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Abstract

Not all individuals who experience intimate partaeience (IPV) victimization
experience clinically significant negative outconh@owing IPV exposure. For those that do
experience negative outcomes, researchers neddrttfy the mechanisms through which they
develop and the manner in which negative symptong develop differentially across
individuals. This paper provides a review of rigktors associated with negative outcomes
following IPV victimization. Accumulated lifetimmaltreatment experiences and maladaptive
cognitions are both proffered as potential riskdexfor Post-traumatic Stress Disorder (PTSD)
outcomes following IPV exposure. A community saenl = 244) of adult females was
recruited to assist in elucidating the relationAgsn IPV victimization and PTSD
symptomatology. IPV victimization and PTSD sympatalogy were found to be significantly
associated. Childhood maltreatment experiencesratadaptive cognitions were hypothesized
to mediate the relation between IPV victimizationd & TSD symptomatology, a hypothesis
which the results of the study supported. Multipbst-hoc analyses were conducted to further
delineate these associations, and directions farduesearch, including research design

accommodation of the new DSM-5 criteria for PTSi®, discussed.
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l. Introduction

Posttraumatic stress disorder (PTSD) and depreaseocommon outcomes of IPV
victimization (e.g., Bean & Moller, 2002; Leinerpf@pton, Houry, & Kaslow, 2008; Wilson et
al., 2011). Evidence exists that PTSD might cre&theses for the development of subsequent
disorders (Friedman & Yehuda, 1995), which suggespsession may arise secondary to PTSD
following IPV victimization. Thus, the mental hdabutcome focus of this study will be PTSD
symptomatology. There is a substantial variabihtyhe outcome of IPV exposure (e.g., Dutton,
1996; Golding, 1999), such that some individualettep PTSD symptoms, whereas others do
not. This variability underscores an importantarewhich the research base needs further
development to identify how and when these diffeesnoccur. A respectable number of studies
exist that examine how multiple predictor variabhegk in tandem to interact with post-1PV
PTSD symptomatology, yet some of these studiesstigage rather disparate predictor variables
or fail to include important variables identified geliable predictors in prior research. Thuss thi
paper reviews prior investigations of two promisprgdictor variables (i.e., accumulated
lifetime maltreatment experiences and maladaptbgmitions) and examines the hypothesis that
these variables might operate in tandem to expaignpredict PTSD symptomatology.
A. Intimate Partner Violence

IPV is defined by the Centers for Disease Contsdipdnysical violence, sexual violence,
threats of physical or sexual violence, stalking paychological aggression (including coercive
tactics) by a current or former intimate partndlack et al., 2011, p. 37) and is often used
interchangeably with “interpersonal violence,” “destic violence,” or “partner abuse.” This
paper will use the same definition of IPV, with #ieknowledgement that referenced studies may

use somewhat different definitions for criteria fbeir respective participant inclusion.



IPV is a pervasive problem with substantial costsdciety, and multiple indices indicate
that women are disproportionately victimized by IBMW sustain more frequent and severe
injury. A recent epidemiological study in the WadtStates (U.S.) indicated that approximately
25% of women and 14% of men are the victims of storma of IPV in their lifetime (Breiding,
Black, & Ryan, 2008). Similarly, CDC findings iradite that 3 in 10 women (compared with 1
in 10 men) have been victimized by intimate padr{@&lack et al., 2011). Women experience
more than 5 million incidents of IPV victimizatigearly [National Center for Injury Prevention
and Control (NCIPC), 2003]. The annual nationatad medical services, mental health
services, and loss of productivity related to IB\éstimated to be $5.8 billion (Breiding et al.,
2008; NCIPC, 2003).

For U.S. females only, IPV has been estimated ¢owat for 1,300 deaths annually
(Breiding et al., 2008), though more recently, thisnber was estimated at over 1,600 (NCIPC,
2012). Approximately 70-77% of all IPV-related higide victims are women (Breiding et al.,
2008; NCIPC, 2012). Women sustain an estimated|Bminjuries from IPV yearly (Breiding
et al., 2008). Annually, IPV accounts for almoshdlion medical visits and over 18 million
mental health visits by women (NCIPC, 2003), ananso who have been victimized by IPV
report poor health at a rate three times thateif {peers (Black et al., 2011). Rivara et al. (200
found that healthcare utilization for victims oMRvas significantly higher than for nonvictims.
Even 5 years after the IPV had ended, former vewilPV continued to utilize healthcare
services at rates significantly disproportionatéhteir non-IPV exposed counterparts (Rivara et
al., 2007). Additionally, women in the U.S. loseestimated 8 million days of paid work each
year as a result of IPV, as well as almost 6 mmllilays of unpaid work, such as household

responsibilities (NCIPC, 2003).



Given the vastness of available literature and datthe epidemiology of IPV today, it is
bewildering to consider how rarely the topic wascdssed (much less, the topic of publication)
just a few decades ago. To better understandutinent state of IPV literature, it is worthwhile
to explore its historical context before proceedintg contemporary findings.

1. History of IPV research. Whereas the literature on Intimate Partner Violgihe®)
is diverse, it is chaotic in terms of postulatingble conceptual models. This literature lacks
clarity and cohesion (Berscheid & Regan, 2005xfaumber of reasons, one of which is a
paradigmatic notion that causal models are mostogpiately placed in the prediction of
perpetration. Thus, most existing IPV-related @ptaal models attempt to predict perpetration.
Few causal models examine victimization outcomesabse, in part, this type of research has
been criticized as “victim blaming” (Dutton, 1992%alker, 1979). Straus (2011) has noted that
impassioned opinion has fueled controversy in idle for over 30 years — essentially the
lifetime of IPV as a stand-alone research areasd@eid and Regan (2005) assert that public
policy and the ability of research findings to po&e controversy interferes with the natural
progression of the science of IPV. A potentialiieadt consequence of this proverbial scientific
stalemate is a literature lacking in conceptual e®delated to victimization more broadly,
including models that predict negative psychololgieacomes following victimization.

Historically, IPV (i.e., its functional output) wa®rtrayed syndromally, rather than
diagnostically. The term “Battered Wife Syndronmedde its appearance in the late 1970s and
was primarily conceptualized as a syndrome resultiearned helplessness or “psychological
paralysis” (Dutton, 1996; Walker, 1979, p. 43).rli2g@s due to the lack of meaningful public
and professional attention to the topic, early yses of the etiology (both perpetration and

victimization), maintenance, and trajectory of IExXfposure were decidedly feminist in nature



(e.g., Walker, 1979). Thus, relevant investigagiarere often categorized as women'’s or
feminist issues, thereby implying that IPV was aatorthwhile research endeavor beyond the
boundaries of feminist radicals. Nevertheless ¢na was a necessary first step to promote the
topic to the mainstream forum. Additionally berefl was the emergence of acclaimed
conceptual theories (e.g., The Cycle Theory of &ick; Walker, 1979) during this time.

Prior to 1980, the Diagnostic and Statistical Mdmidlental Disorders (DSM) did not
include a diagnostic category specific to posttratioreactions (Friedman, 2007). Rather,
many posttraumatic responses were categorizedaéstment disorders (Friedman, 2007).
When the DSM-IIl was published in 1980, the scoptthe PTSD definition was broadened
enough to include posttraumatic reactions followliay exposure (American Psychiatric
Association, 1980). Criterion A stated “The perbais experienced an event that is outside the
range of usual human experience and that woulddr&edly distressing to almost anyone...”
(Dutton, 1992, p. 71), which IPV experts champioasdufficiently broad to capture post-IPV
traumatic reactions. The critics still argued, koer, that the remaining criteria were
insufficient for characterizing the breadth of syormpatology exhibited by individuals following
IPV victimization. This is unsurprising, given tithe aim of adding PTSD to the DSM-I11l was
to address reactions to disasters (e.g., war, alatigasters, explosions, accidents; Friedman,
2007), not interpersonal violence in the contexnhtmate relationships. Nevertheless, IPV
researchers began to view some presentations ddR$% sequela of IPV victimization (e.g.,
Roth & Coles, 1995; Walker, 1992), and a new era wshered in — in which post-IPV
psychological reactions were increasingly legitiedizas responses to recognized traumatic

events.



In subsequent years, research in the area of IBVudtiplied exponentially and is no
longer relegated to feminist studies. In facti®denoting IPV became increasingly gender-
neutral (e.g., “intimate partner violence,” as ogpgbto “battered wife”), acknowledging that
men and non-wives (e.g., girlfriends, individualsame-sex relationships) could also be
victimized. “Battered Wife Syndrome” is now viewad something of an archaic term and has
largely been relegated to the legal system (iseg defense for homicide following IPV; Dutton,
1996). At the community level, resources for viidihave emerged in many settings (e.g.,
shelters, hospitals, law enforcement, colleges),tha topic has become an increasingly
normative part of the population-level discourseps$ychology, the landscape of IPV literature
today is patently different than it was in the 19,/8ut given the relative infancy of this area,
much work remains to build the cultivated knowletigse utilized by other areas of inquiry.

In the last 15 years, there has been an emphasmdals and research which examine
variables predictive of perpetration of IPV (eBabcock, Jacobson, Gottman, & Yerington,
2000; Lawson & Malnar, 2011; Mauricio, Tein, & Lape€007; West & George, 1999), co-
occurring variables associated with IPV victimipat(e.g., Bensimon & Ronel, 2012; Kuijpers,
Van der Knaap, & Winkel, 2012; O'Keefe & Treist#998), and the phenomenon of mutually
perpetrated IPV (e.g., Field & Caetano, 2005; $tr2011; Testa, Hoffman, & Leonard, 2011).
These research foci are valuable endeavors, aatteypt to delineate the etiology of a
problematic phenomenon. There remain many sulistaeteds in IPV research, however.
Namely, there is a relatively limited body of res#aexamining heterogeneous outcomes
following IPV exposure, and the existing literatteads to lack clarity, cohesion, and integrated

conceptual models.



2. Outcomesfollowing IPV victimization. Repeatedly, studies have found that IPV
victimization alone is associated with negativecoutes, such as physical iliness (e.g., Bonomi
et al., 2006; Coker et al., 2002; Ellsberg, Jankkeise, Watts, & Garcia-Moreno, 2008; Higgins
& Follette, 2002; Kazantzis, Flett, Long, MacDonatdMillar, 2000; Nicolaidis, McFarland,
Curry, & Gerrity, 2009; Wuest et al., 2010), sueiatempts, intent, or ideation (e.g.,
Cavanaugh, Messing, Del-Colle, O'Sulliyan, & Campl2©11; Leiner et al., 2008; Scott-Gilba,
Minne, & Mezey, 1995), and clinically significardimges of mental health pathology (e.g.,
Bonomi et al., 2006; Coker et al., 2002; Ellsbergle 2008; Golding, 1999; Leiner et al., 2008;
Okuda et al., 2011).

In the category of mental health pathology, depogsand Posttraumatic stress disorder
(PTSD) are cited as common diagnostically-basededaq of IPV victimization (e.g., Bean &
Moller, 2002; Leiner et al., 2008; Wilson et al012). Currently, there is insufficient
information to determine which, if either, disordaksvelops first, but as noted previously, there is
evidence that PTSD might create diatheses for ¢lreldpment of subsequent disorders
(Friedman & Yehuda, 1995). Specifically, thersubstantial overlap in the occurrence of
PTSD and depression, and PTSD symptomatology nmghtase individuals’ vulnerability to
developing depressive symptoms (Breslau, DavigrBen, & Schultz, 2000; Friedman &
Yehuda, 1995; Shalev et al., 1998). Additionathg majority of contemporary research
examining mental health outcomes following IPV exqo@ focus on PTSD (Warshaw, Brashler,
& Gil, 2009). Further, the extant literature sagg PTSD following IPV victimization has
particularly detrimental effects (e.g., Bergman &skar, 1991; Iverson et al., 2011; Kendall-
Tackett & Klest, 2009; Krause, Kaltman, GoodmarDéitton, 2006; Perez & Johnson, 2008;

Pico-Alfonso et al., 2006; Sareen et al., 2007)ictviwill be discussed further below. Given



these points, as well as the frequency by whicearehers identify PTSD symptomatology in
victims of IPV, this study will examine PTSD specdlly as an important negative mental health
outcome following IPV exposure.

3. Conceptual model of outcomes following I PV exposure. Dutton (1992) proposed a
conceptual model (i.eModel of Battered Women’s Response to Abeese Figure 1) in an
attempt to outline women'’s post-IPV victimizatiaactions. Of particular strength in Dutton’s
model is the attempt to highlight pre-trauma fagt@:.qg., historical, learned, and medical
factors), trauma factors (e.g., positive aspectb®telationship), and posttrauma factors (e.g.,
institutional response; factor terms a la Foa & teas, 1998). In other words, Dutton
postulated that various mediating variables intenath IPV trauma exposure to predict the
course of women'’s post-IPV trauma reactions. Asphaper will attempt to demonstrate, this
postulation of Dutton’s was quite progressive 882, given the lack of mediation of outcome
research at the time. While Dutton’s model washawonary and informative at the time of its
publication, it has limited utility today in ternas its specificity (e.g., psychological outcomes,
directionality of relations between variables, metbms through which outcomes occur). This
critique, however, is not meant to distract frora tlalue of Dutton’s model, as most areas of
psychological science advance, in part, on the lii@wk of early theoretical models proffered by

pioneers of the respective field.



Physical, Sexual, and Psychological Abuse

i N

Mediators of Battered Women's Response to Abuse

Institutional Personal Tangible Historical, Current Positive
Response Strengths and Resources and Learned, and Additional Aspects of the
Inner Resources Social Support Medical Factors Stressors Relationship
Strategi Esca B .
gies o pe, Psychological
AV, g _— Effects of Abuse
Survive Abuse

Figure 1.“Model of Battered Women’s Response to Abuse” (Dut1992, p. 5).

Dutton’s model did not specify syndromes or diagrsahat might exist in the
“Psychological Effects of Abuse” category, butlm tsame publication, she exclusively
discussed PTSD in the “Diagnostic Issues” secti®he proposed that of symptom clusters
outlined in the DSM, the PTSD criteria were thetlfgdor the post-IPV experiences of
victimized women. Dutton’s analysis of PTSD was wihout criticism, however, as she
believed that the diagnostic criteria failed totcag the breadth of post-IPV responses.
Nevertheless, her alignment with PTSD as the higisigf symptom cluster is consistent with
contemporary literature, which demonstrates PTSahesof the most common (e.g., Bean &
Moller, 2002; Leiner et al., 2008; Wilson et al012) and influential (e.g., Friedman & Yehuda,
1995) psychological reactions to IPV victimization.

As present-day investigators develop hypothesgadang IPV victimization outcomes,
it is judicious to be informed by both Dutton’s nebénd additional conceptual models that have
greater specificity and are consistent with exgsiitnowledge about the mechanisms through

8



which trauma symptomatology emerges. To this BAGD and a model that depicts its
emergence will be explored further.
B. Posttraumatic Stress Disorder

The DSM-IV-TR criteria for PTSD stated, in part,H& person has been exposed to a
traumatic event in which both of the following weneesent: (1) the person experienced,
witnessed, or was confronted with an event or es/évat involved actual or threatened death or
serious injury, or a threat to the physical intggof self or others [and] (2) the person’s resgons
involved intense fear, helplessness, or horror” @nan Psychiatric Association, 2000, p. 467;
Breslau, 2002). While older editions of the DSIvhad to limit PTSD to specific trauma types
(war, natural disasters, explosions, accidentgdfnan, 2007), the DSM-1V version broadened
the scope of qualifying traumas (Breslau, 2002)e &xpanded scope remains a topic of fervent
debate (e.g., Friedman, Resick, Bryant, & Brewhil 2 Friedman et al., 2011). IPV
researchers, however, might be a likely group tioese a diagnostic framework which
acknowledges the potential for traumatic outconodiewing IPV exposure. Easily, one might
see how “a threat to the physical integrity of Sdéffar, and helplessness might predictably apply
to the victims of IPV. Furthering the review of 8D diagnostic criteria, the DSM-IV-TR
characterized the disorder by three symptom grawpsxperiencing of the trauma (e.g.,
nightmares, flashbacks), avoidance of trauma stjrantl hyperarousal (e.g., hypervigilance,
exaggerated startle response; American Psychisociation, 2000; Breslau, 2002). A
number of studies have been conducted to assessshmptom outcomes in individuals
exposed to IPV, and a brief review of the findimgl be presented in following sections.

In 1990, anxiety disorders (i.e., the diagnostiegary under which the DSM-IV-TR had

classified PTSD) were causal in more than $46dwilln costs to society (American



Psychological Association, 2004). There are fetvreges on PTSD-specific costs to society,
except in specific subgroups (e.g., veteranshadtbeen estimated, however, that PTSD
accounts for an estimated $3 billion in loss ofdquctivity alone (Kessler, 2000).

According to DSM-IV-TR criteria, the U.S. lifetim@evalence of PTSD is 8.7%, with
the highest incidence occurring in individuals whiktories of rape, military combat and
captivity, and internment and genocide (AmericaycRmtric Association, 2013). Other
sources, however, suggest that the lifetime precal®ef PTSD is even lower (i.e., 1-2%;
Kessler, 2000). In contrast, Kessler (2000) regmbthat over 60% of men and 51% of women
have reported exposure to at least one traumaticteand Ozer et al. (2008) reported that 50%
of the general population has experienced a traareaent. Both reports, when compared with
lifetime PTSD prevalence rates, highlight a nunedriisparity and suggest that trauma exposure
alone is insufficient for predicting PTSD developtheThese findings beg the question: Why
and under what circumstances do clinically sigaifictrauma symptoms emerge in individuals
following exposure to a traumatic event? More gpadly, what are the mechanisms through
which these symptoms develop?

Further dissecting this line of inquiry, women amgce as likely as men to develop
PTSD, even when controlling for traumatic eventgezienced more frequently among females
(e.q., rape; Breslau, 2002). Individuals’ risk €éveloping PTSD increases when the
experienced trauma type is assaultive violencegl€es2000). Thus, women'’s disproportionate
rate of PTSD development might suggest “a speeifinerability to the PTSD-inducing effects
of assaultive violence” (Breslau, 2002, p. 926)hds been estimated that the lifetime prevalence
rate of PTSD among women is 11.3-12.3% (KessléiQR@ontrasted with the aforementioned

1-8% lifetime prevalence in the general populatidiis numerical discrepancy highlights a

10



gender disparity in PTSD development. Given tHegbngs, as well as the tendency for women
to be disproportionately affected by IPV, this stuavestigates females’ PTSD outcomes
following IPV exposure.

Ozer and colleagues (2008) postulate that therpeasonal and environmental variables
that predict broad PTSD development over and abrauenatic event exposure. In their meta-
analysis, they identified pretraumatic factors (gpgor trauma, prior psychological adjustment,
family history of psychopathology), traumatic fastdi.e., perceived life threat during the
trauma), and peritraumatic factors (e.g., peritratierdissociation, peritraumatic emotional
responses, and posttraumatic factors) as factdhssignificant effect sizes (Ozer et al., 2008).
Brewin and colleagues (2000) identified childhobdse, other previous trauma, other adverse
childhood events, psychiatric history, family psithc history, trauma severity, lack of social
support, life stress, and other demographic vaeghbb significant risk factors for broad PTSD
development.

The probability of developing PTSD symptoms haslqeestulated to covary with
severity, duration, and proximity of the individualthe traumatic event (American Psychiatric
Association, 2013). In fact, some researcherglditiaumatology into two types: acute (single-
incident) and chronic (Terr, 1995) and argue thatdeverity and course of symptomatology
varies along these dimensions. Chronic typesapimiatology, for example, are more strongly
associated with dissociative symptoms, changesisomality, and alterations in coping
strategies (Terr, 1995), all of which are indicatof more severe posttraumatic symptom
presentations. Brewin and colleagues (2000) caedwe meta-analytic review of risk factors for
PTSD development across a broad range of trauneastfiose not exclusively related to IPV

traumatology) and determined that trauma seveatydne of the strongest effect sizes of the

11



analyzed factors (Brewin, Andrews, & Valentine, @QD0The authors conceded, however, that
there was significant variability between studiegarding how severity was assessed, which
may impact the validity of the findings. Convexseln earlier meta-analysis of 50 studies (i.e.,
examining psychological distress following childldomaltreatment, rape, criminal assault, or
IPV) found that perceptive factors (i.e., genemraisal, self-blame, and perceived life threat)
were more likely to predict posttraumatic distressgerity outcomes than the severity or
chronicity of the trauma (Weaver & Clum, 1995). uShdespite ongoing efforts to determine the
mechanisms through which PTSD symptomatology d@gelihe most reliable predictors of
PTSD symptom development remain somewhat uncledher highlighting a need to delineate
the mechanisms through which PTSD symptomatologsrges.

1. Conceptual model of the emergence of PTSD. As noted previously, Dutton’s (1992)
Model of Battered Women'’s Response to Apuseides a promising theoretical foundation on
which investigators can hypothesize the mechantenesigh which psychological distress
emerges following IPV exposure. Given the limgas of Dutton’s model and limited research
from IPV investigators regarding posttraumatic syonpatology development, it is beneficial to
explore other research specialty areas in an dfidse informed by their advances and
empirically-based conceptual models. Warshaw afidagues (2009) have advocated for the
integration of traumatology models to enhance ustdading of psychological outcomes
following IPV victimization. To that end, Foa, 8&tee, and Rothbaum’s (198@par network
account of emotional processimgyoffered here as a relevant and useful modebtaeptualize
PTSD development.

Foa and Kozak (1986) set out to explain why exposherapy was effective in treating

anxiety disorders and presented a model of theienadtprocessing of fear. Their model was

12



heavily guided by Mowrer’s (1947) two-factor thepwhich describes negative stimuli
avoidance processes as a learning phenomenonspescehich are inextricable from cognitive
and neurological processes. Mowrer proposed tmati, such as trauma-related stimuli,
become associated via both classical and operadit@ming processes. For example, a woman
who was sexually assaulted (US) is understanda&alsful (UR) following the assault. If she

was assaulted by a man wearing a red sweatshi)t (lSred sweatshirt may result in fear (CR)
similar to the assault itself. Once she beginsrtpiear responses to red sweatshirts, she may be
motivated to avoid them, and her avoidance of tBas<hegatively reinforced, thereby further
entrenching avoidance behaviors. Likewise, Foakaomhk (1986) described schematic
networks (much like those Mowrer had proposed) icty antecedents informed subsequent
fear-based cognitions and reactions. They divitilecelements of these networks into three
clusters (see Figure 2): stimulus [i.e., “stimulf®rmation about the feared object(s)”],

response [i.e., “information about cognitive, babeal, and physiological reactions to the feared
object(s)], and meaning structures (i.e., “infonmathat links these stimulus and response
elements together; Dalgleish, 2004, p. 236). Mmecinctly, “A fear memory is accessed when
a fearful individual is presented with fear infortioa that matches some of the information
structure in memory...This information may be abet feared situation, the person's responses

in the situation, or their meaning” (Foa & Kozak8b).
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E:I IThLul DLIMWENTE

Figure 2.Emotional Processing of Fear (Foa & Kozak, 198@9).

