resick, 2007) that examined PTSD symptoms
as a mediator of the relationship between IPV
and physical health symptoms. Using a modified version of the PILL (Pennebaker Inventory
of Limbic Languidness), the investigators
found that PTSD symptoms fully mediated the
relationship between both physical and psychological aggression and physical health
symptoms. Similarly, Dutton, Kaltman, Krause,
and Green (2007) found that PTSD, but not
depression, mediated the relationship between
IPV severity and health functioning measured
by SF-36 (Short Form 36) among low-income
African American women.
Another recent study involved 298 women
recruited from VA (Veterans Affairs) clinics
offering health and mental health services
(Campbell, Greeson, Bybee, & Raja, 2008). This
study first examined clusters of women based
on their experiences of childhood sexual abuse,
adult sexual assault, IPV, and sexual harassment. Analysis compared three patterns of
high levels of violence to a “low-all” cluster
with low levels of all four types of violence.

Results demonstrated the impact of all the
high-violence clusters on overall health (using
the Cohen–Hoberman Inventory of Physical
Symptoms—Revised Version; CHIPS-R), which
was fully mediated by their levels of PTSD
symptoms. Study results also examined the
extent to which PTSD was differentially related
to specific health symptoms. Again, PTSD
symptoms fully mediated the effects of violence cluster membership fully on both pain
and non-pain-related symptoms, although the
relationship was stronger for pain-related
health symptoms. PTSD has been shown to
increase risk for yet other health-related outcomes, including nicotine-related physiological dependence (Weaver & Etzel, 2003) and
pregnancy-related outcomes such as miscarriage (Morland, Leskin, Block, Campbell, &
Friedman, 2008).
Functioning. The impact of PTSD reaches
beyond health to other domains in the lives of
trauma victims (Koch, Samra, Schultz, &
Gatchel, 2005; Smith, Schnurr, & Rosenheck,
2005), including women exposed to IPV. For
example, Kimerling found that PTSD and psychological abuse (but not physical violence)
were independently associated with unemployment. Other indicators of functioning have also
been implicated in the IPV and PTSD pathways,
for example, including poor daily functioning
(Harris-Britt, Martin, Li, Casanueva, & Kupper,
2004) and problems with parenting (Johnson &
Lieberman, 2007; Samper, Taft, King, & King,
2004). These data support the potential deleterious effects of PTSD on wide areas of functioning and underscore the necessity to adopt a
broad view in understanding the IPV and PTSD
pathways in understanding the overall impact
on the lives of IPV victims and in designed
interventions to address these targets.
Gaps in Research Linking IPV and PTSD
There is a rich literature focused on IPV,
PTSD, and related outcomes. However, there
remain significant gaps that require additional
well-designed empirical study.
Complex and longitudinal models. Studies
abound examining IPV, PTSD, and relevant
other variables. However, with some notable
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exceptions (Campbell, Greeson, Bybee, & Raja,
2008; Lee, Pomeroy, & Bohman, 2007; Taft et al.,
2007), there exist few studies that utilize sufficiently large samples and complex statistical
models to examine potential pathways linking
the types of variables described here. In spite of
a call for a more nuanced and sophisticated
examination of IPV (Coker, Watkins, Smith, &
Brandt, 2003), there still exists a dearth of published research using these models.
Similarly, prospective studies involving IPV
and PTSD and other outcomes are lacking,
again with some exceptions (Bell et al., 2008;
Bell, Goodman, & Dutton, 2007; Hedtke et al.,
2008; Krause et al., 2006, 2008; Perez & Johnson,
2008; Salomon, Bassuk, & Huntington, 2002).
However, few studies have utilized prospective
data in complex path models designed to untangle the relationships between IPV, PTSD, and
related outcomes. Combining complex statistical modeling with prospective data would yield
significant advances in our understanding of
the causal pathways linking these variables.
PTSD clusters. There is emerging data concerning PTSD clusters and their differential
relationship to other relevant variables (Krause
et al., 2006; Sullivan & Holt, 2008; Weaver &
Etzel, 2003). These data are needed to guide the
development of the most effective interventions,
tailored to nuances in expression of PTSD symptomatology. Furthermore, the general controversy concerning the best model of PTSD and
related symptoms (Andrews, Joseph, Shevlin, &