As a result of this work, Foa and colleagues (1986posed a model of fear network
processing to explain how PTSD develops (see Figurd®eparting from the Foa and Kozak
(1986) work, Foa et al. (1989) suggested that arfeavork associated with trauma is larger and
more complex than that of other anxiety disorddrsis work was heavily informed by Peter
Lang’s work on pathological anxiety, in which hedposed that stimuli that are fear-relevant
are arranged and stored in highly organized, samdear networks in memory. Information
about cues that elicit fear; information about atge, motor, and psychophysiological
responses; and information about the meaning of and responses are all part of these
networks. Fear stimuli activate these networksalhiis related components” (Cash & Weiner,

2006, p. 72).
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Figure 3.Foa et al.’s (1989) “Schematic Representationfeéar Network Following Rape”
(Dalgleish, 2004, p. 237).

Though not explicitly developed with IPV in mintie Foa et al. (1989) model provides a
means for conceptualizing PTSD development follgniV victimization. The model also
allows for a flexible, yet research-based, meargepicting idiographic pathways through which
variability of outcomes can be explained. As staeccinctly by Dalgleish (2004), “Network
theory deals with a number of individual differeriaetors in posttrauma response. Pretrauma
psychiatric history, previous experience of trauand trauma severity can all serve to potentiate
the fear network that is established...Foa and MgNa®96) also suggested that the
predominance of other emotions, such as guilt awgera that are based on appraisals of the
traumatic event can interfere with recovery becdlieg may not extinguish in the same way
that fear does” (p. 237). IPV investigators carhpps extrapolate from this model as an
informed means of more specifically conceptualizimg development of PTSD symptomatology

and its etiological pathways following IPV victinaitzon.
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2. PTSD symptomatology among victimsof |PV. Kessler (2000) reported that
individuals’ risk for developing PTSD increases witlbe experienced trauma type is assaultive
violence. In fact, PTSD following assaultive viote, as opposed to other types of traumatic
events, tends to be more chronic, lasting up teettimes as long (Warshaw et al., 2009). As
mentioned previously, Breslau (2002) noted thataesh findings suggest that women appear to
exhibit “a specific vulnerability to the PTSD-indag effects of assaultive violence” (p. 926),
thus emphasizing the importance of examining PT8&&ekbpment in women, within the specific
context of IPV victimization.

3. Prevalence of PTSD following I PV victimization. Specific to post-IPV trauma
symptoms, a meta-analysis revealed that approxiyn@dés of female victims of IPV
experienced PTSD symptoms (Golding, 1999). Astih eolleagues (1995) compared battered
women with non-battered, but maritally-distressexen and found that there was a significant
difference in PTSD symptoms between the two groupisthe victims of IPV, 58% were
experiencing PTSD symptoms, whereas only approxina®9% of the non-battered, maritally-
distressed women were (Astin, Ogland-Hand, Foy,afe®an, 1995). Bean and Moéller (2002)
found a similar rate (59%) of PTSD symptomatolagyictims of IPV. More recently, mean
prevalence rates across studies have been figuiteel 1% (Warshaw et al., 2009). These
studies demonstrate a relatively consistent ragg 68-64%) of PTSD development in women
following IPV victimization. In contrast, the lifiene prevalence rates of PTSD among women
in the general population are 1.3% to 12.3% (&glding, 1999; Kessler, 2000), despite 51% of
women in the general population endorsing exposugetraumatic event (Kessler, 2000). These
findings highlight a disparity in PTSD developméetween female victims of IPV and the

general female population.

16



4. Outcomes of PTSD symptomatology following IPV. Given the relatively high risk
of developing PTSD following IPV victimization [Lecompared with exposure to other types of
traumatic events (e.g., Kessler, 2000; Ozer e2@0D8)], it is important to understand the
consequences of PTSD as a sequela of IPV expoBIi8D outcomes following IPV have been
linked with a range of adverse outcomes, includinigidality (e.g., Bergman & Brismar, 1991,
Pico-Alfonso et al., 2006), negative physical healitcomes (e.g., Kendall-Tackett & Klest,
2009; Sareen et al., 2007), and future interpetsoc@mization (e.g., Iverson et al., 2011,
Krause et al., 2006; Perez & Johnson, 2008).

A study by Seedat, Stein, & Forde (2005) indicdbed of participants who had ever
been a victim of partner abuse, 23% had made sit éeee suicide attempt, whereas only 3% of
the comparison group had made an attempt. In a-arelysis, Golding (1999) calculated a
weighted mean prevalence of approximately 18% daridality in female victims of IPV.
Importantly, a study conducted by the Centers fiseBse Control revealed that PTSD mediated
the link between IPV and suicidality (ThompsonlgtE99).

Contemporary research has begun to demonstratedhatatic experiences have
important long term physical health implicationg(eKendall-Tackett & Klest, 2009; Sareen et
al., 2007). Broadly, PTSD has been linked witldzarascular disease, respiratory disease,
chronic pain, gastrointestinal ilinesses, and ca(eg., Sareen et al., 2007). Chronic stressors,
including those associated with trauma exposungeapto have an insidious, corrosive effect on
the immune system (Groér, Meagher, & Kendall-Tagck10; Woods et al., 2005). 1PV
victimization, specifically, has been linked witthaightened risk for the development of
cardiovascular disease (Kendall-Tackett, 2007 e miabetes (Kendall-Tackett, 2007), and

chronic pain (Kendall-Tackett, Marshall, & NessP3D Woods and colleagues (2005) found
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that PTSD symptomatology mediated the relation betwlPV and pro-inflammatory cytokine
levels, which signal elevated inflammatory proceg$®oods et al., 2005) and alter cognitive
processes (Wilson, Finch, & Cohen, 2002). Simila@gmpbell and colleagues (2008) found
that PTSD fully mediated the relation betweengles of examined violence, including IPV,
and physical health outcomes. A promising findielgted to longitudinal outcome, however, is
that women who indicated that their IPV victimizatihad stopped reported having better
physical health than women whose IPV victimizatomtinued (Campbell & Soeken, 1999),
though the former group’s physical health was sidrse than that of women who had never
experienced IPV. These studies demonstrate that®BSD and IPV, alone, are associated with
poor physical health outcomes and suggest that FSy&Iptomatology interacts with IPV
exposure to predict negative health trajectories.

Extant research indicates that for past and cuxiehims of IPV, the risk of
revictimization is quite high (e.g., Iverson et 2011; Krause et al., 2006; Perez & Johnson,
2008). One research group has found that in addit past IPV, victims’ reactions (i.e.,
depression, PTSD re-experiencing, and substanceptmupast IPV predict revictimization,
though not necessarily intimate partner perpetratetdnization (Cougle, Resnick, & Kilpatrick,
2009). Another group discovered that numbing symmgt (i.e., one feature of PTSD
symptomatology) most significantly predicted intte@artner revictimization (Krause et al.,
2006), which is consistent with subsequent finditiigg numbing symptoms reduce individuals’
resiliency following IPV exposure (Johnson, Palmigéackson, & Hobfoll, 2007). While these
investigations highlight specific PTSD symptoms.(ire-experiencing and numbing) as
predictors of revictimization, other research hradated that PTSD in general significantly

predicts IPV and IPV severity at follow-up (Perezénhnson, 2008). Similarly, PTSD
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symptomatology was found to predict sexual revidanon among females who had
experienced past sexual assaults (Risser, HetggiRiThomsen, & McCanne, 2006).
Fortunately, recent research indicates that sgekifiterventions (e.g., cognitive—behavioral
therapy) are emerging as effective means to reth&ask of revictimization (lverson et al.,
2011), further highlighting the importance of idénhg, understanding, and effectively
intervening in PTSD outcomes following IPV exposure
C. Predictors of PTSD Outcomes Following | PV

A review of the literature demonstrates that woraendisproportionately exposed to
IPV (e.g. Black et al., 2011; Breiding et al., 2DQafisproportionately develop PTSD following
assaultive violence (e.g., Breslau, 2002), hawaatively high risk of developing PTSD
symptomatology following IPV victimization speciéity (e.g., Golding, 1999; Warshaw et al.,
2009), and are at risk for highly undesirable ontes (e.g., suicidality, health problems, and
revictimization) following the development of pd& PTSD (e.g., Perez & Johnson, 2008;
Thompson et al., 1999; Woods et al., 2005). Dedpi¢ high rate (i.e., 58-64%, as indicated
previously) of PTSD development following IPV expos, not all female victims of IPV
experience PTSD symptoms. Given the rather sexareequences of PTSD vis-a-vis IPV, it is
incumbent upon researchers in the field to idertieymechanisms through which it develops.
These mechanisms would then be viable targets@fventions and could also explain why
post-IPV PTSD symptoms emerge in some, but n¢Palim & Follette, 2011), individuals
exposed to IPV.

A number of studies have attempted to identifydbietingencies related to these variable
outcomes. For example, Golding (1999) identifiedbae-response relationship between IPV

and the development of PTSD, such that the sev@ty measured with some variability across
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studies—including injury sustained, as well as aedleers’ subjective ratings of events deemed
more “severe”) and duration of the violence cov@math PTSD development. Bennice and
colleagues (2003) generally replicated these figglinin their sample of 62 “battered women,”
the combination of physical and sexual IPV victiatian severity (i.e., as measured by
researchers’ subjective ratings of events deemed fsevere”) significantly predicted PTSD
symptom severity. Wilson and colleagues (2011 xhenother hand, identified danger
perception, poor overall health, abuse leadingain,prictim expectations of future injury
victimization, feeling unsafe, and shame as sigaiit predictors of post-IPV PTSD. While each
of these indices, as well as others examined adifted have undoubted merit, IPV
researchers are likely to benefit from drawing upod integrating advances in other relevant
areas of research, particularly when the other afreasearch has benefitted from greater
maturation in the scientific arena. At the timetu writing, Foa and colleagues’ (1989) model
for explaining PTSD as associative fear networksleen cited 512 times in PsycINFO, and its
successor (i.eEmotional Processing of FealFoa & Kozak, 1986) has been cited 1,553 times.
These models are regarded as gold standards aotieeptualization of fear and anxiety
(Dalgleish, 2004) and have heavily informed subsatjtesearch and intervention. Given the
conceptual underpinnings (a la Mowrer, 1947) ofRA&D model, it should translate well to
PTSD that emerges following IPV victimization.

First, Foa et al. (1989) indicated that there @imridus elements in the fear network. For
trauma-exposed individuals, these stimuli beconta paints that are representative of how the
world operates. The more exemplars, the moreylitted stimulus is to be activated with the
appropriate prime. While this is a feature of PTi®Bponses more broadly, it could explain why

some studies have indicated that child maltreatreeperiences are the greatest predictor of
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PTSD following adult IPV exposure (e.g., GrahamsBann, Sularz, & Howell, 2011). Early
trauma experiences, such as child maltreatmemtadetheir own fear network with associated
stimulus elements. These networks are embeddie imemory and can potentially be
reactivated, further solidified, and/or compountigdater traumatic event exposure. Further,
the stimulus elements associated with both traupasires may become tethered to the same
fear network, as both are forms of interpersonalevice. Thus, the combination of childhood
maltreatment and adulthood IPV victimization migkget a particularly complex and
entrenched fear network.

Second, Foa et al. (1989) identified response alésr{ee., cognitive, behavioral, and/or
physiological responses) within the larger feawmek. If a woman has experienced
tachycardia, for example, when her abuser physieal$aulted her, future benign episodes of
tachycardia (e.g., associated with exercise, a taiske in the grocery store, etc.) can cue
cognitions of danger or terror in situations whemeh cognitive responses are incongruent with
or not functional in the immediate environmentmikarly, hypervigilance and hyperarousal
could have served as safety mechanisms for a wevhde still in an abusive environment. In
theory, the utility of these responses is signiftbadiminished, however, once she is removed
from the abusive environment. Nevertheless, tseseningly involuntary responses can persist
in nonthreatening environments. Foa and Kozakg)lLp8offered that fear becomes pathological
when excessive and easily cued response elemasts &ne might speculate that responses
incongruent with the current environment and cirstances would qualify as “excessive.”

Finally, Foa et al. (1989) stated that meaningcstmes are the pieces of information that
bind the stimulus and response elements togeBradly, researchers have found that there is a

strong association between negative cognitionsPar8D symptoms (e.g., Belsher, Ruzek,
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Bongar, & Cordova, 2012) and between cognitive s&® rumination, and posttraumatic
growth (e.qg., Greenberg, 1995; Shiri, Wexler, & ilez, 2010; Wright, Collinsworth, &
Fitzgerald, 2010), indicating that cognitive vategare important in the conceptualization of
PTSD. These findings are consistent with the obleesponse elements identified by Foa et al.
(1989). Following childhood maltreatment, negatn@wvs of the self, for example, have been
correlated with PTSD symptomatology (Muller, Si¢éliLemieux, 2000), which suggests that
individuals with child maltreatment histories magyl particular cognitive vulnerabilities that
predate adult IPV exposure. In a meta-analysimadd PTSD (i.e., PTSD that is not explicitly
tethered to interpersonal forms of violence), bddime (along with other perceptive factors) was
more predictive of PTSD development than the sgverichronicity of the trauma (Weaver &
Clum, 1995). The composite of maladaptive cogngitrom child maltreatment and adult IPV
have the potential to better predict PTSD emergémae either trauma type alone. Conversely,
maladaptive cognitions vis-a-vis child maltreatmematy either merely be exaggerated by IPV
exposure or may create a vulnerability for furthexladaptive cognition development following
IPV. Thus, it is possible that maladaptive cogm$ operate as meaning structures by which
individuals come to link together their traumatiperiences and their respective stimuli

responses (see Figure 4).
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Figure 4.Propositional Fear Network Following Childhood kMeatment and Adult IPV
Victimization. This figure illustrates an exammiehow childhood maltreatment experiences
and maladaptive cognitions can fit within the faatwork framework to conceptualize PTSD
development following adult IPV victimization.

At the time of this study, no known studies hadneixeed childhood maltreatment
experiences and maladaptive cognitions in tandemvestigate their simultaneous additive
value in predicting PTSD outcomes following IPV egpre. Thus, further investigation of a
model that includes both variables is timely anddweel, as PTSD appears to be the sequela of a
factor network far more complex than merely IPV @xyre. Within the science of IPV, an
extensive literature base exists that supportpdtential importance of accumulated lifetime
maltreatment experiences (e.g., Astin et al., 18@5np, Green, Hovanitz, & Rawlings, 1995;

Nicolaidis et al., 2009) and maladaptive cogniti¢mg., Palm & Follette, 2011; Twamley et al.,

2009; Wright et al., 2010) in post-IPV trauma syamptdevelopment. Given the veracity of the
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literature, as well as its “fit” with the Foa et £1989) fear network model, this study will
examine both of these factors in greater depttdneg analyzing their respective contributions
to PTSD development following IPV in a sample cfaarch participants. Additionally, this
study aims to bridge these predictors to post@atmteractive model of posttraumatic symptom
emergence following exposure to IPV.

1. Accumulated lifetime maltreatment experiences. Given that childhood
maltreatment and IPV are both forms of interperkoitdence, it would be difficult to accurately
consider the impact of either in isolation. Rathieere is likely an interaction effect, which is
demonstrated well by Foa and colleagues’ (19869)18®dels of emotional processing within
fear networks. Presumably, multiple exposuresterpersonal violence in variant relationships
would contribute to a more complex and entrenclead mietwork, and in line with the original
authors’ assumptions, more excessive response eiemedict more pathological outcomes.
These presumptions fit well with Conservation os&&ces (COR) theory, which posits, in part,
that individuals’ personal resources [i.e., instemtal, social, psychological (e.g., self-esteem)]
are rapidly depleted following chronic exposureti@ssors (e.g., Hobfoll, Dunahoo, & Monnier,
1995; Schumm, Doane, & Hobfoll, 2012). Schumm ewltkagues (2012) have recently used
COR to explain how the exponential impacts of npldtforms of victimization increase
posttraumatic symptomatology. That is, as persmsaurces are depleted, the individual is less
able to maintain previous levels of functioning aa#&ptive cognitive strategies. Thus, existing
prominent psychological theories suggest that theght be a cumulative impact of multiple
maltreatment experiences across the lifespan.

Researchers have examined multiple lifetime mdtmeat experiences as tandem

predictors of negative outcomes. Multiple traurrpegiences (e.g., child sexual abuse, child
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physical abuse, child emotional abuse, witnessorgestic violence) have indeed been shown to
have additive effects on later trauma resultingndesirable outcomes (e.g., Boney-McCoy &
Finkelhor, 1995; Cloitre et al., 2009; Kemp et 4D95; Martin, Cromer, DePrince, & Freyd,
2011; Samuels-Dennis, Ford-Gilboe, Wilk, AvisonR&y, 2010; Turner, Finkelhor, & Ormrod,
2006; Wind & Silvern, 1992). Essentially, the etfeof a single trauma exposure do not occur
in a vacuum in the case of an individual exposeaudtiple traumatic events across his or her
lifetime. Rather the expression and impact ofefiects are exponential.

Cloitre and colleagues (1997) found that “retrauneat’ individuals had more severe
forms of PTSD symptomatology, including dissociatialexithymia, and suicidality. Cloitre et
al.’s (1997) finding is consistent with Foy’s (193®nceptualization of PTSD, which postulates
that independent PTSD-causing events may intedalitigely to explain the presenting
symptomatology. Felitti and colleagues (1998) stdé sample of over 8,000 adults and found
that adverse events in childhood were positivelgteel to adult disease occurrence and health
risk behaviors. In fact, they identified a dossp@nse relationship, in which the occurrence of
disease and health risk behaviors increased wittibeu of endorsed childhood adverse events.
Cloitre and colleagues (2009) found that in a sangpladults, childhood traumatic experiences
predicted psychopathology symptom complexity, wasradulthood trauma did not. In a meta-
analytic review by Brewin and colleagues (2000)ldtiood abuse was found to be a predictive
and reliable risk factor for PTSD development autna-exposed adults. Such studies suggest a
vulnerability to PTSD symptomatology among indivadgiwho have experienced childhood
traumas and later have additional trauma expodtoe the purposes of this study, it is necessary

to understand whether this vulnerability emergeemtine adulthood traumatic event is IPV.
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a. PTSD outcomes following childhood maltreatment and subsequent PV
victimization. To consider the viability of including childhood Hraeatment experiences in a
model of PTSD development following adult IPV traant is important to explore the reliability
of co-occurrence of these phenomenon. That ighase phenomenon experienced by the same
individual frequently enough to justify investigati? Breslau (2002) proffered, “Traumatic
events are not random” (p. 926). That is, exposuteauma varies by demographic variables,
environmental and familial contexts, and so forftesearch seems to support this notion, as
victims of IPV have been found to have significaritigher rates of childhood maltreatment
experiences than comparison groups (e.g., Bonoalj 2006; Dorahy, Lewis, & Wolfe, 2007,
Guerrero, 2006). In one study of women exposdBYofor example, 53% participants had
experienced some form of childhood abuse (Krausé,2006).

Childhood maltreatment experiences have speciitaen identified as predictors of
adult IPV victimization (e.g., DeJonghe, Bogat, ertosky, & von Eye, 2008; Seedat, Stein, &
Forde, 2005; Warshaw et al., 2009; Whitfield, AnQape, & Felitti, 2003). In fact, childhood
maltreatment experiences were found to increasagkef adult IPV victimization by more
than threefold over that of individuals who did eaperience child maltreatment (Whitfield et
al., 2003). While these studies do not suggestalhaictims of childhood maltreatment are later
victimized by IPV or that all IPV victims have ctiilood maltreatment histories, studies do
demonstrate a tendency for there to be a staligtgignificant association between the two.

Next, it is important to determine if the intra-imdlual co-occurrence of childhood
maltreatment and adulthood IPV exposure is assatiata meaningful way with the
development of PTSD symptomatology. To that erstinfet al. (1995) found that PTSD was

associated with significantly higher rates of chddd abuse endorsement in both women who

26



had experienced IPV and those who had not experkiitV but were experiencing marital
distress (Astin et al., 1995). More recently, Gary (2006) found that IPV in tandem with
childhood trauma did not significantly increase ith@dence of PTSD (i.e., compared with those
who had only experienced adult IPV), but did siguaifitly predict symptom severity. Similarly,
Mezey and colleagues (2005) found that early abuperiences in concert with adult
victimization predicted symptom severity. In wontbat presented in a hospital setting, the
combination of childhood abuse and IPV (i.e., caed above either alone) significantly
predicted dissociative symptoms (a prominent featdPTSD) and other anxiety
symptomatology, as well as symptom severity (Rah&killiams, Lawrence, & Raphael, 1998).

Graham-Bermann et al. (2011) examined a broad rahgdverse childhood events to
determine their potential impact on post-IPV PT$&us. They found that childhood sexual
abuse was the single best predictor of PTSD folgwPV exposure. Lewis and colleagues
(2006) found that childhood emotional abuse meditte relation between childhood
maltreatment experience and post-IPV PTSD. Beakdrcolleagues (2010) found that both
adult IPV and childhood maltreatment were indepatigessociated with PTSD
symptomatology, but upon further analyses, thestigators discovered that adult IPV mediated
the relation between childhood physical abuse adt 8TSD symptomatology. These studies
appear to indicate that childhood abuse experiemigist be unique contributors to post-IPV
PTSD development, which underscores a need foargsers to consider childhood traumas in
models of PTSD following adulthood intimate parttrauma.

2. Maladaptive cognitions. There are few existing studies that specificallgraine
maladaptive cognitions and cognitive strategiethay relate to posttraumatic stress outcomes

following IPV exposure. As noted previously, howevoa and McNally (1996) suggested
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individuals’ “appraisals of [a] traumatic event daterfere with recovery because [appraisals]
may not extinguish in the same way that fear d¢@slgleish, 2004, p. 237). Furthermore,
broader research exists that notes a strong aisodetween negative cognitions and PTSD
symptoms (e.g., Belsher et al., 2012) and betwegnitive schemas, rumination, and
posttraumatic growth (e.g., Greenberg, 1995; Shial., 2010; Wright et al., 2010). In fact,
Weaver and Clum (1995) found that self-blame (alith other perceptive factors) was more
predictive of PTSD development than the severitghoonicity of the trauma. Thus,
maladaptive cognitions have the potential to bargortant factor in PTSD development
following IPV exposure.

Currently, the literature examining cognitions e tspecific context of IPV is scarce and
fragmented. Advances in other research areas,\ewean aid IPV researchers in extrapolating
findings that are informative for IPV investigatgras there are a number of ways to
operationalize and interpret cognitive functioning.

a. Cognitive performance asit relatesto traumatic material. At times, the relatedness
of findings seems obtuse, but careful consideradfche findings within the larger science
reveals important clues for IPV researchers. Queysfor example, found that diminished
cognitive functioning covaried with PTSD symptonagy in a sample of women in a domestic
violence shelter (Dabkowska, 2007). Thus, alteretiin cognitive processing that covary with
trauma-related material will be briefly reviewedd&o highlight theoretical and empirical links
between cognitions and trauma.

For example, in a study of medical trainees, padiats were exposed to high stress
scenarios and were instructed to rate them asreatttareat” or a “challenge,” and saliva

samples were collected at baseline and followireghilgh stress scenario to assess the
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participants’ cortisol levels. The investigatoosiid that “threat” perception was positively
correlated with cortisol elevations following thiglh stress scenario, whereas “challenge”
perception was not correlated with cortisol leglarvey, Nathens, Bandiera, & LeBlanc,
2010). The degree of influence an individual’'sgegtion of an event has on subsequent cortisol
levels has substantial implications for the crittgaof cognitions on various outcomes. This
point is further strengthened when it is considenecbnjunction with the knowledge that some
studies have indicated a significant, positive aesgmn between PTSD and cortisol levels (e.g.,
Gola et al., 2012; Stoppelbein, Greening, & Fit#l2). Merging this association with the
Harvey et al. (2010) findings, it might be postaththat perception modulates the relation
between cortisol elevations and PTSD, which impled maladaptive cognitions have an
important role in the development and/or mainterasfd®TSD, and this implication is
consistent with maladaptive cognitions existin@assponse element in Foa et al.’s (1989)
model of PTSD fear networks.

It also appears that trauma exposure and/or trawas can corrode cognitive
functioning, though the permanency of this corrodas not yet been extensively explored.
Freeman and Beck (2000), for example, found cogmititerference in adolescent girls exposed
to trauma-related words. Their sample was comprdeirls diagnosed with PTSD following a
sexual trauma, as well as a control group. Thearebers found, contrary to their expectations,
that both the trauma group and the control grouparestrated cognitive interference (i.e.,
significantly reduced performance) on a Stroop talskn exposed to trauma-related words
compared with non-trauma words (Freeman & BeckP20&imilarly, Hellawell and Brewin
(2002) found significant declines in cognitive peesing in participants with PTSD following

their writing of trauma narratives.
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Twamley and colleagues (2009) found that traumateel dissociation has been
associated with poor reasoning performance, anahttestigators postulate that these declines in
cognitive performance result from trauma-exposekividuals’ need to appropriate cognitive
resources to internal experiences related to uleddrauma [i.e., a la Hobfoll's (1995)
Conservation of Resources theory]. Interestintigir findings coincide with research published
almost four decades earlier, in which participal@sonstrated declines in performance on
perceptual tasks following exposure to a film dapga high stress scenario (Horowitz &
Becker, 1972). Some research indicates that dogrstyles or cognitive orientations are
associated with trauma disclosure and physiologiedsures of reactivity to disclosure
(Brouwers, Sorrentino, Roney, & Hanna, 2004), fertbuggesting an expansive, covert
cognitive network that is related to one’s respdosteauma and stress.

The findings that traumatic events and/or matemnigrferes with cognitive performance
might aid the field in better understanding on@@pal feature of PTSD, hyperarousal, which is
characterized, in part, by difficulty concentratinglore broadly, these studies suggest that
trauma-related material (i.e., experienced or mebes-fabricated trauma) alters individuals’
cognitive processes in numerous ways.

b. Maladaptive cognitions following childhood maltreatment. A number of studies
regarding trajectories following childhood maltmaaint have examined cognitive factors. Since
childhood maltreatment (like IPV) is a form of iqtersonal violence and is postulated in this
paper to contribute to psychological outcomes foilg IPV, a sample of findings related to
childhood maltreatment and cognitive processegisgopresented here.

In an adult, retrospective sample, individuals véithegative self-concept were found to

be more likely, via cognitive distortions, to hgys&ychopathological symptoms following
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childhood maltreatment experiences (Browne & Wimaah, 2007). Likewise, another research
group found that negative views of the self weghhyj correlated with posttraumatic stress
symptoms in adults who endorsed child abuse expd8duller et al., 2000). A meta-analysis
revealed that among adults who reported child ahisteries, self-blame and other perceptive
factors predicted posttraumatic distress sevevitggver & Clum, 1995).

Adolescent research has also revealed importamitoegmechanisms. In a sample of
adolescents who had experienced or withessed ®/enaladaptive cognitions and avoidance
tactics, a noted feature of PTSD (per the DSM-IVyMRere prominent (RetQuifiones et al.,
2011). Another study of adolescents exposed tenge found that these youth were
significantly more likely to have cognitions of \emce-acceptance than their non-exposed
counterparts (Allwood & Bell, 2008), and cognitigiciency was found to be a significant
contributor in a model predicting trauma symptortagy in adolescents with maltreatment
histories (Joubert, Webster, & Hackett, 2012).

c. Maladaptive cognitions following I PV victimization. Specific to individuals
exposed to IPV, a number of cognitive processitegraiions are found in IPV-exposed
participants when compared with a control groupV-exposed participants have been found to
have slower processing speeds, and their procesge®yls covary with symptom severity
(Twamley et al., 2009). As mentioned in brief poasgly, a sample of women in a domestic
violence shelter were administered the Trail MakKiegt, a Stroop task, and a verbal fluency
task, and the investigators found that diminisheghdive functioning covaried with PTSD
symptomatology (Dabkowska, 2007), demonstratingisbency with previously presented
findings in broader samples regarding declineogndive functioning following exposure to

traumatic events or material.
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Whereas these cognitive processing impairmentsémenative and consistent with
previously presented findings, maladaptive cogngiand cognitive strategies have also been
identified in IPV victim populations. In a samg&women who had recently been victimized
their partners, researchers found that cognitiaeds were significantly associated with PTSD
symptom severity, cognitive bias was negativelyesged with self-efficacy, and self-efficacy
was negatively associated with PTSD (Lambert, Baniy/ong, & Johnson, 2012). Palm and
Follette (2011) found that cognitive inflexibility concert with experiential avoidance was
associated with higher levels of psychologicalrdiss in a sample of women exposed to IPV,
and at least two additional studies have replicttedindings that experiential avoidance was
associated with post-trauma distress levels (Pg|Ugasenthal, Aban, & Follette, 2004;
Rosenthal, Polusny, & Follette, 2006).

Pico-Alfonso et al. (2006) found that psychologiabuse in intimate relationships was
the best predictor of PTSD. While this is not i@edi measurement of maladaptive cognitions or
impaired cognitive functioning, psychological abiséargely a cognitive enterprise that is often
characterized by verbal insults and attacks omdividual’s identity-defining character. The
finding that psychological abuse is predictive #3D is a logical extension of earlier presented
findings that indicate that negative self-conc&rb(vne & Winkelman, 2007), self-blame
(Weaver & Clum, 1995), and poor self-efficacy (Laartet al., 2012) all have significant
associations with PTSD symptomatology. Likewiséls@h and colleagues (2011) found that
danger perception, feeling unsafe, and shame vgmdicant predictors of post-IPV PTSD.

In sum, these studies demonstrate relations betwedadaptive cognitions and
posttraumatic distress and suggest that cognibwiireggencies are a conduit through which

psychological distress can emerge. These findingerscore the uniformity in research
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outcomes regarding the role of cognitive processesedicting PTSD following both IPV and
other types of traumatic events that are interperisio nature.
[I. Current Study

Individuals who experience various forms of traen@at an increased risk for
developing PTSD. Women are disproportionatelyimistof IPV (e.g., Black et al., 2011) and
tend to disproportionally develop PTSD (e.g., BaasR002). Not all women exposed to
traumatic events develop clinically significant B Symptoms, which highlights the disparity
between trauma exposure and PTSD development @aér 2008). This disparity has
similarly been identified in women who are victimfsIPV (Golding, 1999), such that
approximately 40% of these women do not develop-[fdé PTSD symptoms (Bean & Mdller,
2002). Understanding the mechanisms of thesedggreous outcomes will improve the body
of literature utilized to form etiological theorggarding post-IPV PTSD development, and these
improvements could directly inform and cultivate mmeffective intervention strategies and
techniques.

Prior researchers have investigated a numbertehgial mechanisms through which
PTSD emerges following broadly-defined traumatierds, and IPV researchers have paralleled
this aim by investigating the conditions under WhiRTSD does or does not develop following
IPV victimization. Extant researc¢hdicates that childhood maltreatment experiences (
multiple trauma experience accumulation) and madtada cognitions appear to be viable
predictors of posttraumatic symptomatology follogvinaumatic adulthood experiences. This
combination of factors also fits well within Foaadt's (1989) acclaimed conceptual model of the
role of fear network structures as the influenti@chanisms underlying post-trauma PTSD

development. Rather than reinvent the proverbiael, the science of IPV should seek
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illumination from more established fields of res#aas a means to facilitate a more informed
and rapid progression of the science. Needednsdel that elucidates the relation between IPV
victimization and PTSD symptomatology developmastyell as the mechanisms through
which this relation emerges.

As noted previously, Becker and colleagues (201Yewhe only known research team to
investigate the culmulative impact of childhood tredtment experiences and adulthood IPV
victimization on PTSD outcomes. Since the incaptbthe current study, Gobin and colleagues
(2013) published a study which examined the samefsariables. The results of these two
studies were similar and divergent. Both studiestbthat both adult IPV and childhood
maltreatment were independently associated withDP3yBnptomatology. Becker and colleague
found that adult IPV mediated the relation betweleiftdhood physical abuse and adult PTSD
symptomatology, while Gobin and colleagues fourad thdid not. These divergent results were
explained, in part, by sampling characteristicshild/Becker et al.’s sample was comprised of
an “abused group” (i.e., women who had been ablbgedpartner in the past year) and a
similarly-sized, nonabused comparison group, Gebl.’s sample was only comprised of help-
seeking women who had experienced IPV victimizatmrat least three months and had
experienced at least one instance of physical lRWhvization within six months of study
enrollment. For the current study, as detailethirbelow, | chose to employ non-proportionate
guota sampling method, which is more similar tok&ecet al.’s (2010) strategy. This decision
was made for multiple reasons, to include the inedagase of recruiting a sample with a broader
range of backgrounds and the statistical need fange of responses on key variables, given my

decision to test mediation, as described below.
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Another important difference between the two stsigetheir divergent analytic
strategies. Becker et al. utilized Heirarchicalltiple Regression (HMR) analyses to test
mediational relations, while Gobin et al. used &utal Equation Modeling (SEM) to test a
proposed structurgl model. For the current stiidglected mediation testing vis-a-vis HMR.
While there are a number of reasons (e.g., ladpetification of a structural model prior to data
collection, psychometrically inadequate measutas)approach is more appropriate for the
current study, the linchpin in my decision makinggess was Kline’s (2011) guidance that “If
solid reasons cannot be provided for the specifinaif directionality...” (p. 357), other analytic
methods (e.g., multiple regression) should bezetili As discussed further in the Limitations
and Future Directions section, the temporal precgegl®ef maladaptive cognitions is unknown.
That is, there is currently insufficient evidenoeconclude that maladaptive cognitions predated
childhood maltreatment, emerged in response talohdd maltreatment, or emerged in response
to adulthood IPV victimization. Lacking strong dethinants of when or how maladaptive
cognitions arise, | employed HMR methodology simitathat of Becker et al. (2010). Finally, |
am attempting to speak to correlations in thisygtadt causation, further making HMR an
appropriate analytic choice.

In sum, | hypothesized that IPV victimization andS® symptomatology would be
significantly related. Furthermore, | hypothesizledt childhood maltreatment experiences and
maladaptive cognitions would mediate the relatietwieen IPV victimization and PTSD
symptomatology, such that the complete model woudde accurately predict PTSD
symptomatology than IPV victimization alone. Alugtration of this analytical model is
presented in Figure 5 and is reliant upon Baronkathy's (1986) proposed approach to testing

mediation, a strategy which is consistent with othediational analyses with PTSD outcome
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variables (e.g., Becker, Stuewig, & McCloskey, 20QGtunji, Elwood, Williams, & Lohr,

2008) and is analytically appropriate given my latkonjecture regarding temporal precedence.

Child

Maltreatment .
IPV Posttraumatic

v

Victimization _
Experiences Maladaptive
Cognitions

Symptomatology

Figure 5.lllustration of model.

A. Methods

1. Participants. Participants for this study were 244 adult femaéesuited from the
community via solicitation from domestic violendeetiers, university newsletters, and various
online forums [targeting women in the general papah, women with mental illness (e.g.,
PTSD, depression), and women with childhood matmeat and/or IPV experiences]. Inclusion
criteria required that participants be female an@ast 18 years of age.

2. Measures.

a. Demographics. General demographic information (e.g., age, ethnieducational
attainment, income level, sexuality, relationshgiiss) was collected via an 11-item
guestionnaire (see appendix B).

b. Intimate partner violence. The Revised Conflict Tactics Scale (CTS2; Straus,
Hamby, Boney-McCoy, & Sugarman, 1996) was usedsess IPV exposure (see appendix C).

The CTS2 is a 78 item, self-report measure andésod the most commonly used instruments
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for assessing IPV (Jackson, 1999). The instruroemtains mirroring pairs of questions (i.e.,
one about the respondent’s behaviors and one #®uespondent’s partner's behaviors) that
assess for concrete behaviors in the IPV domaiphydical, psychological, and sexual intimate
partner maltreatment. Respondents are askededoat often the behavior occurred within the
last year using an eight-point (i.e., @h#s has never happenet =once in the past yeabé =

more than 20 times in the past year=not in the past year, but happened befdn&ert-style
scale.

The CTS2 is comprised of five scales, which eamttain two subscales. The Physical
Assault Scale (subscales: minor, severe) meashyesscpl acts of violence (e.g., “pushed or
shoved my partner”). The Sexual Coercion Scalbqsales: minor, severe) assesses “behavior
that is intended to compel the partner to engagmwanted sexual activity” (e.g., “used threats
to make my partner have oral or anal sex”; Strawas. €1996, p. 290). The Psychological
Aggression Scale (subscales: minor, severe) assesdgl and nonverbal emotional
maltreatment (e.g., “insulted or swore at my pat)nerhe Negotiation Scale (subscales:
emotional, cognitive) measures attempts made taligsession as a means to settle disputes
(e.q., “showed my partner | cared even though wagteed”). The Injury Scale (subscales:
minor, severe) assesses physical injury sustais@drasult of IPV (e.g., “went to the doctor
because of a fight with my partnerrrequency scores were computed by first recoding
responses as described in Straus (n.d.; i.e., @ avete coded as 0, 1 was coded as 1, 2 was
coded as 2, 3 was coded as 4, 4 was coded asd&; &ogled as 15, and 6 was coded as 25), thus
changing the possible item-level range from 6 t¢s2® appendix J for syntax). These

frequency scores were then summed across subsoadetotal frequency score.
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Straus and colleagues (1996) have found subsdalbiliey via internal consistency
values ranging from = .79 (Psychological Aggression Scalepte .95 (Injury Scale). In the
current study, the Cronbach alpha coefficient waekent,a. = .94. Item-total correlations fell
within a range of = .34 tor = .92, with a mean item-total correlationrof .77. Furthermore,
Straus et al. (1996) reported that the CTS2 had gonstruct validity as evidenced by its
discriminative, convergent, and divergent validity.

c. Posttraumatic stress symptomatology. The Trauma Symptom Inventory-2 (TSI-2;
Briere, 2011) was used to assess posttraumaticteymapology (see appendix D). The TSI-2
was developed to assess posttraumatic outcomdsnmggtom a range of possible traumatic
events and is intended to address a need for adkspectrum assessment of trauma symptoms”
(Briere, 2011, p. 3), rather than a single syndraenieria-based assessment. The TSI-2 is a
136-item, self-report measure. Respondents aedaskrate how often specified thoughts,
feelings, or behaviors occurred within the pastsonths using a four-point (i.e., Onever 3 =
often Likert-style scale.

The TSI-2 contains 12 clinical scales, six of whindve associated subscales: Anxious
Arousal (i.e., symptoms of anxiety; e.g., “nervoessi; subscales: Anxiety and Hyperarousal),
Depression (i.e., depressed mood; e.g., “sadnessfjer (i.e., angry cognitions, moods,
behaviors, and fantasies; e.g., “feeling mad oryairgide”), Intrusive Experiences (i.e.,
posttraumatic reactions; e.g., “nightmares or badwms”), Defensive Avoidance (i.e., reflects
attempts to avoid or suppress traumatic thoughssimuli; e.g., “trying to forget about a bad
time in your life”), Dissociation (i.e., dissocie# symptomatology; e.g., “feeling like you were
in a dream”), Somatic Preoccupations (i.e., prepatan with bodily symptoms, e.g., “aches or

pains”; subscales: Pain and General), Sexual iatwe (i.e., dysfunctional sexual behavior or
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cognitions, e.g., “having sex with someone you lyakdew”; subscales: Sexual Concerns and
Dysfunctional Sexual Behavior), Suicidality (i.suicidal thoughts and behaviors; e.g., “wishing
you were dead”; subscales: Ideation and Behavimsgcure Attachment (i.e., interpersonal
difficulties or fears related to maladaptive attaemt, which presumably arises from early life
experiences; e.g., “feeling abandoned or rejectaaliscales: Relational Avoidance and
Rejection Sensitivity), Impaired Self-Reference.(iinadequate sense of self or identity; e.qg.,
“being easily influenced by others”; subscales: led Self-Awareness and Other-
Directedness), and Tension Reduction Behavior, [iexternal activities engaged in...as a way
to modulate, interrupt, avoid, or soothe negatnternal states and...may reflect underdeveloped
affect regulation and tolerance skills” (Briere 120 pp. 18-19); e.g., “becoming so upset that
you had to do something dramatic to calm yoursaml).

The TSI-2 demonstrates reliability via internal sstency values ranging from= .74
(Somatic Preoccupations — Pain subscale)$a94 (Depression Scale). Item-total correlations
fell within a range of = .64 tor = .84. In the current study, the Cronbach alpieffecient was
excellento = .99. Briere (2011) reported good constructdralifor the TSI-2, as evidenced by
its discriminative, convergent, and divergent vig§id An exploratory factor analysis yielded a
four factor solution: Self-Disturbance, Posttraum&tress, Externalization, and Somatization.
TSI-2 scores were obtained by summing raw scorsmeach subscale and subsequently
converting these sums to t-scores.

The TSI-2 revision of the scale was created torpa@te advances in the traumatology
literature that demonstrate, in part, a breadghosttraumatic outcomes not exclusively limited
to PTSD criteria (Briere, 2011). To the benefitlod current study, the TSI-2 update included a

domestic violence sample in its standardizatiorc@dares, and as expected, this group produced
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significantly higher scores than did its compam®gyvoup on the Intrusive Experiences,
Suicidality, and Tension Reduction Behavior scaled the Externalizing factor (Briere, 2011).

In addition, the PTSD CheckList — Civilian Versi(fCL-C; Weathers, Litz, Huska, &
Keane, 1994) was used to assess whether respomdegtsliagnostic criteria for PTSD (see
appendix E). This assessment methodology is betlgded, as some referenced research
assessed for symptomatology, while others asséss@d SD criteria. Thus, both methods will
be employed in the current study. Following datihection, correlation coefficients were
analyzed to determine the best composite score Ti&#-2 or PCL-C) to use in assessing distress
for the current sample.

The PCL-C is a 17-item self-report measure desigoesgsess for PTSD as defined by
the DSM-IV (American Psychiatric Association, 1994Kespondents are asked to rate how
much they are bothered by specified problems wittnpast month using a five-point (i.e., 1 =
not at all 5 =extremely Likert-style scale. Given that the TSI-2 and PClwere analyzed to
determine the best composite score, the PCL-C vealified to request that respondents indicate
whether they had been bothered by the specifieblgmmes within the last six months, thus
making the timeframes consistent between measures.

The PCL-C contains three subscales that paralterier B, C, and D for PTSD diagnosis:
Re-experiencing (five items; e.g., “Feeling vergepwhen something reminded you of a
stressful experience from the past”), Avoidancedadtems; e.g., “Loss of interest in things that
you used to enjoy”), and Hyperarousal (five itemg;,, “Feeling irritable or having angry
outbursts”). PCL-C scores were obtained by sumrtiiegesponses to produce a total summed

score.
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The PCL-C demonstrates good internal consistenimesaanging fronu = .85 (Re-
experiencing and Avoidance scalespito .94 (total scale), and item-total correlatioel Within
a range of = .40 tor = .74 for the total scale (Ruggiero, Del Ben, 8cé&tRabalais, 2003). In
the current study, the Cronbach alpha coefficiesw @xcellentq = .96. In a review, Wilkins
and colleagues (2011) reported good constructitxalior the PCL-C, as evidenced by its
convergent and discriminant validity.

d. Childhood maltreatment. A modification of the Childhood Maltreatment Intesw
Schedule Short Form (CMIS-SF; Briere, n.d.) wagsiuseassess childhood maltreatment
experiences (see appendix F). The CMIS-SF wastedi&mm the original CMIS (Briere, 1992)
to assess for a range of child abuse experiencpstp&ted by various caregivers (i.e., biological
parent, step parent, foster parent). The CMIS@fains both Likert-type and dichotomous
yes-no questions. Respondents are asked to indidedther specified actions took place prior
to the respondent turning 17 years of age.

The CMIS-SF does not contain formal scales oicdircutoffs to define abuse
victimization. It does, however, assess for faunehsions of childhood maltreatment:
witnessing domestic violence (e.g., “did you ewe® ene of your parents hit or beat up your
other parent”?), psychological abuse (e.g., “ritiaur humiliate you”), physical abuse [e.g., “did
a parent, step-parent, foster-parent, or othert algharge of you as a child ever do something
to you on purpose (for example, hit or punch oryaut, or push you down) that made you bleed
or gave you bruises or scratches, or that brokedonteeth’?], and sexual abuse (e.g., “did
anyone ever kiss you in a sexual way, or touch youaly in a sexual way, or make you touch
their sexual parts”?). For consistency and conipkitng the scoring approach for the CMIS-SF

was consistent with that used on the CTS2. Caistith scoring strategies used by Becker et
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al. (2010), frequency scores were computed byrfsbdding responses as described in Straus
(n.d.; i.e., 0 and 7 were coded as 0, 1 was cosldd 2 was coded as 2, 3 was coded as 4, 4 was
coded as 8, 5 was coded as 15, and 6 was codéqg,dkus changing the possible item-level
range from 6 to 25 (see appendix J for syntax)eséhrequency scores were then summed
across subscales for a total frequency score.

There are no known psychometric studies publisbethe CMIS-SF (Briere, n.d.).
Rather, the questions are intended to providexabfie manner of assessing child maltreatment
experiences and can be adapted to suit the neddstarests of various researchers (Briere,
n.d.). Thus, questions were both modified and ddde indicated in appendix F. In the current
study, the version of the CMIS-SF used had goaetia consistency, with an excellent
Cronbach alpha coefficient,= .93.

e. Maladaptive cognitions. The Cognitive Distortion Scales (CDS; Briere, @D@ere
used to assess cognitive distortions as a repegsentorm of maladaptive cognitions (see
appendix G). Briere (1997) developed the instruntefill a void in the assessment of
maladaptive cognitive strategies and argued thgnitige distortions are associated with post-
victimization reactions and PTSD. The CDS is atd@, self-report measure, and each item
denotes a dysfunctional thought or affective exgrexe. Respondents are asked to rate how
often the thought or feeling occurred within thatp@onth using a five-point (i.e., 1Inever 5 =
very often Likert-style scale.