Troop, 2006; King, King, Orazem, & Palmieri,
2006; Maes et al., 1998) requires application to
IPV samples (Krause, Kaltman, Goodman, &
Dutton, 2007) to ensure that theoretical developments in the field are informed by IPV, as well
as other trauma types (e.g., combat).
PTSD treatment research. There exists a paucity
of randomized clinical trial involving treatment
for PTSD, especially those that consider the
unique context of actual and perceived ongoing
threat of continuing trauma. Although some
treatment models have been evaluated (Kubany
et al., 2004; Resick et al., 2008), they are few and
not yet subject to implementation and dissemination research to understand how these treatments transfer to community settings where
mental health services are sorely needed.
In sum, although not all women who experience IPV exhibit symptoms of PTSD, not all
women who experience adverse mental health
consequences of IPV show signs of PTSD. PTSD
appears to be involved in the central pathway
involving IPV and related adverse outcomes.
Thus, for some women, PTSD may play a pivotal role in the development of interventions or
the prevention of recovery from a broad array
of problems. For this reason, greater attention
to the role of PTSD in the lives of women
exposed to IPV through research employing
prospective data and using complex statistical
models would greatly enhance our efforts to
develop tailored and individualized approaches
to treatment for so many women who need it.

IMPLICATIONS FOR PRACTICE, POLICY, AND RESEARCH
Research
• Researchers are encouraged to examine more complex
relationships involving IPV and PTSD to include various mediators and moderators of the IPV and PTSD
relationships.
• Greater attention is needed to describe the context of
victims’ lived experience in such a way that captures
the multiple dimensions of IPV and the multiple types
of adverse outcomes that follow from IPV exposure in
the social and cultural context of individuals’ lives.
Although qualitative methods are well suited to this
task, quantitative researchers are challenged to make
more relevant their assessment of abuse—not merely
individual tactics.

• There is greater need for longitudinal research to capture not just repeated measures over time but also
complex statistical analyses to describe the patterns
over time.
• Greater attention is needed to develop and evaluate
interventions focused on specific symptom clusters.

Practice and Policy
• Screening for lifetime traumas including childhood
abuse, sexual assault and partner violence, PTSD, and
comorbid depression, including suicidality, should be
incorporated as a routine for persons with chronic health
conditions, such as HIV/AIDS, diabetes, and hypertension. Similar screening and appropriate intervention
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should also be incorporated from the perspective of prevention of subsequent adverse health conditions.
• Assessment of IPV should incorporate the multiple
dimensions that have been identified as contributing
uniquely to our understanding of various adverse outcomes. These dimensions would include physical violence, sexual abuse, psychological abuse, stalking,
coercive control, and threat appraisal. It is the configuration of these elements that offers a more complete
picture of the IPV victims’ lived experience.
• Consider how the social and cultural context may
influence both the risk for IPV and the conditional risk
for PTSD and depression, given exposure to IPV. Also
consider how context helps to shape the victim’s
response to both IPV and how she deals with the psychological, social, physical, and economic aftermath.
Ensure that interventions are culturally sensitive.
• Consider interventions aimed at targets along the
pathway from IPV to PTSD—not just the trauma or

symptoms per se. For example, interventions that
address coping behavior or coping self-efficacy may be
particularly effective.
• Consider that revictimization is defines many individuals’ lives—both past and future. Incorporate a
focus on safety to help reduce the risk of future revictimization. Consider that the impact of IPV may occur
in the context of a lifetime of other types of trauma
exposure. Furthermore, consider how symptoms of
PTSD may themselves increase the risk for future revictimization and incorporate that perspective into
interventions.
• Incorporate not only an assessment of prior trauma
exposure but an assessment of the appraisal of ongoing threat, which has a strong and independent link to
PTSD.
• Incorporate assessment of functioning, not just symptoms, to capture a more comprehensive perspective on
adverse outcome associated with IPV and PTSD.
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