The CDS contains five scales consisting of eigihthg each: Self-Criticism (i.e., the
tendency to be self-critical; e.g., “putting youfsown”), Self-Blame (i.e., blaming of the self
for unwanted or unpleasant events; e.g., “blammgself for something that happened to you”),

Helplessness (i.e., the perception of one’s ingtid exert control over important aspects of life;
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e.g., “feeling helpless to improve your situatigrippelessness (i.e., the belief that the future is
grim; e.g., “thinking that things will never be yagood for you”), and Preoccupation With
Danger (i.e., the tendency to perceive the worldaagerous; e.g., “thinking that someone might
hurt you”). CDS scores were obtained by summingseores within each subscale and
subsequently converting these sums to t-scores.

The internal consistency reliability values of tbBS ranged frona = .89 toa = .97. In
the current study, the Cronbach alpha coefficiesd @excellenty = .99. An exploratory factor
analysis yielded a four factor solution, such thatHopelessness and Helplessness scales
merged as a single factor. Overall, the interdati@ns between the five scales ranged from
.68 tor = .92, demonstrating significant relatedness ansmades. Reviews of the CDS (Briere,
2000) indicate good construct validity.

3. Procedures. Participants were drawn from the community via dstigeviolence
shelters, university newsletters, and online fort@ngeting women in the general population,
women with mental illness (e.g., PTSD, depressiandl, women with childhood maltreatment
and/or IPV experiences. The specific recruitmemtues are outlined in appendix H and reflect
a non-proportionate quota sampling method. That legh percentage of participants who
endorsed childhood maltreatment/IPV histories veexgght, as percentages merely
commensurate with base rates in the general pepulabuld have been statistically prohibitive.

All participants, irrespective of venue, were sitéid electronically, using identical
verbiage. Residents at domestic violence sheliers solicited via emails sent to shelter
directors. University staff were solicited via@bination of direct email and postings to online
electronic newsletters. Members of online foruneseasolicited via postings in discussion

forums and on organization announcement pagegicipants were not asked to identify
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specifically the source of solicitation. Thus, wersity faculty, for example, cannot be
statistically compared to domestic violence sheltsrdents to examine potential between-group
differences related to recruitment method.

All potential participants were directed to an gt link to complete an online survey,
where they endorsed informed consent before bdiogyed to continue. Participants were
permitted to end their participation at any tint@llowing completion of the survey, participants
were provided with debriefing information (see apgig ). Participants were invited to enter a
drawing for one of five gift cards to an onlineaidgr.

I11. Results
A. Demographics

Participants were 244 adult (Mean age = 37.62 y&&ys 13.17) females. Within this
sample, ethnic/racial group membership was digketbas follows: Caucasian/White £ 191,
78.3%), Asian/Asian Americam & 21, 8.6%), Hispanic/Latina E 12, 4.9%), Black/African
American ( = 10, 4.1%), and Othen & 10, 4.1%). The most frequently endorsed ethaod|
group in the “other” category was multiracial. Tinajority of the participanti(= 221, 90.6%)
self-identified as heterosexual, though other skeauantations were also represented: bisexual
(n=10, 4.1%), homosexuat € 9, 3.7%), and othen(= 4, 1.6%). Of the latter group, two
individuals self-identified via a write-in optiors &asexual.”

The modal educational level for the sample wasua year degree (26%), with fewer
than 4% of the sample having obtained less thagladthool diploma. Mean household
income for participants fell between $25,000 and,$80, with 14.3% of the sample reporting
less than $10,000 total annual income and 26.28eo0$ample reporting greater than $75,000

total annual income (i.e., the latter reflecting thodal income response). The majority (53.7%)
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of the sample was employed fulltime. The secondtrandorsed employment classification was
“employed part time” (16.4%).

Participants in the U.S. comprised 87.7% of themanwith the majority residing in the
southeast region. The intention of this study teasolicit participation from U.S.
residents/citizens. While the recruitment matsriaghlighted this intent, the informed consent
failed to specify geographical exclusion criterfurther, the geographical demographic question
of the study asked participants what state thegean and listed the 50 states, as well as
“other,” as response options. The “other” respay®en was included to potentially capture
individuals with American citizenship who were iag outside of the 50 states (e.g., Puerto
Rico). | discovered, however, that participantowised the “other” response option used it to
denote residence in other countries, irrespectiwitiaenship. Of participants located outside
the U.S., area of residence was largely conceutiatevo countries: 15 resided in Singapore,
and 7 resided in the U.K.

To determine if data from participants from cousdroutside the U.S. should be
excluded, U.S. participants and non-U.S. partidparere grouped by location and compared
via a series of one-way ANOVAs. There was a n&igaificant effect of location on childhood
maltreatment experiencels([L28, 115) = .918p = .682], adulthood IPV experiencdyT1, 172)
=.946,p = .598], maladaptive cognitions([154, 89) = .664p = .987], PTSD symptomatology
[i.e., TSI-2 sum scord3(129, 114) = .795) = .897], or PTSD incidence [i.e., PCL-C sum score;
F(57, 159) = 1.234p = .156]. Sincehese two groups did not vary significantly on afyhe
variables of interest, responses from participeggaling outside the U.S. were retained, and all

participants were treated as a homogenous pamicgvaup for the purposes of this study.
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Within this sample, relationship status was disiiélol as follows: marriech(= 114,
46.7%), single/never married € 61, 25.0%), divorcech(= 28, 11.5%), member of an
unmarried couplen(= 25, 10.2%), widowed(= 8, 3.3%), separated € 5, 2.0%), and othen(
=3, 1.2%). The mean current relationship lengdls .46 years (range = 0-47 ye&B=
10.13 years). The mean number of children livimghe home was .74 (range = 0SB = 1.07).
Complete demographic statistics are outlined ireagpx K.

B. Descriptive Statistics

1. Traumatic events. When dichotomizing item-level endorsement versus no
endorsement of abuse experiences, approximately(@7238) of the sample indicated they
had experienced at least one instance of abusmization (i.e., childhood maltreatment,
witnessing IPV during childhood, or adulthood IHNXheir lifetime. About 91%n= 221) of
the participants endorsed at least one instanoaetype of childhood maltreatment experience.
Approximately 70%1§ = 171) endorsed an adulthood IPV victimizationexignce. Because
there was significant variance in the prevalenceyé of abuse, these prevalence rates are
reported in Table 1. This is a high endorsemem®ufexperiences, when compared with the
general population. This finding is hypothesizedh¢ due to one of two factors (or some
combination of both): the non-proportionate quampling method mentioned previously
and/or the measuring of incident frequency rathantseverity, as discussed in additional detail

next.
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Table 1
Prevalence of Abuse Type by Yes/No Endorsement

Abuse Type n %
Childhood Victimization
Psychological Abuse 205 84.0
Physical Abuse 171 70.1
Sexual Abuse 130 53.3
Adulthood Victimization
Psychological IPV 163 66.8
Physical IPV 52 21.3
Sexual IPV 65 26.6

Note:“Yes” endorsement denotes endorsing any
item, within a given category of abuse, at anylleve
of frequency. Whereas presented here for
discussion sake, these endorsements, as presented,
are not thought to be sufficient to define a

particular participant’s experience as “abuse.”

Both the CMIS-SF and CTS2 are liberal in theirrgpseof abuse experiences [e.g., “Prior
to age 17, how often did your parent, stepparenttlter caregiver insult you, call you names,
put you down, or tell you that you were unwante(@VIS-SF); “My partner insulted or swore
at me.” (CTS2)]. Thus, singular item endorsemerdse not sufficient to deem participants as
having experienced abuse per se. When askedxdonge, if participants believed they were
physically abused prior to the age of 17 yearsy 84l4% ( = 84) responded affirmatively [i.e.,
in contrast to the 70.1% € 171) who endorsed any childhood physical abiese on the
CMIS-SF]. Similarly, 36.5%r(= 89) reported they were sexually abused pridh¢oage of 17
years [i.e., in contrast to the 53.3%6< 130) who endorsed any childhood sexual abuse dte
the CMIS-SF].

Straus (n.d.) has not provided recommendationsutmff scores through which to label
participant-endorsed experiences as “abuse” ordbhase.” For the purposes of running analytic

models, the continuous scores obtained hereinesieadble. These continuous scores pose a

problem, however, when attempting to clearly detimeenumber of participants in this sample
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who have been “abused.” Any attempts by this authaewly define cutoffs for the purpose of
this study would not be statistically validated amalld resultantly risk being arbitrary.

One approach to teasing apart the implicit specwtiabuse experiences is to collect
data on the frequency at which said experiencesroed. The CTS2, which measures IPV, as
described previously, asks respondents to indit&térequency of occurrence for each item.
These frequencies are then coded to convert ancitrgpectrum of abuse experiences into an
explicit one (i.e., a la Straus et al., 1996), wirehigher scores equal more frequent incidences
of abuse. For the sake of comparability betweerdiS2 and CMIS-SF within this study, the
CMIS-SF was modified to have participants respanchildhood maltreatment questions using
the same frequency scale. The CMIS-SF data wasrédo®ded using CTS2 guidelines, as
described previously and highlighted in appendiA3.a result, participants generated broad
ranges of response patterns regarding abuse expesieas highlighted in Table 2. Predictably,
psychological abuse is the most oft-endorsed abxgserience type in both childhood and

adulthood. These score ranges will be used latéra testing of the proposed model.

Table 2

Endorsement of Abuse Experiences by Type

Abuse Type # of ltems M Min  Max SD n>1SD (%)

Childhood Victimization
Witnessing IPV 6 2.84 0 24 492 37(15.2)
Psychological Abuse 11 12.54 0 53 13.08 44 (18.0)
Physical Abuse 7 5.57 0 35 7.34 45 (18.4)
Sexual Abuse 13 8.09 0 57 13.67 35(14.3)

Adulthood Victimization
Psychological Abuse 8 7.41 0 45 9.29 36 (14.8)
Physical Abuse 12 3.13 0 53 9.06 22(9.0)
Sexual Abuse 7 2.34 0 31 2.34 23(9.4)

Note: Endorsements are indicative of frequency scorlesiledied prior to recoding per Straus
(n.d.) conventions. Responses of “7” recoded td P@ssible item level ranges = 0+6>1SD=
individuals whose scores arel SD.
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2. Maladaptive cognitions. As noted previously, the CDS contains five sulescaself-
criticism, self-blame, helplessness, hopelessmesspreoccupation with danger. This sample
generated-scores with some consistency across the subseal@sean scores ranged from
65.19-69.88, with higher scores earmarking moreadsitive thinking. Participants’ responses
to the CDS are highlighted in Table 3.

Importantly, a-score of 55-64 is considered to be above the nwelaereas &score of
65 or above is in the clinical range. In this slmparticipants collectively generated méan
scores in the clinical range on all five CDS subssaThe reason for this outcome is not
immediately clear. One possibility is that theraynbe a higher than average rate of childhood
abuse experiences in this sample (i.e., when caedparthe general population). Consistent
with Foa et al.’s (1989) associative fear netwaraposition, maladaptive cognitions may be
born, in part, as a product of fear-provoking chddd experiences, such as childhood abuse. If
this sample represents a group who have collegtexgberienced more childhood maltreatment
than the general population (challenges to comjiéyadre discussed in the limitations section),
then it stands to reason that they would also cilely employ more maladaptive cognitions.
Another possibility is a higher than average innmkeof PTSD symptomatology, which includes
cognitive components, among this sample. As dssdisn greater detail below, The National
Center for PTSD (2012) recommends a PCL-C cut-pafiB0-35 for the general population.
This sample generated a mean PCL-C score of 39.B8s, a combined look at both CDS and
PCL-C scores may suggest the present sample isiexp@g a higher level of distress than the

general population.
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Table 3
Range of Scores of Maladaptive Cognitions as Meashy the CDS t-scores

CDS Subscale M Min Max SD

Self-Criticism 67.79 43.00 100.00 16.54
Self-Blame 68.48 44.00 100.00 19.46
Helplessness 69.88 45.00 100.00 19.53
Hopelessness 65.19 44,00 100.00 19.31

Preoccupation with Danger 68.23 41.00 100.00 19.79

3. Posttraumatic stress symptomatology. The TSI-2 was employed to assess PTSD
symptomatology, whereas the PCL-C was used to afisepresence or absence of DSM-IV-TR
criteria-defined PTSD. Given that prior researchhie field has employed both methods, which
arguably convolutes comparability across studiegrted to gauge potential differences
between the measures and constructs for the presemie. Of note, participants in this sample
generated a mean score of 39.98 on the PCL-C, ssingathe National Center for PTSD’s
(2012) recommendation of a PCL-C cut-point of 30k@%he general population, as mentioned
previously. Specifically, 53.3% of the samphe<130) generated a PCL-C score of 35 or
above. In contrast, this sample did not producanmtiscores in the clinical range (i.e.65) on
the TSI-2. The reason for this is not immediatdgar. Correlational analyses revealed the
PCL-C was significantly correlate@ € .001) with each of the four factors of the TSs2e
correlations section for additional details). Dgstove output for the TSI-2 and PCL-C are

provided in Table 4.
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Table 4
Range of Scores of PTSD as Measured by the TS#-P@h-C

Measure M Min Max SD

TSI-2
Self-Disturbange 53.40 35.00 84.00 11.56
Posttraumatic Strgss 56.04 36.00 91.00 12.62

Externalization 56.45 39.00 100.00 14.68
Somatization 51.38 32.00 85.00 13.01
PCL-C 39.98 17.00 85.00 17.52

Note:denotes use dfscores. A PCL-C score of 30-35 is
recommended by the National Center for PTSD (2@%2) cut-
point to represent the presence or absence of Ril&DPscores 30
can indicated the presence of PTSD).
C. Corrélational Analyses

Initial correlational analyses were conducted tarexe the relations between
hypothesized predictor and outcome variables. ngtrelations§ < .001) emerged between all
three IPV victimization types (i.e., psychologigalysical, sexual). As anticipated, all three IPV
victimization types were significantly related tach index of PTSD (i.e., each of the four TSI-2
factors and the PCL-C), supporting my first hypsike Strong relationg( .001) emerged
between all four childhood maltreatment types,(igtnessing parental domestic violence,
psychological abuse, physical abuse, and sexuakdb@Though not preemptively hypothesized,
all four types of childhood maltreatment experienaere significantly related to each index of
PTSD (i.e., each of the four TSI-2 factors andRI@-C). While there was variability in the
strengths of relations between maladaptive cogmtend adulthood and childhood victimization
experiences (see Table 5), all five CDS subscaés significantly related to all four TSI-2
factors, as well as the PCL-C. While | did not bpesize specific relations between childhood
maltreatment and IPV victimization, witnessing daetieeviolence in childhood was significantly

related to adulthood IPV physical and sexual alexperiences, and childhood psychological

abuse was significantly related to adulthood IPycpslogical abuse. There were no other
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significant correlations between childhood and #ehdd maltreatment types. Each of the
relations between predictor and outcome variable®w the expected direction and consistent

with prior research.
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Table 5
Pearson Correlations among Predictor and Outcome Variables

Variable 1 2 3 4 5 6 7 8

10

11 12

13

14 15

16

17

1.IPV Psyc 1.00

Abuse

2.IPV Phys .576**1.00

Abuse

3.IPV Sex .365**.737**1.00

Abuse

4.Child Wit .032 .137* .155* 1.00

DV

5. Child 128* .033 .051 .518**1.00
Psyc Abuse

6. Child 065 .072 .094 .502**.734**1.00
Phys Abuse

7. Child Sex .111 .103 .125 .258** .379**.335**1.00
Abuse

8.CDS Self- .135* .061 .121 .109 .323**.207**.209**1.00

Crit

9.CDS Self- .255**.184** .200**.098 .344**.198**.248** .852**1.00

Blame

10.CDS 217**%.139* .165**.112  .405**.302** .259** .767**.813** 1.00

Help

11.CDS JA63* 121 .156* 118  .379**.304**.241** . 775** . 777** .946**1.00

Hope

12.CDS 237*% 176%* . 185** . 170** .439** .339** .208** .752** .841** .824** .788** 1.00

PWD

13.TSI-2  .188**.152* .176**.156* .368**.284** 184** 792** . 792** 815**.815**.770**1.00

Self-Dist

14.TSI1-2  .250%* .225** 239** . 252** 448** 363** .239** .707**.756** .732**.708** .808**.881** 1.00
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Table 5 (Cont.)
Pearson Correlations among Predictor and Outcome Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

15.TSI-2  .269**.293** .305** .233** .375** .366** .227** .644>** [ 719** 717** . 719** . 723** .841** .828** 1.00

EXT

16.TSI-2  147* .252** .272** .262** .395** .340** .294** .612** .625** .632** .593** .657** .68 7**.760**.710** 1.00

SOM

17.PCL-C  .234**.159* .163* .234**.459**.360**.262**.738**.779**.779** . 741** .817**.832**.901**.792**.751**1.00

Note: IPV Psyc Abuse = IPV psychological abuse; IPV Phys Abuse = IPV physical abuse; IPV Sex Abuse = IPV sexual abuse;
Child Wit DV = childhood witnessing of parental domestic violence; Child Psyc Abuse = childhood psychological abuse; Child
Phys Abuse = childhood physical abuse; Child Sex Abuse = childhood sexual abuse; CDS Self-Crit = maladaptive cognitions: self-
criticism; CDS Self-Blame = maladaptive cognitions: self-blame; CDS Help = maladaptive cognitions: helplessness; CDS Hope =
maladaptive cognitions: hopelessness; CDS PWD = maladaptive cognitions: preoccupation with danger; TSI-2 Self-Dist = PTSD
symptomatology: Self-Disturbance; TSI-2 PTS = PTSD symptomatology: Posttraumatic Stress; TSI-2 EXT = Externalization; TSI-
2 SOM = PTSD symptomatology: Somatization; PCL-C = criterion-based PTSD; *p < .05. **p < 0.01.



Due to the choice to combine the variables intglsifactors (i.e., as described in
additional detail in the regression analyses seytmorrelations between key variables
are presented in Table 6 in their combined formrrélations between the CDS and the
two indices of PTSD are approaching multicollingariPallant (2005) suggests values of
greater than .7 (i.ex,> .7) are problematic (a conundrum discussed duaiitinthe
limitations section), wherein perfect multicollimég exists atr = -1 orr = 1. Thisis
thought to be a product of the strong cognitive ponent of PTSD, which has only
recently be diagnostically remedied with the retealsSDSM-5 (American Psychiatric

Association, 2013). This statistical complicatieiti be addressed further in post-hoc

analyses.

Table 6

Pearson Correlations among Variables after Comignimo Single
Factors

Variable 1 2 3 4 5
1.IPV Victimization 1.00

2.Childhood 139*  1.00

Maltreatment

3.Maladaptive Cognition225** .388** 1.00

4.TSI-2 .298* . 436** .846** 1.00
5.PCL-C 232*%*  443** 836** .893** 1.00

Note: TSI-2 = PTSD symptomatology; PCL-C = criterion-®a$TSD.
*p < .05. *p < 0.01.

Subsequently, | wanted to know whether any sigaificelations emerged
between the key demographic variables and the gicedind outcome variables. Chi-
square analyses revealed a few interesting relatishich Tables 7-10 illuminate. First,
the only significant relation that emerged betwdemographic variables and abuse

experiences was an association between sexuatatr@mnand IPV experienceB(71,
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172)=1.17 p=.037], where endorsement of homosexual or bisextuahtation were
associated with higher endorsements of IPV expeegnHigher household income
levels were associated with higher elevations bfivel CDS subscales: self-criticism
[F(32, 211)=1.79p=.009], self-blameR(32, 211)=1.55p=.038], helplessnes&(32,
211)=1.68p=.021], hopelessH(32, 211)=1.52p=.045], and preoccupation with danger
[F(30, 213)=1.95p=.004]. Additionally, ethnic minority statug(32, 211)=1.65,
p=.021], higher education levelg([32, 211)=2.09p=.001], and homosexual/bisexual
orientation F(32, 211)=1.51p=.048] were associated with higher endorsemenseltf
criticism. Higher education levels were also agged with higher endorsements of
hopelessnes$(32, 211)=1.67p=.018]. Longer relationship lengths were assodiate
with higher TSI-2 score$[129, 114)=1.58p=.007], and homosexual/bisexual

orientation were associated with higher PCL-C ss{#60, 183)=1.64p=.006].

Table 7

Relations among Demographic Variables

Variable 1 2 3 4 5 6
1. Age in Years 1.00

2.Ethnicity/Race 214.89 1.00

3.Relationship Status 515.05** 52.20*%.00

4.Length of Relationship 3558.51** 226.10 476.3500

5.Education Level 426.12 47.74* 75.93** 505.87 1.00
6.Income Level 402.57*  59.61*125.73** 458.54 100.52**1.00
7.Sexual Orientation 108.13 6.53 32.16* 140.69 P5.9 14.36

Note:*p < .05. **p < 0.01; Chi-Square Analyses.
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Table 8

Analyses of Variance for Demographic Variable
Categories Predicting Abuse Experiences on CMIS-SF

and CTS2
Childhood IPV

Maltreatment
Variable F F
1. Age in Years .95 .86
2.Ethnicity/Race .61 1.17
3.Relationship Status 1.23 .75
4.Length of Relationship 1.02 1.20
5.Education Level 1.02 1.23
6.Income Level 1.10 .96
7.Sexual Orientation 1.17 1.41*

Note:*p < .05. *p < 0.01

Table 9

Analyses of Variance for Demographic Variable Catégs Predicting
Maladaptive Cognitions on CDS

CDS Self-CDS Self- CDS CDS CDSs
Criticism Blame Helpless- Hopeless- Preoccu-

ness ness pation w/
Danger

Variable F F F F F
1. Age in Years 1.18 1.40 .89 97 1.20
2.Ethnicity/Race 1.65* 1.29 1.05 1.19 .88
3.Relationship Status 1.17 1.24 .88 1.14 .84
4.Length of Relationship 1.03 1.29 .78 71 .88
5.Education Level 2.09** 1.04 1.20 1.67* 1.48
6.Income Level 1.79** 1.55* 1.65* 1.52* 1.95**
7.Sexual Orientation 1.51* 1.31 1.31 .81 71

Note:*p < .05. *p < 0.01.
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Table 10

Analyses of Variance for Demographic Variable
Categories Predicting Trauma Outcomes on TSI-2 and

PCL-C

TSI-2 PCL-C
Variable F F
1. Age in Years 1.12 .94
2.Ethnicity/Race .93 g7
3.Relationship Status .81 1.03
4.Length of Relationship 1.58** .68
5.Education Level 1.31 1.23
6.Income Level 1.24 1.02
7.Sexual Orientation .79 1.64**

Note:*p < .05. *p < 0.01.

Given the significant relation between sexual daéon and IPV experiences, |
wanted to better understand how these relations mesounted for across IPV abuse
type. As shown in Table 11, sexual orientatiosigmificantly associated with
endorsement of physical and sexual IPV abuse expaas, but not psychological abuse.
Mean scores in Table 12 suggest prominent endorgeshéhese abuse types among
homosexual participants, when compared with oteiridentified sexual orientation
categories. It should be noted, however, thahtimosexual individuals(= 9) in this
sample N = 244) are underrepresented. Interpretationsefibove associations should
be made with caution, as nine individuals canngbfesumed to be representative of
their demographic group in the general populatiBarther, one or more of those nine
individuals may represent outliers (a topic whisliurther discussed in the assumptions
of normality section), in terms of IPV experienc@&hus, the significant associations

found may be residue of rather arbitrary groupiagables among this sample.

Table 11
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ANOVA: IPV scores as a function of Sexual

Orientation

Variable Psychological Physical Sexual
F F F

Sexual 1.31 5.98* 5.92**

Orientation

Note:*p < .05. *p < 0.01.

Table 12
Descriptive Statistics for Sexual Orientation aR¥Itype
Variable N M SD SE Max
Psychological
Heterosexual 221 1571 27.85 1.87 173
Homosexual 9 24.44 29.23 9.74 77
Bisexual 10 30.30 49.23 15,57 159
Other 4 3.75 6.85 3.43 14
Physical
Heterosexual 221 4.70 16.42 1.10 139
Homosexual 9 30.22 43.67 1456 103
Bisexual 10 8.80 20.70 6.55 66
Other 4 0.00 0.00 0.00 0
Sexual
Heterosexual 221 4.49 11.14 0.75 83
Homosexual 9 21.00 28.28 9.43 68
Bisexual 10 2.00 5.98 1.89 19
Other 4 1.00 2.00 1.00 4

Note: Minimum for all categories = 0;p*< .05. **p < 0.01.

D. Primary Regression Analyses

Given that a multicollinearity problem existed beem the CDS subscales of
helplessness and hopelessness (i2.946, see Table 5) and other CDS subscales were
approaching multicollinearity (see Table 6), thbstales were combined to create a sum
score for maladaptive cognitions. All other scgraonventions were retained. Since no
significant differences emerged between the TS2RCL-C, the mean TSI-2 was
utilized for the remaining analyses. This decisi@s made to retain uniformity in

measure usage of the construct of PTSD or dissygaptomology within my research
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lab, thus increasing comparability across sampled,is not indicative of implied merits
or demerits of either measure. No profound diffeesnin relational strength between the
four TSI-2 factors and the other variables of iag¢remerged. Additionally, three of the
four (i.e., Self-Disturbance, Externalization, Soizetion) factors were approaching
multicollinearity. Thus, the four TSI-2 factors rgecombined to create a TSI-2 sum
score. All other scoring conventions were retained

Since the second hypothesis predicts mediatiomgrBand Kenny's (1986)
recommendations for testing mediation vis-a-vigesgion analyses was used. In their
four-step approach, steps one through three usiim@le regression analyses. Step one
tests for patlt. Step two tests for patl) and step three tests for path(Since my
model proposes two mediators, steps two and theze ®ach repeated to test the
individuala andb paths.) Finally, step four employs a multipleresgion analysis to test

the full model, whereiX andM predictY (see Figure 6).

Child
Maltreatment

Posttraumatic
Symptomatology

a

Victimization

Experiences \

Maladaptive
a2

Cognitions

M>

c

Figure 6.lllustration of analytic pathways.
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The initial regression analysis examined the reta(i.e., pattt) between IPV
victimization experiencesX and PTSD symptomatology). The results indicated IPV
victimization explained 9% of the variance in PT§fnptomatology,f(1, 242) =
23.584,p < .001].

The second regression analysis examined theael@te., patta;) between IPV
victimization experiences<§ and childhood maltreatment experiendds)( 1PV
victimization experiences explained 11% of theaace in childhood maltreatment
experiencesH(1, 242) = 4.778p = .030].

The third regression analysis examined the reldtien pathay) between IPV
victimization experiences< and maladaptive cognitions1§). IPV victimization
experiences explained 5% of the variance in makadapognitionsfF(1, 242) = 12.960,
p <.001.

The fourth regression analysis examined the waidiie., pattb;) between
childhood maltreatment experiencé4; ) and PTSD symptomatologY), Childhood
maltreatment experiences explained 19% of the vegiagn PTSD symptomatology; (1,
242) = 56.755p < .001].

The fifth regression analysis examined the retafie., path,) between
maladaptive cognitionsz) and PTSD symptomatology), Maladaptive cognitions
explained 72% of the variance in PTSD symptomatglff§(1, 242) = 609.289 <
.001].

Per Baron and Kenny (1986), the significant firgdin steps one through three
(i.e., my first five regression analyses) warramigpession to step four, the sixth

regression analysis in this case. The sixth amsglgshierarchical multiple regression
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analysis (HMR), examined the full model. Thattsested the ability of childhood
maltreatment experiences (i.Bl;, as measured by sum CMIS abuse scores) and
maladaptive cognitions (i.eM,, as measured by sum CDS t-scores) to explain PTSD
symptomatology outcomes (i.&,, as measured by sum TSI-2 t-scores) above and
beyond adulthood IPV victimization experiences.(Xg as measured by sum CTS2
victimization scores) alone.

No major deviations from normality were detectethi@ Normal Probability Plot,
and the Scatterplot revealed a normal distributibthe data. Examination of
Mahalanobis distances revealed seven cases whiele@ad the recommended critical
value of 13.82 (Pallant, 2005). Casewise Diagoesgvealed only two cases with
standardized residual values outside the expeategkr(i.e., above 3.0 or below -3.0;
Pallant, 2005). Two cases represent less thanf1be dull sample (i.e., 0.8%),
suggesting overall normality of the sample. Finahe maximum value for Cook’s
Distance in this sample is .095, again suggestingnajor problems in the data. Taken in
sum, the data are considered to be within normatdj which required no data
transformations or exclusion of outlying cases.

Table 13 displays the results of the analysisp $tevhich included adulthood
IPV victimization experiences, explained 9% of #agiance in PTSD symptomatology,
[F(1, 242) = 23.584p < .001]. Step two, which included childhood meditment
experiences, explained 16% of the variance in P$@Dptomatology,f(2, 241) =
39.615,p < .001]. Step three, which included maladaptivgnitions, explained 49% of
the variance in PTSD symptomatologi(3, 240) = 227.778 < .001,R? = 73.7%)]. In

sum, results indicate that childhood maltreatmepeedences and maladaptive cognitions
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partially mediate the relation between adulthood Wittimization experiences and
PTSD symptomatology. Therefore, my second hypaiveas supported: Childhood
maltreatment experiences and maladaptive cogniparnslly mediated the relation
between IPV victimization and PTSD symptomatolagiych that the complete model
more robustly explained PTSD symptomatology outcothan IPV victimization alone.
Table 13

Summary of Primary HMR Analysis for IPV, Childhdddltreatment, and Maladaptive
Cognitions Predicting PTSD Symptomatology

Variable B SE B t AR AF Sig.

Step 1 .089 23.584 .000
IPV Victimization 0.280 0.058 0.298 4.856

Step 2 159  50.794 .000
Child Maltreatment 0.141 0.020 0.402 7.127

Step 3 493  454.885.000

Maladaptive Cognitions 0.421 0.020 0.775 21.328

E. Post-hoc Analyses

1. Examination of model by abusetype. A number of post-hoc analyses were
performed to provide better understanding of thevabresults. In the above HMR,
scores for both victimization categories (i.e.,l#dthod and childhood) were summed
across types. To better understand the uniqueilbbotibns of each abuse subtype, | ran a
post-hoc analysis in which the abuse scores wdarsummed. In the following HMR,
three adulthood IPV victimization variables wer¢egad at step one: psychological
abuse, physical abuse, and sexual abuse, andHibdin@od maltreatment variables were
entered at step two: witnessing of parental domestience, psychological abuse,
physical abuse, and sexual abuse. The model &sla was significantq (8, 235) =
90.480,p < .001,R? = 74.7%], as well as each step of the model (gislighted in Table

14). Specific types of abuse experiences, howeygreared to better predict PTSD
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symptomatology. In the adulthood category, physibase appeared to contribute most
to the modelt(= 1.701,p = .090). In the childhood category, both witheggparental
domestic violencet = 2.045p = .042) and physical abude<1.914p = .057)

contributed substantially to the model. Theseifigd suggest physical abuse in
particular, both in childhood and adulthood, isqumly related to PTSD symptomatology
development for this sample. Furthermore, witmegainother individual experience
physical abuse during childhood appeared to sicamtiy predict PTSD

symptomatology. These findings are consistent aiitierion-A in PTSD diagnosis,
wherein one must have “experienced, witnessed agraenfronted with an event or
events that involved actual or threatened deatfienous injury, or a threat to the

physical integrity of self or others” (American Rhiatric Association, 2000, p. 467).

Table 14
Summary of Post-Hoc HMR Analysis with Abuse by Type
Variable B SE B t AR AF Sig.
Step 1 .098 8.668 .000
IPV Psychological -0.025 0.067 -0.015 -0.376
IPV Physical 0.239 0.141 0.094 1.701
IPV Sexual 0.187 0.188 0.048 0.994
Step 2 174 14.119 .000
Child Witnessing DV 0.198 0.097 0.081 2.045
Child Psychological -0.004 0.042 -0.005 -0.102
Child Physical 0.134 0.070 0.094 1.914
Child Sexual -0.004 0.028 -0.006 -0.161
Step 3 483 463.054 .000

Maladaptive Cognitions 0.430 0.020 0.792 21.519

Note: DV = domestic violence.

Pico-Alfonso et al. (2006) found adulthood IPV gegtogical abuse to be the
best predictor of PTSD development, which was nbstantiated in the current sample.

These findings led me to examine how the model dabhnge if both forms (i.e.,
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adulthood and childhood) of psychological abuseewemoved. As expected, the model
[F (6, 237) = 121.554 < .01,R? = 75.5%], as well as each step of the model, neethi
significant (as shown in Table 15). The removgbsychological abuse, however,
appeared to strengthen the model, which is comsigtith DSM criterion A [wherein one
must have “experienced, witnessed, or was confdowtth an event or events that
involved actual or threatened death or seriousynpr a threat to the physical integrity

of self or others” (American Psychiatric Associati@000, p. 467)].

Table 15
Summary of Post-Hoc HMR Analysis with Abuse by, Tiypeuding Psychological
Abuse

Variable B SE B t AR AF Sig.
Step 1 082 10.787 .000
IPV Physical 0.214 0.121 0.084 1.761
IPV Sexual 0.197 0.186 0.051 1.061
Step 2 135 13.723 .000
Child Witnessing DV~ 0.198 0.092 0.081 2.148
Child Physical 0.129 0.056 0.091 2.300
Child Sexual -0.005 0.027 -0.007 -0.196
Step 3 537 519.135 .000

Maladaptive Cognitions 0.429 0.019 0.789 22.785

Note: DV = domestic violence.

2. Examination of model when severity of abuseisconsidered. Given that
severity of abuse experiences has been linkedverisgof PTSD presentations (e.qg.,
American Psychiatric Association, 2000; 2013; Bearst al., 2003; Brewin, Andrews, &
Valentine, 2000; Golding, 1999), | wanted to exaenwhether severity better explained
PTSD symptomatology in this sample. As noted @nithiroduction, researchers’
subjective determinations and sustained injuryta&ceways researchers have measured

abuse severity (Golding, 1999). This study didexqtlicitly include either in its
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analyses. Thus, severity of abuse was not exanmngdor analyses. The most
straightforward approximation of severity of abgsdected from this sample is injury
sustained. In both the CTS2 (i.e., IPV experiehaad CMIS-SF (i.e., childhood
maltreatment experiences), respondents were askechber of face-valid questions
about whether their physical abuse led to brokerebpthe seeking of medical care, etc.
As in previously described coding, Straus’ (n.@wentions for scoring were used to
code injury items on both measures (see appendiXii following analysis will
examine whether the endorsement of these injungators emerges as an important
variable in PTSD symptomatology outcomes.

Endorsement of injury sustained from childhood &bwas significantly related to
endorsement of injury sustained from adulthood #Jse( = .503,p < .001).
Endorsement of injury sustained from childhood &bwas significantly related to PTSD
symptomatologyr(= .356,p < .001). Finally, endorsement of injury sustaifredn
adulthood IPV abuse was significantly related t&PTsymptomatologyr (= .290,p <
.001). In an HMR, the model as a whole remaingdicant [F (3, 200) = 202.405 <

.001,R? = 75.2%; see Table 16].

Table 16

Summary of Post-Hoc HMR Analysis with Injury Sem\as a Proxy for Severity of Abuse

Variable B SE S t AR AF  Sig.

Step 1 .084 18.563.000
IPV Injury 0.405 0.185 0.089 2.188

Step 2 .059 13.893.000
Child Injury 6.159 1.876 0.135 3.283

Step 3 .609 491.481.000

Maladaptive Cognitions 0.436 0.020 0.802 22.169

Note: IPV Injury = endorsement of injury sustained setany to adulthood IPV
victimization experiences; Child Injury = endorsernef injury sustained secondary to
childhood abuse experiences.
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3. Controlling for socioeconomic status and educational attainment.
Psychological research often highlights economa/@reducational disadvantage as risk
factors for undesirable psychological outcomesis Téd me to ponder whether the
model output would substantially change if thesealdes were controlled for. Given
the relatedness of income level and educationaihatient K (56, N = 244) = 100.52p
<.001], I decided to use income level as a praxybbth for the sake of simplicity.
Federal poverty guidelines for 2014 indicate a lebofd of three persons meets the
poverty threshold at an annual income level of $0,(U.S. Department of Health &
Human Services, 2014). Since the majority (56.8%he sample reported currently
being in a relationship and the mean number oflodl reportedly living in the
household was about ond € .74), the poverty level for a household of thpeesons
will be used as a cut point. Thus, participantsanggouped into two income categories:
those reporting less than $20,000 annual houséhoddne and those reporting $20,000
or more in annual household income.

HMR was then used to reanalyze the original madel ¢the sixth regression
analysis, as outlined above). This time, howether bifurcated income variable was
entered in step one, adulthood IPV victimizatiostep two, childhood maltreatment
experiences in step three, and maladaptive cogsitiostep four, with PTSD
symptomatology continuing to stand as the outcoar@ble. The results revealed that,
within this sample, income level significantly cobtited to the overall model (see Table
17), with each subsequent step remaining signififaii4, 239) = 172.616 < .001,R?

= 74.3%].
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Table 17
Summary of Post-Hoc HMR Analysis when Controllorgricome Level

Variable B SE B t ARE  AF Sig.

Step 1 .068 17.658 .000
Income Level -2.328 1.079 -0.081 -2.157

Step 2 .089 25.439 .000
IPV Victimization 0.028 0.009 0.144 3.024

Step 3 129  43.515.000
Childhood Maltreatment 0.012 0.004 0.129 3.249

Step 4 396 297.896.000

Maladaptive Cognitions 0.103 0.006 0.711 17.260

Note:Income Level = annual household income bifurcégthose reporting less than
$20,000 annually and those reporting at or more $20,000 annually.

4. Examining incidence of PTSD. As discussed earlier, some researchers (e.g.,
Guerrero, 2006; Mezey, Bacchus, Bewley, & White€Q®)thave found that the
combination of childhood abuse experiences andlzald 1PV victimization uniquely
predicts PTSD symptom severity but not PTSD incigenSince the methodology of this
study embedded PTSD symptom severity in its desigane is some merit to attempting
to differentiate PTSD symptom severity from PTSDidence in post-hoc analyses.
With the instruments used, the best way of makimgdifferentiation is perhaps to rely
upon the PCL-C, which maps directly onto the DSMTIR diagnostic criteria. The
National Center for PTSD (2012) recommends a PQGiwcpoint of 30-35 for the
general population. To err on the conservative, digrouped respondents by those
producing PCL-C scores of 17-34 and those produstoges of 35-85, with the former
categorized as not meeting threshold for a PTSBndisis and the latter meeting
threshold.

An HMR was then used to reanalyze this study’sioaignodel. This time,
however, this bifurcated PCL-C grouping variableswélized as the outcome variable.

Results were somewhat mixed (see Table 18). Quorivahe findings of Guerrero
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(2006) and Mezey et al. (2005), each step of theahiemained significant. That is,
adulthood IPV victimization, childhood abuse exproes, and maladaptive cognitions
all uniquely and significantly explained varianoeATSD incidence in this sample.
Perhaps supporting their research, however, ifindeng that the modelH (3, 240) =
80.015,p < .001,R? = 49.4%] is weakened when merely predicting incie(i.e. R =

49.4% for this analysis, vers&$ = 73.7% when predicting PTSD symptom severity by

proxy).

Table 18
Summary of HMR Analysis for IPV, Childhood Maltreant, and Maladaptive
Cognitions Predicting PTSD Incidence

Variable B SE S t AP AF Sig.

Step 1 049 12.398 .001
IPV Victimization 0.001 0.000 0.061 1.306

Step 2 110  31.645 .000
Child Maltreatment 0.000 0.000 0.101 2.035

Step 3 341 163.648.000

Maladaptive Cognitions 0.004 0.000 0.645 12.792

Since, however, the addition of maladaptive cogngito this model potentially
convoluted the findings of these previous reseas;lzfinal regression was performed to
examine the model without looking at the contribns of maladaptive cognitions.
Results of this regression indicated the combimatiochildhood maltreatment
experiences and adulthood IPV experiences significaredicted PTSD incidence over
and above adulthood IPV experiences aléh€2] 241) = 22.807p < .001,R? = 15.9%).

It is not suggested, however, that the findings ttsan impressive enough level to
nullify the findings of Guerrero (2006) and Mezdyak (2005). Rather, this finding

highlights potential differences between their se®pnd the current sample, such that
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in this sample, the addition of childhood maltreamtexperiences appears to better
predict both PTSD symptomatology and PTSD inciddreteer than adulthood IPV
victimization alone.
V. Discussion

Informed by the seminal work of Foa and colleagd®89), this study
investigated the relation between adulthood IPVimization and PTSD
symptomatology outcomes. Additionally, it examinvedgether childhood maltreatment
experiences, maladaptive cognitions, and adulthBydvictimization could better
predict PTSD symptomatology outcomes than adultiBddvictimization alone.

| hypothesized that adulthood IPV victimizatiorddTSD symptomatology
would be significantly related, such that thoseaganhg higher incidences and
frequencies of IPV would also yield higher PTSD gyomatology scores. This
hypothesis was supported by a significant positmeelation between the two summed
factors. Additionally, each category of IPV victration was individually significantly
related to PTSD symptomatology: psychological widziation, physical victimization,
and sexual victimization. These findings are cstesit with previous research that
highlights high rates of PTSD development secontatl?V victimization experiences,
when compared with PTSD development following aayinatic event (e.g., Golding,
1999; Kessler, 2000; Warshaw et al., 2009).

Second, | hypothesized that childhood maltreatragperiences and maladaptive
cognitions would mediate the relation between IRMimization and PTSD
symptomatology. It was thought that an accumuteditiect of multiple interpersonal

traumatic events across the lifetime could putvitilials at an exponential risk for PTSD
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symptomatology development. Additionally, it wasuight that the presence of
maladaptive thinking could create a vulnerabilty PTSD symptomatology
development. Using Baron and Kenny’s (1986) gutdathis proposed mediational
pathway was tested using a series of regressidpsa@sa Due to substantial correlational
overlap at the intra-variable level, all key vatesbwere transformed to sum scores and
entered into the analyses. The outcome of theslgses revealed full support for my
second hypothesis, such that a robust model emargeldich each predictor variable
(i.e., adulthood IPV victimization, childhood mai&tment experiences, and maladaptive
cognitions) uniquely and significantly accountedtfte presence of PTSD
symptomatology. In fact, these predictors explainé% of the variance in PTSD
symptomatology. As predicted, childhood maltreattrexperiences and maladaptive
cognitions partially mediated the relation betwadnlthood IPV victimization and

PTSD symptomatology.

After examining findings in the current datased aonsidering findings in past
research, a number of post-hoc analyses were ctadluEirst, | considered whether
combining adulthood IPV victimization and childhowdltreatment experiences scores
across abuse type to create singular represensatores for both adulthood and
childhood victimization might have influenced th&@me of the initial analyses. Thus,
| conducted a subsequent HMR with each abuse tygpefsychological, physical, and
sexual abuse in adulthood intimate relationshigsvaitnessing parental domestic
violence, as well as psychological, physical, aexlial abuse in childhood) represented
as its own variable. Results of this analysis aés@ a model that remained significant,

with the model explaining 75% of the variance inSBPTsymptomatology. It was noted,
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however, that psychological abuse (i.e., in bothithdod and childhood) did not appear
to be an important predictor of PTSD symptomatolfugythis sample. Thus, another
regression was conducted in which both types oflpsipgical abuse were removed.
This model emerged as significant, explaining 76%he variance in PTSD
symptomatology. These findings, despite Pico-Adtmet al.’s (2006) findings that
psychological abuse appeared to be the best ppedctPTSD development, appear
sensible. At the diagnostic level, the DSM reguime individual to be subjected to
“...actual or threatened death or serious injury...” (Aioa Psychiatric Association,
2000, p. 467) to meet criteria for PTSD. Thus, yiacluded examples of psychological
abuse (e.g., “My partner called me fat or uglyrg msufficient to generate perceived
threat that rises to the threshold necessary R¥3D diagnosis.

Some researchers have highlighted severity ofeabygeriences as an important
variable when attempting to project or retrospedyivexamine PTSD development (e.qg.,
American Psychiatric Association, 2000; Bennicalgt2003; Brewin, Andrews, &
Valentine, 2000; Golding, 1999). Fortunately, datae collected from this sample
regarding injury sustained from both childhood addlthood IPV abuse experiences. |
used this data to examine whether injury sustaired abuse better contributed to the
model than abuse itself. Indeed, the model wamaggnificant explaining 75% of the
variance in PTSD symptomatology. From a diagngsispective, which is highlighted
again due to the use of PTSD symptomatology asutmme variable, this finding is
essentially the inverse of the previous analy8#herein verbal insults are insufficient to

meet the criterion A requirement of a PTSD diagsasiury is theoretically a good

72



proximal measure of the criterion A requiremenhatis, violence significant enough to
cause injury likely increases the victim’s perceptof threat of death or serious injury.

Previous risk factor research begged the quesfigrhat role demographic
factors might play in the overall model. Given #tng statistical overlap between
annual household income level and highest levebocational attainment, income level
was used as a proxy for both. Using federal pgwgutdelines, participants were split
into two groups by income level and a new regresaimalysis was ran, which controlled
for income in step one. Results indicated thatevincome was indeed a significant and
unique contributor to the model, each of the ofiredictors remained significant
contributors as well, with this model explaining6®f the variance in PTSD
symptomatology.

Finally, findings of prior researchers have sugggshat the experience of both
childhood abuse and adulthood IPV victimizationengnces do not better predict PTSD
incidence than adulthood IPV victimization alongy(eGuerrero, 2006; Mezey, Bacchus,
Bewley, & White, 2005). Rather, their findings gegt that the combination of both
types of abuse experiences is a good predictof 8CPsymptom severity, but not
incidence (e.g., Guerrero, 2006; Mezey, Bacchusl®g & White, 2005). Given these
findings, | believed it would be prudent to tegstassertion in the current sample. While
| did find that the model using incidence (i.ethex than symptom severity) was weaker
(i.e., explaining only 50% of the variance in PTBDidence), it remained significant.
This finding is consistent with Foa et al.’s (1983ory that individuals, vis-a-vis
conditioning, develop fear networks, as depicteBigures 3 and 4. Exposure to a

singular traumatic event may be sufficient to deged PTSD response. In theory,
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however, childhood maltreatment establishes arfeavork during a critical
developmental stage. If the child then carrieghftiiis associative fear network and then
is later revictimized, it not only activates, butilds upon, the existing fear network.

This has the potential to not only reaffirm thestixig fear network, but add to it (i.e., in
stimulus elements and meaning structures), thudigiging a process of additive
associative learning. As fear networks are “conéid” and expanded, the individual's
response elements might also expand and becomerigiorer severe. An outcome of
this process could be quantified in severity of PEymptoms.

Importantly, maladaptive cognitions consistentlg.( in both primary and post-
hoc analyses) emerged as the variable with the expdanatory power in each model. In
the primary model, maladaptive cognitions explaid@é more of the variance in PTSD
symptomatology than IPV victimization and 33% mofé¢he variance in PTSD
symptomatology than childhood maltreatment. THeskngs are consistent with the
cognitive suppositions of Foa et al.’s (1989) agdoe fear network modeling, which
subsequently informed Ehlers and Clark’s (2000nd@oge model of PTSD. Both of
these teams have postulated that PTSD is the diegctela of cognitive appraisals, thus,
the indirect sequela of traumatic events. Thearses of this sample suggest that,
indeed, cognitions may be the pivot-point throudhiolr PTSD does or does not develop.

In sum, the current sample generated robust supgrarty second hypothesis
(i.e., childhood abuse experiences and maladaptigaitions partially mediating the
relation between adulthood IPV experiences and P3y@ioptomatology). This support
was consistent throughout initial analyses and-postanalyses, whether | used sum

abuse scores or individual abuse type scores tegept abuse experiences, when | used
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variables representative of other definitions aisbseverity, when | controlled for
significant demographic variables, and when | exertdiPTSD incidence rather than
PTSD symptomatology. For this sample, childhooasatexperiences and maladaptive
cognitions better explained PTSD symptomatologyettgyment than adulthood IPV
victimization alone, which is consistent with mypextations, as outlined in the
introduction.

A. Limitations and Future Directions

1. Self-report and retrospective design. A rather obvious limitation of the study
is its retrospective, self-report design. Extaetrature (e.g., Howard, 1980; Podsakoff &
Organ, 1986) cautions researchers on the use targretation of retrospective, self-
report measures, as such methodology is at rispddicipants responding to demand
characteristics, apprehension of evaluation, andaility to accurately recall past
events. When examining incidence of abuse expsggeacross the lifetime to evaluate
outcomes, prospective designs can be insurmountablertakings in terms of funding,
staffing, time commitment, attrition, and base saiéevents of interest. This is not to
suggest prospective designs of this nature areseiple. Rather, other means of
improving the design might be considered firstr &mample, the use of collateral data
(e.g., DHS involvement, police reports) could sgitien the methodological rigor.

2. Incidences of other traumatypes. In this study, the only types of traumatic
events assessed for were childhood maltreatmena@uthood IPV victimization. Other
lifetime experiences of trauma were not accounteddespite other traumatic events’
(e.g., combat, natural disaster, non-partner pexfeet rape, robbery, motor vehicle

accident) potential for contributing to PTSD deyetent (American Psychiatric
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Association, 2000). Finkelhor and colleagues (20fbt example, reviewed the
covariance of traumatic event exposure and fouatidhildren who had experienced one
type of violence were at a substantially highek akexperiencing subsequent violence.
Importantly, these researchers highlight the enttea@f this probability, irrespective of
the identity of the perpetrator (i.e., familialagddness is not necessary) or type (e.g.,
physical, sexual) of violence experienced. Tharkwon polyvictimization underscores
the potential for revictimization negative mentahhh outcomes (e.g., “complex
trauma”) among individuals who have experiencediptes trauma. This potential only
increases as the number of traumatic experiencesases. Thus, future studies of this
type may benefit from assessing the experienceéhalr dypes of traumatic events, as
controlling for these events could strengthen aeice in the current model or elucidate
confounding traumatic events.

3. Comparability of childhood maltreatment. The CMIS-SF (Briere, 1992 &
n.d.) is designed to be a flexible (i.e., modifebhsed on the needs of the user) measure
of child abuse experiences. Accordingly, the authates researchers to use it “in
different ways according to their interests” (Begen.d.). Thus, | modified it to mimic
the formatting, scaling, and coding of the CTS2thos study. While this degree of
measurement plasticity might be alluring, it présestatistical quandaries that outshine
the benefits of flexibility. Briere (n.d.) repod®n his webpage, “...there are no studies
known to the author regarding the overall reliapitir validity of CMIS-SF.” This
problem is only amplified by my further alteratiohan already non-validated measure.

Indeed, the CMIS-SF had excellent reliability imsthtudy ¢ = .93), yet its lack

of established, generalizable, validated psychdosetwlls its broader interpretive utility.
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There are not established cut-points, for exaniptegstimating what proportion of my
sample endorsed experiences that exceed the neematige of experiences for the
general population. The lack of normative ranges,pointst-scores, or other statically
validated numerical frameworks thwarts my abiltyntake qualitative inferences about
the characteristics of my sample. | theorize thatsample represents a group with abuse
experiences that proportionally exceed that ofgeeeral population (i.e., based upon my
non-proportionate quota sampling methods and tijleelnithan-average mean scores
obtained on the CDS and PCL-C), but | have no defenstatistical ground on which to
make this claim.

Future studies would be improved by selecting alnusasures with well-
established, validated psychometrics. Specificalljneasure with robust normative data
is recommended.

4. Assessing lifetime experiences of PV victimization. Of early concern were
the assessment and scoring conventions for the CIR88pondents were instructed to
rate how often specific behaviors occurred witlhia last year using an eight-point (i.e., O
=this has never happengetl=once in the past yeaé =more than 20 times in the past
year, 7 =not in the past year, but happened befduikert-style scale (Straus et al.,

1996). In scoring, users are instructed to recedponses of “7” to “0” (Straus, n.d.),
which was the convention followed for this studyotably, individuals who experienced
a decade of severe IPV victimization that ended®86& previously, for example, could
be relegated to the same category as individuatsneler experienced IPV
victimization. PTSD can be chronic in nature (Aroan Psychiatric Association, 2000),

and the DSM-IV-TR includes a specifier of “chronict individuals who experience
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symptoms for three months or more (American PsyghiAssociation, 2000).
Furthermore, individuals with IPV victimization esqpences, even those that ended over
a year prior to involvement in this study, may balgatively different in relation to key
variables than those individuals who have neveeagpced IPV victimization.
Additionally, of those that responded “7,” no datare collected to determine if they had
experienced one instance of a given abuse scevemdas 20 or more instances of a
given abuse scenario. Since this instrumentisguency measure, responses of “7” are
rendered incomparable to individuals who endorses@ experiences occurring the last
year. Thus, a more accurate lifetime assessmdRMo¥ictimization would be

warranted in future studies. With those datavimldials whose IPV victimization ended
more than a year prior could be compared with iidials who have experienced IPV
victimization in the past year or have never exgraed IPV victimization to determine if
they significantly differ in any meaningful ways.

5. DSM-5 release, maladaptive cognitions, and PTSD. The high correlationr (
=.846,p < .001) found between maladaptive cognitions ah8[F symptomatology (i.e.,
as measured by TSI-2 sum score) is potentiallylprodtic. To avoid multicollinearity
problemsy values of> .7 are not recommended between variables (Pal808). |
believed the strong relation existing between nedmtor and outcome variables
presented a methodological dilemma. | examinegéssibility of using one or more
(i.e., rather than all five) of the CDS subscalesree or more (i.e., rather than all four) of
the TSI-2 factors. The only combination of subssalnd factors, however, which did
not consistently pose a multicollinearity problerasnthe TSI-2 somatization factor when

compared with each of the five CDS subscales (ixalues ranged from .593-.657).
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Unfortunately, I lacked an evidence-based ratiobgleshich to exclude the other three
TSI-2 factors. | briefly speculated that perhadadaptive cognitions were heavily
related to the TSI-2 due to the TSI-2’s broad braigproach to assessing for many non-
criterion dimensions of the posttraumatic stressstract (i.e., it might assess more
cognitive variables than expected). Thus, theimidbetween maladaptive cognitions
and the PCL-C was examined, as the PCL-C is brigfere specific to DSM-IV-TR
criteria, and is not subdivided into factor struets Nevertheless, this relation emerged
as nearly equally strong € .836,p <.001). Given this lingering concern, | closely
examined other indices of multicollinearity problentor my primary model, the
tolerance level was .819, which is greater tharrésemmended (Pallant, 2005)
minimum of .10. The VIF value was 1.220, whicheiss than the recommended (Pallant,
2005) maximum of 10. Thus, | proceeded as planned.

This information is presented here, however, tdifate dialogue about the
potential need for a different means of measuriaipdaptive cognitions as they relate to
PTSD. First, one argument is that the DSM-5 hatatgl PTSD criteria—based on
extant research—to include cognitive-specific cidtéi.e., criterion-D; American
Psychiatric Association, 2013). Among others, ¢ha#teria include memory
impairment, negative beliefs about the self, anfdldame (National Center for PTSD,
2014). Thus, this study, which was conducted gndhe release of the DSM-5, may be
prematurely archaic in its inclusion of maladaptregnitions’ role in predicting PTSD.
The new criteria structure of PTSD suggests makagapognitions are now thought to
be characteristics inherent to PTSD, which mighkertae inclusion of maladaptive

cognitions in my analyses a moot point.
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Conversely, the conceptualization of the study matybe prematurely archaic,
but may merely require different methodology to enaccurately identify which
cognitive styles best predict PTSD outcomes, aslifignostic criteria do not necessarily
aim to elucidate specific mechanisms of etiolo@ne potential argument is that a set of
yet-undefined maladaptive cognitions exist priothte onset of PTSD, thereby creating a
vulnerability pathway by which the development a3 is facilitated. These
“preexisting” maladaptive cognitions might be gtetlvely distinct from those manifest
in criteria-based PTSD. If this is the case, fettgsearch would need to identify and
develop a way to measure these preexisting mal@eéagignitions.

Finally, it is possible that the CDS is not thetbaeasure for maladaptive
cognitions, particularly as it relates to this pautar study. The CDS, for example,
largely measures maladaptive cognitions relatestieconcept (e.g., self-criticism, self-
blame, helplessness), which are heavily representB&M-5 PTSD criteria. Cognitions
related to resiliency, posttraumatic growth, orsiiathat approximate functional
impairment might be interesting alternatives, &ytimay predict, but not overlap with,
PTSD symptomatology. Future queries would neeazhtefully examine this question.

6. Temporal precedence. The determination of temporal precedence is
important to my theoretical suppositions, but istfayond the scope of this study.
Childhood abuse, adulthood IPV victimization, analadaptive cognitions are each
central to this study, yet this study is unablspeak to whether maladaptive cognitions
preceded childhood maltreatment, was secondaryildhood maltreatment, or was
secondary to adulthood IPV victimization. This ngdary was subtly earmarked in the

illustrative depiction of my analytic model (segiie 6). The choice to stack childhood
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maltreatment on top of maladaptive cognitions vmsntionally made to avoid the
appearance of any premature conclusions on tempae¢dence. Additionally, the
absence of determination on temporal precedenckeduhe use of Baron and Kenny’s
(1986) approach to testing mediation. MacArth¢€emura Kraemer, Kiernan, Essex,
& Kupfer, 2008) approach to mediation requiresrtiegiator to always follow that which
it mediates and requires a longitudinal researsigdetwo points which preclude the
current study from using MacArthur’s guidance. Ufatdirections might include study
designs that attempt to determine when, where hamdmaladaptive cognitions emerge
in individuals who experience both childhood andltémbod IPV abuse.

7. Potentially conflicting data. Interestingly, a paper that was in-press at the
time of my study highlighted results that were bathilar to and divergent from my
own. Gobin and colleagues (2013) examined a saaipl25 women who had
experienced IPV victimization for at least threentins and had experienced at least one
instance of physical IPV victimization within sixamths of study enrollment. Gobin et
al. hypothesized that childhood maltreatment (as.measured by the History of
Victimization Scale) would be significantly relatealIPV (i.e., as measured by the CTS-
2) and four PTSD symptom clusters (i.e., as meddoyehe Posttraumatic Diagnostic
Scale), and that IPV would mediate the relatiomieen childhood maltreatment and
PTSD symptoms. While they did find that childhoodltreatment and IPV were both
significantly associated with PTSD symptoms, IP¥ dot mediate the relation between
childhood maltreatment and PTSD symptoms in theme.

In post-hoc analyses of my sample (not previotshprted), wherein the order of

entry were switched to control for childhood maltraent and examine whether IPV
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(and maladaptive cognitions) mediated the reldbeiveen childhood maltreatment and
PTSD symptomatology, | did find a significant medtha effect F (3, 240) = 227.77&
<.001,R? = 73.7%)]. Removal of maladaptive cognitions yézld weaker, but still
significant model ff (3, 241) = 39.615) < .001,R? = 24.7%)], highlighting a partial
mediation effect of IPV victimization on the relati between childhood maltreatment
experiences and PTSD symptomatology.

These outcome differences might be explained iargety of ways. Gobin and
colleagues employed full, purposive sampling meshadereas | used non-proportionate
guota sampling. Resultantly, our samples are u@kely different. Theirs includes
only individuals who have experienced physical Mg&timization within the past six
months. Mine includes both individuals who havd have not experienced some form
of lifetime IPV victimization. Of those in my sathepwvho have experienced IPV, there
was no time specifier set for inclusion. Furtte§,7% of their sample was living in a
domestic violence shelter at the time of theiripgrétion. These differences suggest
prominent differences in the respective acuitiethefsamples, which may serve as
mechanisms by which we achieved different statstbatcomes. Still, Becker and
colleagues (2010) used non-proportionate quota kagnmethods to establish abused
(i.e., IPV victimization within the previous yeahd non-abused comparison groups.
Irrespective of group, they found that IPV did negdithe relation between childhood
maltreatment experiences and PTSD.

Gobin et al.’s findings led them to conclude thaitdhood maltreatment
experiences chronically, significantly, and indegemtly predict PTSD symptom

outcomes, making childhood maltreatment an impotenget of intervention for IPV
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help-seeking women. Consistent with the theorepicamise of my study, however, it is
also plausible associative fear networks born délbbod maltreatment experiences were
consciously dormant until reactivated by subseqadntthood IPV experiences. This
reactivation could lead both childhood maltreatmeeriences and adulthood IPV
victimization to be primary, present mechanismsvbych PTSD symptoms develop.

8. Summation of futuredirections. Rarely, if ever, does it happen that
researchers are able to design “perfect” or “idstldies, yet exploring how such studies
would be designed can nudge researchers to eveowapipon previous iterations of
studies. To that end, | offer here some ways irtkwvthe current study could be
perfected to answer both previously unansweredtqussand questions which arose
from the study.

This study, considered alongside the Becker €2alL0) and Gobin et al. (2013)
studies, poses some important questions: Are atderes are maladaptive cognitive
styles (i.e., those demonstrating less overlap @8BM-5 criteria) better correlates of
PTSD symptomatology outcomes? In the context ifllicbod maltreatment and IPV
victimization experiences, when do maladaptive domrs arise? Are women who
experienced IPV victimization greater than a yegr different from those who
experienced it within the past year? Are help-seglictims of IPV different than those
who do not seek help? Do non-familial/non-paripenpetrated forms of trauma
exposure contribute significantly to PTSD symptasi@jy outcomes?

To that end, an initial future study that examityg®es of maladaptive cognitions
that correlate, but do not demonstrate multicodaty, with PTSD is recommened.

Constructs such as resiliency, self-efficacy, scdeof the self, and posttraumatic growth
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are viable options for exploration. Given the imtpat role of maladaptive cognitions
found in the current study, additional attentioritite role of maladaptive cognitions in
PTSD emergence is warranted. A simple approaefptoring this question is to recruit
a sample of individuals who meet criteria for PT&1lI administer multiple cognitive
measures. Cognitive correlates of PTSD shouldkbenaed closely, and factor analyses
might further elucidate important correlates.

Next, an examination of the emergence of maladaibgnitions is
recommended. One potential approach to examisejthastion is to collaborate with
epiodemiological researchers (e.g., Center for&iseControl, World Health
Organization) to longitudinally track a large sampf children. This would facilitate a
natural emergence of subsets of children who dodanabt experience childhood
maltreatment. Select maladaptive cognitions meas(ie., guided by the outcome of the
above study) can be admistered at multiple timatpdd determine the temporal
emergence of maladaptive cognitions in the sulfsatitwren who experience childhood
maltreatment. In the event that maldaptive cogngido not reliably emerge following
childhood maltreatment, a similar design can bel tieexamine the emergence of
maladaptive cognitions in women pre- and post-IiR¥mization exposure. These
designs would allow the researcher to develop gniresal basis on which to posit
temporal precedence of maladaptive cognition enmegevhich would allow for an
appropriate use of rigorous modeling design and SiEMyses.

Given the dilemma regarding CTS2, wherein those dabexperienced IPV
greater than a year prior were coded the sameoas thho had never experienced IPV,

future studies should strive to rectify this quatydaOne option is to remove the “not in

84



the past year, but happened before” response opiios leaving all possible responses
as absolute frequency responses. Each measureatdchthen be followed with ldow

long ago did this last happeruestion. This would allow all respondents, ipexgive

of length of time since last vicitimization, to pesd to a consistent frequency scale. The
addition of theHow long ago did this last happenestion could then be used to create
grouping variables, allowing the researcher toyamebetween group similarities and
differences, thus settling the question of whether‘7s” are more alike or different from
those individuals who have more recently experidriB&/ victimization.

As previously highlighted, the current study, Baecked colleagues (2010), and
Gobin and colleagues (2013) used disparate sampletgods. The most prominent
difference was Gobin et al.’s inclusion of onlywskeking women who had experienced
IPV victimization within the past six months. SenGobin et al. achieved study results
that varied somewhat from the current study andckeeet al.’s study, a future study
design should examine between-group differencé®ipkseeking versus non-help-
seeking victims of IPV to determine if this subgoauembership reliably explains the
differences in outcomes.

Finally, Finkelhor et al.’s (2011) work on polyvictization should be strongly
considered and incorporated into future iteratioine current study. The
polyvictimizaiton literature suggests that repeqiasure to trauma (i.e., in any form) is
predicitive of more negative behavioral, victimipat and mental health outcomes,
which is consistent with the supposition outlinedhis study that multiple incidences of
interpersonal violence aggravates mental healtbooues. Future attempts to replicate

this study should incorporate measures that alsoyggxperiences of trauma unrelated to
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familial or partner violence to determine if thegber trauma types further explain the
emergence of PTSD symptomatology.
B. Conclusion

The results of this study extend the understandiribe relation between
adulthood IPV victimization and PTSD symptomatolagyelopment, such that
childhood abuse experiences and maladaptive cogaitvere shown to partially mediate
the relation. Specifically, the data suggest IR8timization alone is not the best
predictor of PTSD symptomatology development. HBhigly is timely given the current
climate of high interest in PTSD research, as a®linterest in the development of
empirically-supported interventions for PTSD. Framesearch perspective, the results
of this study lend themselves well to better uniderding how various factors can work
in tandem to create heightened risk for PTSD dearakmt following interpersonal forms
of traumatic events. From an intervention pergpecthis study might highlight the
need to assess patients for multiple trauma expeage as well as maladaptive ways of
thinking, because, in theory, better case concépati@n begets better treatment. The
continued examination of PTSD development followimgrpersonal trauma is a critical
area of research, and increasing this body of kedg#é is essential to improving
posttraumatic outcomes in individuals, therebyrnedly providing a positive impact on

the broader society.
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V1. Appendices
A. Appendix A

INFORMED CONSENT

Title: Posttraumatic Symptoms following Traumatic Events

Researchers Administrator:

Joye L. Henrie, M.A., Graduate Student  Iroshi Windwalker

Patricia Petretic, Ph.D., Faculty Advisor ~ Research and Sponsored Programs
University of Arkansas Research Compliance

: University of Arkansas
College of Arts and Sciences Y

: : 210 Administration Building
Department. of Psychological Science Fayetteville, AR 72701
216 Memorial Hall

' 479-575-2208
Fayetteville, AR 72701 irb@uark.edu

479-575-4256

Description This study will investigate how and when postinatic stress symptoms occur
following exposure to traumatic interpersonal eselvou will be asked questions about current
and past dating relationships, childhood experiendgéh violence, and current functioning in
various domains. This information will be obtain®dhaving you complete a questionnaire
online through SurveyMonkey.

Risks and Benefité\ potential risk with participating in this studyould be experiencing
distress from answering questions about intimatepeaviolence or childhood experiences with
violence. The benefit of participating in this sfuglould be to contribute to the knowledge base
about intimate partner violence. The goal of thislg is to gain knowledge about how
posttraumatic stress symptoms develop followingeeiemces with violence in intimate
relationships. Participants will receive the chatcein 1 of 5 $100 gift cards to Amazon.com.

Voluntary Participation Your participation in this study is completelylwotary and you are not
required or obligated to complete the questionndings study should take about two (2) hours
to complete.

Confidentiality Your signed consent form will be kept separavenfthe completed
guestionnaire. Only a code number will be writt@ntloe questionnaire and it will not be
associated with your name in any way. All inforroatwill be recorded anonymously and will
be held confidential to the extent allowed by lavd &niversity policy.

Right to Discontinue ParticipatiorYou have the right to refuse to participate iis $tudy or to
discontinue your participation at any point withaaty consequences.
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Informed Consent have read the description, including the naamé purposes of this study,
the procedures to be used, the potential risksandfits, as well as the option to discontinue
participation at any time. Clicking on the buttagldw indicates that | freely agree to participate
in this research study.

Please read below and click on the button if you agreeto continue your participation in this
study.

[ Yes, | have read the description, including theppse of the study, the procedures to be used,
the potential risks, the confidentiality, as wedlthe option to discontinue my participation in the
study at any time. | believe | understand whabh®lved in this study. By clicking this button, |
freely agree to participate in this experimentatigt
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B. Appendix B
Demographics

1. Whatis your age?

2. What is your ethnicity? 0 White/Caucasian
0 Black/African American
0 Hispanic/Latina
o0 Asian/Asian American
o Native Hawaiian or other Pacific Islander
0 American Indian or Alaska Native
o0 Other (please specify)
3. What is your marital o Single/Never Married
status? o A member of an unmarried couple
(Dating/Cohabitating/Engaged)
o Married
o Widowed
0 Separated
o Divorced
o Other (please specify: )

4. If in a relationship, how
long have you been in your
current relationship?

5.  How many children under
18 are living in your
home?

6. What is the total number of
people living in your
household?

7. What is the highest grade o Never attended school or only attended kindergarten
or year of school you o Grades 1 through 8 (Elementary)
completed? o Grades 9 through 11 (Some high school)

o0 Grade 12 or GED (High school graduate)

o Some college or technical school (incomplete)

0 Technical degree or certification

0 2 year degree

0 4 year degree

o0 Master’s degree (or equivalent)

o Post Graduate/Professional School (Ph.D., M.D., or

equivalent)
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Are you currently...(mark
all that apply)?

Employed full time

Employed part-time

Out of work for more than 1 year
Out of work for less than 1 year
Homemaker

Student

Retired

Unable to work

O O0OO0OO0OO0OO0O0O0

Less than $10,000

Less than $15,000 ($10,000 to less than $15,000)
Less than $20,000 ($15,000 to less than $20,000)
Less than $25,000 ($20,000 to less than $25,000)
Less than $35,000 ($25,000 to less than $35,000)
Less than $50,000 ($35,000 to less than $50,000)
Less than $75,000 ($50,000 to less than $75,000)
$75,000 or more

Is your annual household
income from all sources—

O O0OO0OO0OO0OO0OO0OO0o

Heterosexual
Homosexual

Bisexual

Other (please specify)

. What is your sexual
orientation?

© O 0O

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
lllinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts

In which state do you live?

O 0000000000000 O0OO0OO0O0O0OO0OO0OO
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O 00000000000 0D0D0D0ODO00D0DO0DO0ODO0OO0ODO0ODO0ODODOOOO

Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah

Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Other
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C. Appendix C

Revised Conflict Tactics Scale (CTS2; Straus etl&96)

No matter how well couples get along, there aresinvhen they disagree, get annoyed with the o#rsop,
want different things from each other, or just hapats or fights because they are in a bad moedirad, or
for some other reason. Couples also have manyreiifevays of settling their differences. This issaof
things that might happen when you have differeneé=sase circle how many times you did each of the
following thingsin the past year, and how many times your partner did them in th&t gear. If you or your
partner did not do one of these things in the paat, but it happened before that, circle ‘7.’

How often did this happen?

0 = this has never happened 4 = 6-10 times ipdse year

1 = once in the past year 5=11-20 times irpts year

2 = twice in the past year 6 = more than 20 timdke past year

3 = 3-5 times in the past year ‘het in the past year, but happened before
1. I showed my partner | cared even though we desa O 1 2 3 4 5 6 7
2. My partner showed care for me even though wagdeed. O 1 2 3 4 5 6 7
3. | explained my side of a disagreement to myraairt 0O 1 2 3 4 5 6 7
4. My partner explained his or her side of a disegrenttome. 0 1 2 3 4 6 7
5. linsulted or swore at my partner. O 2 3 4 5 6 7
6. My partner did this to me. O 1 B8 4 5 6 7
7. | threw something at my partner that could hurt. O 1 2 3 4 5 6 7
8. My partner did this to me. O 1 B8 4 5 6 7
9. | twisted my partner’'s arm or hair. 0O 2 3 4 5 6 7
10. My partner did this to me. 0O 1 83 4 5 6 7
11. I had a sprain, bruise, or small cut becausefight 0O 1 2 3 4 5 6/
with my partner.
12. My partner had a sprain, bruise, or small edaoise O 1 2 3 4 5 6 7
of a fight with me.
13. | showed respect for my partner’s feelings alaoussue. O 1 2 3 4 5 @
14. My partner showed respect for my feelings alaoussue. 0O 1 2 3 4 5 8
15. I made my partner have sex without a condom. O 1 2 3 4 5 6 7
16. My partner did this to me. 0O 1 83 4 5 6 7
17. 1 pushed or shoved my partner. 0 2 3 4 5 6 7
18. My partner did this to me. 0O 1 8 4 5 6 7
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19. I used force (like hitting, holding down, olinga weapon) 0
to make my partner have oral or anal sex.

20. My partner did this to me. 0
21. l used a knife or gun on my partner. 0
22. My partner did this to me. 0
23. | passed out from being hit on the head by aryner 0

in a fight.

24. My partner passed out from being hit on thedhea 0 1
in a fight with me.

25. | called my partner fat or ugly. 0
26. My partner called me fat or ugly. 0
27. 1 punched or hit my partner with something tw@ild hurt. 0
28. My partner did this to me. 0
29. | destroyed something belonging to my partner. 0 1
30. My partner did this to me. 0
31. I went to the doctor because of a fight with paytner. 0
32. My partner went to the doctor because of & figth me. 0
33. | choked my partner. 0
34. My partner did this to me. 0
35. I shouted or yelled at my partner. 0
36. My partner did this to me. 0
37. | slammed my partner against a wall. 0
38. My partner did this to me. 0
39. | said | was sure we could work out a problem. 0 1
40. My partner was sure we could work it out. a
41. | needed to see a doctor because of a fightwt partner, 0
but | didn't.

42. My partner needed to see a doctor becauségiitavith me, 0
but didn’t.

43. | beat up my partner. 0
44. My partner did this to me. 0
45. | grabbed my partner. 0
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46. My partner did this to me.

0

47. | used force (like hitting, holding down, oiinga weapon) to 0

make my partner have sex.
48. My partner did this to me.

49. | stomped out of the room or house or yard afte
a disagreement.
50. My partner did this to me.

51. linsisted on having sex when my partner didwent to
(but did not use physical force).
52. My partner did this to me.

53. | slapped my partner.
54. My partner did this to me.

55. | had a broken bone from a fight with my partne
56. My partner had a broken bone from a fight wanté.

57. | used threats to make my partner have orahal sex.
58. My partner did this to me.

59. | suggested a compromise to a disagreement.
60. My partner suggested a compromise to a disagee

61. | burned or scalded my partner on purpose.
62. My partner did this to me.

63. | insisted on having oral or anal sex with naytper
(but did not use physical force).
64. My partner did this to me.

65. | accused my partner of being a lousy partner.
66. My partner did this to me.

67. 1 did something to spite my partner.
68. My partner did this to me.

69. | threatened to hit or throw something at mstrper.
70. My partner did this to me.

71. | still felt physical pain the next day becaosa
fight we had.

72. My partner still felt pain the next day becaofa
fight we had.
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73. | kicked my partner.
74. My partner did this to me.

75. | used threats to make my partner have sex.
76. My partner did this to me.

77. 1 agreed to try a solution to a disagreemenparyner
suggested.
78. My partner agreed to try a solution | suggested

2 @

B 4
3 4

B 4
3
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D. Appendix D

Trauma Symptom Inventory-2 (TSI-2; Briere, 2011)

In thelast 6 months, how often have you experienced:

0 = Never 1 2 3 = Often

1. Nervousness 0 1 2

2. Sadness 0 1 2

3. Feeling mad or angry inside 0 12 3

4. Nightmares or bad dreams 0 1 23

5. Trying to forget about a bad time in your life 01 2

6. Feeling like you were in a dream 0 12 3

7. Not being honest with someone 0 12 3

8. Aches or pains 1 2

9. Bad thoughts or feelings during sex 0 12 3

10. | Wishing you were dead 0 1 23

11. | Not letting people get to know you very well 01 2

12. | Feeling like you don’'t know who you really are 1 2

13. | Doing something self-destructive during or iaéte argument 0O 1 2

14. | Feeling so irritable after a trauma that yotiigto physical 1 2
fights with strangers

15. | Trouble getting to sleep or staying asleep lEgou were 1 2
feeling tense

16. | Feeling hopeless 1 2

17. | Trouble controlling your temper 0 12 3

18. | Just for a moment, seeing or hearing sometlsgtting that 1 2
happened earlier in your life

19. | Not letting yourself feel bad about the past 01 2

20. | People saying that you don’t pay enough atiarth what's 1 2
going on around you

21. | Regretting something that you said or did 01 2

22. | Nausea or an upset stomach 0 1 33

23. | Having sex with someone you hardly knew 01 2

24. | Attempting suicide 1 2

25. | Feeling abandoned or rejected 0 12 3

26. | Being easily influenced by others 0 12 3

27. | Becoming so upset that you had to do sometiagatic to 1 2
calm yourself down

28. | Because of a trauma in your past, not being tabbat or 1 2
drink anything for days

29. | Feeling afraid of certain things, even thougré probably 1 2
wasn’t any real danger

30. | Being so depressed that you didn’t feel likinga 1 2
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31. | Getting angry about something that wasn't wenyortant 0 1 2 3
32. | Flashbacks (sudden memories or images of upg#tings) | 0 1 2 3
33. | Stopping yourself from thinking about the past 0 1 2 3
34. | Feeling like you were outside of your body 01 2 3
35. | Feeling unhappy about something 0 12 3
36. | Lower back pain 0 1 2 3
37. | Feeling anxious about sex 0 1 23
38. | Fantasies about dying 0 1 2 3
39. | Feeling uncomfortable when someone got toceclos 0 1 2 3
40. | Not knowing yourself very well 0 2 3
41. | Calming yourself down by eating more than yioousd 0 1 2 3
42. | Having flashbacks many times a day, every fiayseveral | O 1 2 3
weeks at a time
43. | Feeling jumpy 0 1 2 3
44. | Feeling so depressed that you avoided people a 2 3
45. | Having angry thoughts 0 1 23
46. | Violent dreams 0 1 2 3
47. | Trying to block out certain memaories 0 12 3
48. | Feeling like there were two or more peopledasf you 0 1 2 3
49. | Being in a bad mood 0 1 2 3
50. | Indigestion 0 1 2 3
51. | Wanting to have sex with someone who you kness bad | O 1 2 3
for you
52. | Intentionally overdosing on pills or drugs 01 2 3
53. | Worrying that someone didn’t like you anymore 01 2 3
54. | Getting talked out of things too easily 01 2 3
55. | Doing something that you shouldn’t have dornmahbse you | 0 1 2 3
were so upset
56. | Being so frightened by a bad memory that yorewe 0 1 2 3
temporarily paralyzed
57. | Worrying about things more than you needed to 0 1 2 3
58. | Feeling worthless 0 1 2 3
59. | Yelling or telling people off 0 1 2 3
60. | Suddenly feeling like you were back in the pastn 0 1 2 3
something bad happened
61. | Trying not to have any feelings about somethivag once 0 1 2 3
hurt you
62. | Feeling like things weren't real 0 12 3
63. | Making a mistake 0 1 2 3
64. | Muscle spasms 0 1 2 3
65. | Problems in your sexual relations with anofiesson 0 1 2 3
66. | Feeling so hopeless that you wanted to die 01 2 3
67. | Keeping people at a distance 0 12 3
68. | Feeling like there is no “real you” inside auyself 0 1 2 3
69. | Throwing or hitting things because you wereajutontrol of| 0 1 2 3
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your feelings

70. | Memories of a trauma that were so upsettingytha fainted | O 1 2 3
or passed out

71. | Watching out for danger 0 1 23

72. | Low self-esteem 0 1 2 3

73. | Getting angry when you didn’t want to 01 2 3

74. | Your heart suddenly going fast when you wenaimeed of a| O 1 2 3
bad thing

75. | Trying not to think about something upsettirapf your past| 0 1 2 3

76. | Not feeling like your real self 0 1 2 3

77. | Worrying about something 0 1 23

78. | Ringing in your ears 0 1 2 3

79. | Not protecting yourself during sex when youbaioly should| O 1 2 3
have

80. | Trying to kill yourself, but then changing yauind 0 1 2 3

81. | Worrying that people didn’t really care aboatly 0 1 2 3

82. | Your opinions changing when you were with ofheople 0 1 2 3

83. | Punishing yourself so you would feel less guilt 0 1 2 3

84. | Having so much trouble concentrating afteaartra that yoy 0 1 2 3
forgot where you lived

85. | Your mind going over and over things that mightwrong 0 1 2 3

86. | Feeling depressed 0 1 2 3

87. | Thoughts or fantasies about hurting someone L 2 3

88. | Sudden disturbing memories when you were np¢eting 0 1 2 3
them

89. | Trying not to think or talk about things in ydifie that were | O 1 2 3
painful

90. | “Spacing out” 0 1 2 3

91. | Saying something negative about someone bélsnal her | 0 1 2 3
back

92. | Chest pain 0 1 2 3

93. | Sexual problems 0 1 2 3

94. | Suicidal thoughts 0 1 2 3

95. | Avoiding relationships with people 0 12 3

96. | Not being sure of what you want in life 01 2 3

97. | Doing something violent because you were setups 0 1 2 3

98. | Since a traumatic event, not having much merabout the | 0 1 2 3
past

99. | Having trouble paying attention to things bessayou were | 0 1 2 3
So tense

100. | Not enjoying things that other people enjoy becauwsewere| 0 1 2 3
so depressed

101.| Starting arguments or picking fights 0 12 3

102.| Suddenly being reminded of something bad 0 12 3

103. | Pushing painful memories out of your mind 01 2 3
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104. | Having trouble remembering the details about somgthad | O 1 2 3
that happened to you
105. | Feeling impatient with someone 0 1 23
106. | Difficulties swallowing 0 1 2 3
107.| Getting into trouble because of sex 0 12 3
108. | Doing something dangerous and hoping you mightdie | O 1 2 3
109. | Feeling like someone didn’'t pay enough attentiopco 0 1 2 3
110.| Needing other people to tell you what to do 01 2 3
111.| Doing something exciting to stop yourself from haybad | 0 1 2 3
feelings
112.| A memory that was so upsetting that you couldn’soheple | O 1 2 3
things, like walk or dress yourself
113.| Feeling afraid you might die or be injured 01 2 3
114.| Feeling bad about yourself 0 1 23
115.| Wanting to hit someone or something 0 12 3
116.| Memories of the past that won't go away 0 12 3
117.| Staying away from certain people or places becthese 0 1 2 3
reminded you of something
118. | Finding yourself someplace and not knowing how goti 0 1 2 3
there
119.| Dizziness 0 1 2 3
120. | Feeling ashamed about your sexual feelings or hehav 0 1 2 3
121.| Thinking about killing yourself 0 2 3
122.| Not needing people 0 1 2 3
123.| Getting confused about what you thought or believed 0 1 2 3
124.| Intentionally hurting yourself (for example, by atzhing, 0 1 2 3
cutting, or burning) as a way to stop upsettingigias or
feelings
125.| After a bad thing happened, feeling irritable asigeangered 0 1 2 3
126. | Hating yourself 0 1 2 3
127.| Wishing you weren't so angry all the time 01 2 3
128.| Getting upset when you were reminded of sometmigpf | O 1 2 3
your past
129.| Not letting yourself have upsetting thoughts 01 2 3
130. | Feeling like you were watching yourself from faraaw 0 1 2 3
131.| Trouble keeping your balance 0 1 23
132.| Being sexual when it probably wasn’t a good idea 01 2 3
133.| Trying to end your life 0 1 2 3
134.| Not asking for something you wanted because younntig | O 1 2 3
rejected or turned down
135. | Not trusting your own thoughts or feelings whengieo 0 1 2 3
disagreed with you
136. | Doing something that you shouldn’t do as a waytop s 0 1 2 3

feeling empty or upset
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E. Appendix E
PTSD CheckList — Civilian Version (PCL-C; Weathetsl., 1994)
Instruction to respondent: Below is a list of pexak and complaints that people sometimes have

in response to stressful life experiences. Pleza@ each one carefully. Select the appropriate
box to indicate how much you have been bothereithétyproblenmin the last 6 months.

Not at all A little |Moderate| Quite a |[Extremely
(2) bit y bit (5)
2) 3) 4)

1. |Repeated, disturbing memories,
thoughts, or images of a stressfu
experience from the past?

2. |Repeated, disturbing dreams of @
stressful experience from the past?

3. |Suddenly acting or feeling as if a
stressful experience were
happening again (as if you were
reliving it)?

4. |Feeling very upset when someth
reminded you of a stressful
experience from the past?

5. |Having physical reactions (e.g.,
heart pounding, trouble breathing,
or sweating) when something
reminded you of a stressful
experience from the past?

6. |Avoid thinking about or talking
about a stressful experience from
the past or avoid having feelings
related to it?

7. |Avoid activities or situations
because they remind you of a
stressful experience from the past?

8. |Trouble remembering important
parts of a stressful experience fr
the past?

9. |Loss of interest in things that yo
used to enjoy?

-

10. |Feeling distant or cut off from
other people?

11. |[Feeling emotionally numb or bei
unable to have loving feelings for
those close to you?

12. |Feeling as if your future will
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somehow be cut short?

13.

)

Trouble falling or staying asleep

14.

Feeling irritable or having angry
outbursts?

15.

Having difficulty concentrating?

16.

Being “super alert” or watchful on
guard?

17.

Feeling jumpy or easily startled?
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F. Appendix F

Childhood Maltreatment Interview Schedule Shortnkr¢€MIS-SF; Briere, n.d.) - Modified

The following survey asks about things that mayehlaappened to yduefore you were 17
yearsold. Please answer all of the questions that youashpnestly as possible.

1. | Prior to age 17, how often did you witness (selbear)
your father/step-father/other father-figure...
a. | ..push, shove, grab, dap, or throw somethingat your | o 0 times
mother/step-mother/other mother-figure? o 1-5times
o 6-10times
o 9-15times
o 16-20 times
0 More than 20 times
b. | ...choke, beat up, burn, kick, or usea knifeor gun on o Otimes
your mother/step-mother/other mother-figure? o 1-5times
o 6-10times
o 9-15times
o 16-20 times
0 More than 20 times
c. | ..threaten your mother/step-mother/other mother-figureo 0 times
with physical harm or death? o 1-5times
o 6-10times
o 9-15times
o 16-20 times
0 More than 20 times
2. | Prior to age 17, how often did you witness (sekear)
your mother/step-mother/other mother-figure...
a. | ..push, shove, grab, dap, or throw somethingat your | o 0 times
father/step-father/other father-figure? o 1-5times
o 6-10times
o 9-15times
o 16-20times
0 More than 20 times
b. | ...choke, beat up, burn, kick, or use a knifeor gun on o Otimes
your father/step-father/other father-figure? o 1-5times
o 6-10times
o 9-15times
o 16-20times
0 More than 20 times
c. | ..threaten your father/step-father/other father-figuveh | o 0 times
physical harm or death? o 1-5times
o 6-10times
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9-15 times
16-20 times
More than 20 times

If any of the above things happened, were your

parents/step-parents/other parent-figures doingethi@ngs

to each other at the same time?

O 0|0 OO

Yes
No

Did any of these things result in someone neediadical
care?

Yes
No

Did any of these things result in the policengetalled?

Yes
No

Did any of these things result in child welfépHS,
DCES) getting involved?

O OO0 O|O0 O

Yes
No

Prior to age 17, how often did your parent, stepp&ror
other caregiver...

...insult you, call you names, put you down, dryteu
that you were unwanted?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...try to make you feel guilty, feel ashamed,exmlflike
you were a bad person?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...give you humiliating punishments or try to hliate
you in front of others?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...destroy things that you cared about?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...give you the “silent treatment” for more thahtburs?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...threaten to withhold your basic needs (for eghan
food, clothing, shelter)?

O 000000000000 O0OD|0OD0OO0OO0ODO0ODO0O|0OD0OOO0ODO0O(0OOODOODO

0 times
1-5 times
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6-10 times

9-15 times

16-20 times

More than 20 times

...threaten to disown or abandon you?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...put you in a role-reversal (for example: camgdu for
emotional support, wanted you to solve their profgg?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...threaten you with bodily harm (but did not eatty
physically harm you)?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...threaten your life (but did not actually phyally harm
you)?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...threaten to harm him- or herself or actuallyrhdim-
or herself?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

Did you ever witness any of these things hapyeto
your sibling, step-sibling, or another child in you
caregiver’s care?

O 00000000000 O0ODO0D|I0OD0ODO0ODO0ODO0ODO0O|0DO0OOODO0OO|0OOODOOO|OO OO

Yes
No

Prior to age 17, how often did your parent, steppiror
other caregiver...

...Sspank you so hard that you had bruises, waaltsther
marks?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...push, shove, grab, scratch, slap, bite, stakérow

OO0 OO OO0 O

0 times
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something at you?

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...burn, scald, choke, or suffocate you or tie yp@

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...hit or punch you with their hand or kick you?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...hit you with an object?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...use a knife or gun to threaten and/or hurt you?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...give you punishments (ones that aoe already listed)
that caused physical pain (for example: kneelingams,
exposure to extreme elements, holding out heawctdj
for long periods of time)?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

10.

Did any of these things make you bleed, give yausas
or scratches, or break your bones or teeth?

Yes
No

11.

Did any of these things result in you needing maldiare?

Yes
No

12.

Did any of these things result in the police bezatied?

Yes
No

13.

Did any of these things result in child welfare (BH
DCFES) getting involved?

Yes
No

14.

Did you ever witness any of these things happetang
your sibling, step-sibling, or another child in you
caregiver’s care?

O OO 00O 0000000000000 O0DO0ODO0O|I0OD0ODO0DODO0ODO0OD0DO0OODO0ODOO0OOODOOO|OOO OO

Yes
No
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15.

How often did someone (5 or more years older tlan y
were)...

...ask you to kiss them in a sexual way?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...Kiss you in a sexual way, touch your body seaual
way, or make you touch their sexual parts?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...ask to touch your body in a sexual way or ask tp
touch their sexual parts?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...touch your body in a sexual way or make youciou
their sexual parts?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...ask you to perform oral sex?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...have oral sex with you?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...ask you to have anal sex?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...have anal sex with you?

O 000000000000 0D|I0OD0ODO0DO0ODO0DO0OD0DO0OO0ODO0DO0OO0O|0DO0OO0ODO0ODOO0OOODOOO|OOOOOO

0 times
1-5 times
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6-10 times

9-15 times

16-20 times

More than 20 times

...ask you to have vaginal intercourse?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...have vaginal intercourse with you?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...ask to insert a finger or object in your anusagina?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...Insert a finger or object in your anus or vajin

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

...intentionally expose you to sexually expliciat@rial or
force you to watch sexual acts?

0 times

1-5 times

6-10 times

9-15 times

16-20 times

More than 20 times

16.

Did any of these things result in you needing maldiare?

Yes
No

17.

Did any of these things result in the police betatied?

Yes
No

18.

Did any of these things result in child welfare (®H
DCES) getting involved?

Yes
No

19.

Did you ever witness any of these things happetung
your sibling, step-sibling, or another child in you
caregiver’s care?

O 0O0O00O0(0O0/0O0OO0DO0OO0ODO0DI0OD0ODO0DO0DO0ODO0OD|I0OD0ODO0ODODO0ODO0O0DO0OOOODO0OO|0OOODOOO|OO OO

Yes
No

20.

To the best of your knowledge, before age 17, wete
ever...

...sexually abused?

Yes
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o No

...physically abused? o Yes
o No
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G. Appendix G
Cognitive Distortion Scales (CDS; Briere, 2000)

Almost everyone has negative thoughts about themselr their lives at one time or another.
This questionnaire asks about how often you haweesaf these thoughts. Read each item, then
mark how often you have had this thought or feelmthe last month. Indicate your answer by
choosing the number that best represents your mespo

Mark how often you have had this thought or feelmthe last month.

Never Once Sometimes Often Very

or Often

Twice

1 2 3 4 5
1. Putting yourself down 1 2 3 56
2. Blaming yourself for something that happenegdo 1 2 3 4 5
3. Feeling helpless to improve your situation ? 3 4 5
4. Feeling hopeless 1 2 3 4 5
5. Expecting people to treat you badly 1 3 4 5
6. Hating yourself 1 2 3 4 5
7. Telling yourself that you got what you deservdtn 1 2 3 4 5

something had happened
8. Feeling like you don’t have much control overavhappens 1 2 3 4 5

to you

9. Thinking that things will never be very good fau 1 2 3 4 5
10. The world seeming dangerous 1 2 8 5
11. Criticizing yourself 1 2 3 45
12. Being mad at yourself for getting hurt by someo 1 2 5

3 4
13. Feeling like there isn’t much that you can aldix things 1 2 3 4 5
in your life

14. Not having any hope about the future 1 2 4 5
15. Expecting bad news 1 2 3 8
16. Calling yourself names 1 2 3 &
17. Thinking that you deserved a bad thing thappapdtoyou 1 2 3 4 5
18. Not having control over your life 1 23 4 5
19. Thinking that your life will never improve 12 3 4 5
20. Thinking that someone might hurt you 1 3 4 5
21. Not liking yourself 1 2 3 45
22. Blaming yourself for your troubles 1 23 4 5
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23. Thinking that there is no use trying to chatigegs

24. Thinking that things will never get much better

25. Expecting the worse from people

26. Feeling unattractive

27. Feeling ashamed about something that happeneuiit
28. Feeling like bad things happen to you no mdutev hard
you try to keep them from happening

29. Not feeling like you will have much of a future

30. Thinking the worst when someone said they loatkeshing
to tell you

31. Putting yourself down around other people
32. Feeling guilty about something that was dongoto

33. Feeling like you have no control over what reapspin
your life

34. Thinking your life will never get better

35. Thinking that people were trying to take adegetof you
36. Calling yourself stupid or ugly

37. Blaming yourself for something, even thougprabably
wasn’t your fault

38. Not feeling like you have many choices in life

39. Feeling hopeless about the future

40. Expecting to be unfairly criticized or put down
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H. Appendix H

Recruitment Sites and Forums

General

Direct email solicitation of University of Arkanséamale faculty & staff
o Email list (N = 200) provided by U of A IT Departmiewith specific privacy
instructions
Arkansas Newswire (electronic news source of thvéisity of Arkansas)
National Alliance on Mental Illiness (NAMI) researstlicitation post
o http://www.nami.org/Template.cfm?Section=About_Resb&Template=/Conte
ntManagement/ContentDisplay.cfm&ContentiD=48851 e
Psychological Research on the Net (PRO) resealiditation post
0 http://psych.hanover.edu/Research/exponnet.html

Arkansas Domestic Violence Shelters

Sanctuary — Harrison, AR

Serenity, Inc. — Mountain Home, AR

Courage House — Arkadelphia, AR

Women and Children First — Little Rock, AR

Living Water — Magnolia, AR

Safe Passage — Melbourne, AR

The Haven of Northeast Arkansas — Blytheville, AR
Options, Inc. — Monticello, AR

Lonoke County Safe Haven — Cabot, AR

The Safe Place — Morrilton, AR

Women's Crisis Center of S Arkansas — Camden, AR
Stone County Abuse Prevention, Inc. — Mountain Via®w
Samaritan Outreach — Dardanelle, AR

White River Battered Women's Shelter — Newport, AR
Turning Point Violence Intervention Program — ElrBado, AR
CASA (Committee Against Spouse Abuse) — Pine BAIR,
Anna's Place (Forrest City) — Helena, AR

River Valley Shelter for Battered Women and ChitdreRussellville, AR
Crisis Intervention Center — Ft. Smith, AR

White County Domestic Violence Prevention — Seafdy,
Keeping the Faith — Sheridan, AR

Margie's Haven House — Heber Springs, AR
Restoration of Hope — Stuttgart, AR
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e Angels of Grace — Helena, AR

e Domestic Violence Prevention and Sexual AssaultiSes — Texarkana, AR
e The Potter's Clay Women & Children in Crisis Shekdlot Springs AR

e Families in Transition — West Memphis, AR

e Women's Crisis Center of Northeast Arkansas — JmmesAR

e Peace at Home — Fayetteville, AR (emailed dire4t®f13; director replied & agreed to
distribute 4/9/13)

e Northwest Arkansas Women's Shelter — Rogers, AR

e Family Violence Prevention and Rape Crisis CentBatesville, AR
e Saline County Safe Haven, Inc. — Benton, AR

e Women's Shelter of Central Arkansas — Conway, AR

Child Abuse Survivor Forums

e Delphi general discussion forum (i.e., posted tddCAbuse Survivor section)
0 http://forums.delphiforums.com/n/main.asp?webtagtdte &nav=start&prettyurl
=%2Fhectate&gid=160629880
e Adult Survivors of Child Abuse (ASCA) discussiomrdms - “an international self-help
support group program designed specifically forlaslurvivors of neglect, physical,
sexual, and/or emotional abuse”
0 http://lwww.ascasupport.org/phpBB2/index.php

PTSD Forums

e MyPTSD.org discussion forums
0 https://www.ptsdforum.org/c/
e Health Research forums (i.e., posted as PTSD m&dsear
o http://ehealthforum.com/health/research_and_studras

Parenting Forums |

e Mothering.com discussion forums (i.e., posted #oftllowing sections: personal growth,
talk amongst ourselves, parenting, gentle disagplirealth & healing/mental health)
0 http://www.mothering.com/community/f/
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|. Appendix |

DEBRIEFING FORM

Title: Posttraumatic Symptoms following Traumatic Events

Researchers Administrator:
Joye L. Henrie, M.A., Graduate Student Iroshi Windwalker

Patricia Petretic, Ph.D., Faculty Advisor Researcﬂ and SFonsored Programs
University of Arkansas Research Compliance

: University of Arkansas
College of Arts and Sciences Y

: : 210 Administration Building
Department. olf Psl?/chologlcal Science Fayetteville, AR 72701
216 Memorial Ha 479-575-2208

Fayetteville, AR 72701 irb@uark.edu
479-575-4256

Thanks for participating in this study investigatiposttraumatic symptoms following traumatic
events.

This research study investigates how childhood eepees, current thoughts and beliefs, and
approaches to relationships influence the developwigposttraumatic stress symptoms
following intimate partner violence experiences.

The results of this research will help us to battederstand the impact that preexisting factors
have on the likelihood of developing posttraumatress symptoms following intimate partner
violence. In rare cases, participants may expeei@dverse effects following completion of this
study. Some of these effects may include symptdndgression or anxiety. We urge you to
contact any of the resources listed below if yopegience any of these changes. You may also
contact Dr. Petretic at (479) 575-4258 if you haag questions.

1. National Domestic Violence Hotline 1-800-799-723®D 1-800-787-3224)
2. National Sexual Assault Hotline 1-800-656-4673

3. Suicide Prevention Lifeline 1-800-273-8255 (TDD 108799-4889)
American Psychological Association http://locatpaarg/PsychologistLocator

This information is provided solely for your convemce. The University of Arkansas provides
no endorsement or guarantee of the services prdwgé¢hese facilities.

**\When you are completely finished with the sunaayd have received information on how to

enter the drawing, we recommend that you close goawser and clear the browsing history to
protect your privacy.**
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PLEASE DO NOT DISCUSS YOUR PARTICIPATION WITH OTHEREOPLE WHO
MIGHT PARTICIPATE IN THIS STUDY!
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J. Appendix J
Scoring Syntax for All Measuring Instruments
reeeekkComment: Create sex variable where femake 2 to prepare for CDS t-score syntax

COMPUTE sex = 2.
EXECUTE .

ek Comment: Conflict Tactics Scale (CTS) recde to ground at ZERO.

Recode ctsl to cts78 (1=0) (2=1) (3=2) (4=3) (5#46) (7=6) (8=7).
execute.

reekxkkxkComment: CTS recode per Straus conventionthis is where CTS 7 gets converted to
0.

Recode ctsl to cts78 (0=0) (1=1) (2=2) (3=4) (438]15) (6=25) (7=0).
execute.

reeekxComment: Calculate CTS perpetrator subsczs.

compute ctsphyp = sum.12(cts7, cts9, ctsl7, cts827, cts33, cts37, cts43, cts45, ctsh3, cts6l,
cts73).

compute ctspsyp = sum.8(cts5, cts25, cts29, ctd8589, cts65, cts67, cts69).

compute ctssexp = sum.7(ctsl5, cts19, cts47, cts§87, cts63, cts75).

compute ctsinjp = sum.6(cts11, cts23, cts31, ctséb), cts71).

compute ctsnegp = sum.6(ctsl, cts3, cts13, cts889 ccts77).

execute.

Variable label ctsphyp 'CTS2 Physical Abuse Perp'.
Variable label ctspsyp 'CTS2 Psychological AbusgPe
Variable label ctssexp 'CTS2 Sexual Abuse Perp'.
Variable label ctsinjp 'CTS2 Injury Perp'.

Variable label ctsnegp 'CTS2 Negotiation Perp'.

reekkeekkComment: Calculate CTS victim subscales.

compute ctspsyv = sum.8(cts6, cts26, cts30, ctd860, cts66, cts68, cts70).

compute ctsphyv = sum.12(cts8, cts10, cts18, ctd828, cts34, cts38, cts44, cts46, ctsh4,
Cts62, cts74).

compute ctssexv = sum.7(cts16, cts20, cts48, cts528, cts64, cts76).

compute ctsinjv = sum.6(cts12, cts24, cts32, cts&h6, cts72).

compute ctsnegv = sum.6(cts2, cts4, ctsl4, ct4460ccts78).

execute.
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Variable label ctspsyv 'CTS2 Psychological Abuse'.Vi
Variable label ctsphyv 'CTS2 Physical Abuse Vic'.
Variable label ctssexv 'CTS2 Sexual Abuse Vic'.
Variable label ctsinjv 'CTS2 Injury Vic'.

Variable label ctsnegv 'CTS2 Negotiation Vic'.

FekComment: Compute CTS sum score.

COMPUTE CTS_SUM = ctspsyv + ctsphyv + ctssexv .
VARIABLE LABELS CTS_SUM 'Sum of recoded CTS withlfeange’ .
EXECUTE.

rekkekkxkComment: Recode CMIS; combination of categyical & dichotomous items; recode to
ground at ZERO.

Recode cmisl to cmis6 (1=0) (2=1) (3=2) (4=3) (5664)5).
execute.

Recode cmis7 to cmis10 (2=0).

execute.

Recode cmisll to cmis21 (1=0) (2=1) (3=2) (4=34(56=5).
execute.

Recode cmis22 (2=0).

execute.

Recode cmis23 to cmis29 (1=0) (2=1) (3=2) (4=34(56=5).
execute.

Recode cmis30 to cmis34 (2=0).

execute.

Recode cmis35 to cmis47 (1=0) (2=1) (3=2) (4=34(56=5).
execute.

Recode cmis48 to cmis53 (2=0).

execute.

ek Comment: Recode CMIS to match CTS rangesep Straus conventions.

Recode cmisl to cmis6 (0=0) (1=2) (2=4) (3=8) (4«B525).
execute.

Recode cmisll to cmis21 (0=0) (1=2) (2=4) (3=8)1&)«5=25).
execute.

Recode cmis23 to cmis29 (0=0) (1=2) (2=4) (3=8)18)+5=25).
execute.

Recode cmis35 to cmis47 (0=0) (1=2) (2=4) (3=8)1&)«5=25).
execute.
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reekxekkxkComment: Scored CMIS to match CTS scorings closely as possible.

Comment Calculate CMIS victim subscales.

compute cmiswitdv = sum.6(cmisl, cmis2, cmis3, dnisnis5, cmise).

compute cmispsyc = sum.11(cmisll, cmisl2, cmigh® 4, cmisls, cmisl6, cmisl?7, cmisl8,
cmis19, cmis20, cmis21).

compute cmisphys = sum.7(cmis23, cmis24, cmis2is2Bncmis27, cmis28, cmis29).
compute cmissex = sum.13(cmis35, cmis36, cmis3’K3Bncmis39, cmis40, cmis4l, cmis42,
cmis43, cmis44, cmis45, cmis46, cmis47).

compute cmisinj = sum.4(cmis8, cmis30, cmis31, di)is

compute cmispolice = sum.3(cmis9, cmis32, cmis49).

compute cmisdhs = sum.3(cmis10, cmis33, cmis50).

compute cmissib = sum.3(cmis22, cmis34, cmis51).

execute.

Variable label cmiswitdv 'CMIS sum Witnessing Dotne¥iolence'.
Variable label cmispsyc 'CMIS sum Psychological #dsu

Variable label cmisphys 'CMIS sum Physical Abuse'.

Variable label cmissex 'CMIS sum Sexual Abuse'.

Variable label cmisinj 'CMIS sum Injury or Medidahre Sought'.
Variable label cmispolice 'CMIS sum Police Involvemt.

Variable label cmisdhs 'CMIS sum DHS Child Welfareolvement'.
Variable label cmissib 'CMIS sum Witness Abuse ibliBg'.

FeEkComment: Compute CMIS sum score.

COMPUTE CMIS_SUM = cmiswitdv + cmispsyc + cmisphRysmissex .
VARIABLE LABELS CMIS_SUM 'Sum of recoded CMIS withull range’ .
EXECUTE.

FeekeekkComment: Compute Cognitive Distortion Sca (CDS).

Comment scrit subscale (self-criticism).

compute scrit = sum(cdsl, cds6, cdsll, cdsl6, ¢cds®26, cds31, cds36).
Comment sblame subscale (self-blame).

compute sblame = sum(cds2, cds7, cds12, cds1l72,cad@27, cds32, cds37).
Comment help subscale (helplessness).

compute help = sum(cds3, cds8, cds13, cds18, cdd238, cds33, cds38).
Comment hope subscale (hopelessness).

compute hope = sum(cds4, cds9, cdsl14, cdsl9, cdd@29, cds34, cds39).
Comment pwd subscale (preoccupation with danger).

compute pwd = sum(cdsb, cds10, cds15, cds20, cdd&30, cds35, cds40).
exe.

rERxFRRF*Comment: convert scrit subscale rawscorde subscale tscores.
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if(scrit=8 and sex=2) tscrit=43.
if(scrit=9 and sex=2) tscrit=45.
if(scrit=10 and sex=2) tscrit=47.
if(scrit=11 and sex=2) tscrit=49.
if(scrit=12 and sex=2) tscrit=50.
if(scrit=13 and sex=2) tscrit=52.
if(scrit=14 and sex=2) tscrit=54.
if(scrit=15 and sex=2) tscrit=56.
if(scrit=16 and sex=2) tscrit=58.
if(scrit=17 and sex=2) tscrit=60.
if(scrit=18 and sex=2) tscrit=61.
if(scrit=19 and sex=2) tscrit=63.
if(scrit=20 and sex=2) tscrit=65.
if(scrit=21 and sex=2) tscrit=67.
if(scrit=22 and sex=2) tscrit=69.
if(scrit=23 and sex=2) tscrit=71.
if(scrit=24 and sex=2) tscrit=72.
if(scrit=25 and sex=2) tscrit=74.
if(scrit=26 and sex=2) tscrit=76.
if(scrit=27 and sex=2) tscrit=78.
if(scrit=28 and sex=2) tscrit=80.
if(scrit=29 and sex=2) tscrit=82.
if(scrit=30 and sex=2) tscrit=83.
if(scrit=31 and sex=2) tscrit=85.
if(scrit=32 and sex=2) tscrit=87.
if(scrit=33 and sex=2) tscrit=89.
if(scrit=34 and sex=2) tscrit=91.
if(scrit=35 and sex=2) tscrit=93.
if(scrit=36 and sex=2) tscrit=94.
if(scrit=37 and sex=2) tscrit=96.
if(scrit=38 and sex=2) tscrit=98.
if(scrit=39 and sex=2) tscrit=100.
if(scrit=40 and sex=2) tscrit=100.
exe.

*eeeekkkComment: convert sblame subscale rawscorés subscale tscores.

if(sblame=8 and sex=2) tsblame=44.

if(sblame=9 and sex=2) tsblame=47.

if(sblame=10 and sex=2) tsblame=49.
if(sblame=11 and sex=2) tsblame=51.
if(sblame=12 and sex=2) tsblame=54.
if(sblame=13 and sex=2) tsblame=56.
if(sblame=14 and sex=2) tsblame=58.
if(sblame=15 and sex=2) tsblame=60.
if(sblame=16 and sex=2) tsblame=63.
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if(sblame=17 and sex=2) tsblame=65.
if(sblame=18 and sex=2) tsblame=67.
if(sblame=19 and sex=2) tsblame=70.
if(sblame=20 and sex=2) tsblame=72.
if(sblame=21 and sex=2) tsblame=74.
if(sblame=22 and sex=2) tsblame=77.
if(sblame=23 and sex=2) tsblame=79.
if(sblame=24 and sex=2) tsblame=81.
if(sblame=25 and sex=2) tsblame=84.
if(sblame=26 and sex=2) tsblame=86.
if(sblame=27 and sex=2) tsblame=88.
if(sblame=28 and sex=2) tsblame=91.
if(sblame=29 and sex=2) tsblame=93.
if(sblame=30 and sex=2) tsblame=95.
if(sblame=31 and sex=2) tsblame=98.
if(sblame=32 and sex=2) tsblame=100.
if(sblame=33 and sex=2) tsblame=100.
if(sblame=34 and sex=2) tsblame=100.
if(sblame=35 and sex=2) tsblame=100.
if(sblame=36 and sex=2) tsblame=100.
if(sblame=37 and sex=2) tsblame=100.
if(sblame=38 and sex=2) tsblame=100.
if(sblame=39 and sex=2) tsblame=100.
if(sblame=40 and sex=2) tsblame=100.
exe.

*eekekkkkComment: convert help subscale rawscoree subscale tscores.

if(help=8 and sex=2) thelp=45.

if(help=9 and sex=2) thelp=47.

if(help=10 and sex=2) thelp=49.
if(help=11 and sex=2) thelp=51.
if(help=12 and sex=2) thelp=53.
if(help=13 and sex=2) thelp=56.
if(help=14 and sex=2) thelp=58.
if(help=15 and sex=2) thelp=60.
if(help=16 and sex=2) thelp=62.
if(help=17 and sex=2) thelp=64.
if(help=18 and sex=2) thelp=66.
if(help=19 and sex=2) thelp=68.
if(help=20 and sex=2) thelp=70.
if(help=21 and sex=2) thelp=73.
if(help=22 and sex=2) thelp=75.
if(help=23 and sex=2) thelp=77.
if(help=24 and sex=2) thelp=79.
if(help=25 and sex=2) thelp=81.
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if(help=26 and sex=2) thelp=83.
if(help=27 and sex=2) thelp=85.
if(help=28 and sex=2) thelp=87.
if(help=29 and sex=2) thelp=90.
if(help=30 and sex=2) thelp=92.
if(help=31 and sex=2) thelp=94.
if(help=32 and sex=2) thelp=96.
if(help=33 and sex=2) thelp=98.
if(help=34 and sex=2) thelp=100.
if(help=35 and sex=2) thelp=100.
if(help=36 and sex=2) thelp=100.
if(help=37 and sex=2) thelp=100.
if(help=38 and sex=2) thelp=100.
if(help=39 and sex=2) thelp=100.
if(help=40 and sex=2) thelp=100.
exe.

FskxComment: convert hope subscale rawscores subscale tscores.

if(hope=8 and sex=2) thope=44.

if(hope=9 and sex=2) thope=45.

if(hope=10 and sex=2) thope=47.
if(hope=11 and sex=2) thope=49.
if(hope=12 and sex=2) thope=51.
if(hope=13 and sex=2) thope=53.
if(hope=14 and sex=2) thope=55.
if(hope=15 and sex=2) thope=56.
if(hope=16 and sex=2) thope=58.
if(hope=17 and sex=2) thope=60.
if(hope=18 and sex=2) thope=62.
if(hope=19 and sex=2) thope=64.
if(hope=20 and sex=2) thope=66.
if(hope=21 and sex=2) thope=67.
if(hope=22 and sex=2) thope=69.
if(hope=23 and sex=2) thope=71.
if(hope=24 and sex=2) thope=73.
if(hope=25 and sex=2) thope=75.
if(hope=26 and sex=2) thope=77.
if(hope=27 and sex=2) thope=79.
if(hope=28 and sex=2) thope=80.
if(hope=29 and sex=2) thope=82.
if(hope=30 and sex=2) thope=84.
if(hope=31 and sex=2) thope=86.
if(hope=32 and sex=2) thope=88.
if(hope=33 and sex=2) thope=90.
if(hope=34 and sex=2) thope=91.
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if(hope=35 and sex=2) thope=93.
if(hope=36 and sex=2) thope=95.
if(hope=37 and sex=2) thope=97.
if(hope=38 and sex=2) thope=99.
if(hope=39 and sex=2) thope=100.
if(hope=40 and sex=2) thope=100.
exe.

*eekekkrkComment: convert pwd subscale rawscores subscale tscores.

if(pwd=8 and sex=2) tpwd=41.
if(pwd=9 and sex=2) tpwd=44.
if(pwd=10 and sex=2) tpwd=46.
if(pwd=11 and sex=2) tpwd=48.
if(pwd=12 and sex=2) tpwd=51.
if(pwd=13 and sex=2) tpwd=53.
if(pwd=14 and sex=2) tpwd=55.
if(pwd=15 and sex=2) tpwd=58.
if(pwd=16 and sex=2) tpwd=60.
if(pwd=17 and sex=2) tpwd=63.
if(pwd=18 and sex=2) tpwd=65.
if(pwd=19 and sex=2) tpwd=67.
if(pwd=20 and sex=2) tpwd=70.
if(pwd=21 and sex=2) tpwd=72.
if(pwd=22 and sex=2) tpwd=74.
if(pwd=23 and sex=2) tpwd=77.
if(pwd=24 and sex=2) tpwd=79.
if(pwd=25 and sex=2) tpwd=81.
if(pwd=26 and sex=2) tpwd=84.
if(pwd=27 and sex=2) tpwd=86.
if(pwd=28 and sex=2) tpwd=88.
if(pwd=29 and sex=2) tpwd=91.
if(pwd=30 and sex=2) tpwd=93.
if(pwd=31 and sex=2) tpwd=95.
if(pwd=32 and sex=2) tpwd=98.
if(pwd=33 and sex=2) tpwd=100.
if(pwd=34 and sex=2) tpwd=100.
if(pwd=35 and sex=2) tpwd=100.
if(pwd=36 and sex=2) tpwd=100.
if(pwd=37 and sex=2) tpwd=100.
if(pwd=38 and sex=2) tpwd=100.
if(pwd=39 and sex=2) tpwd=100.
if(pwd=40 and sex=2) tpwd=100.
exe.

Variable label scrit 'CDS self-criticism sum'.

136



Variable label sblame 'CDS self-blame sum'.
Variable label help 'CDS helplessness sum'.

Variable label hope 'CDS hopelessness sum'.
Variable label pwd 'CDS preoccupation with dangen's

Variable label tscrit 'CDS self-criticism t-score'.

Variable label tsblame 'CDS self-blame t-score'.
Variable label thelp 'CDS helplessness t-score'.

Variable label thope 'CDS hopelessness t-score'.
Variable label tpwd 'CDS preoccupation with danggcore'.

FeeasxComment: Compute CDS sum score.

COMPUTE CDS_Sum = tscrit + tsblame + thelp + thepgpwd .
VARIABLE LABELS CDS_Sum 'Sum of t-scores for CDS'.
EXECUTE .

FeekeekkComment: PTSD Checklist (PCL); Calculate EBL total score.

compute pcltot = sum.8(pcll, pcl2, pcl3, pcl4, pgsdl6, pcl7, pcl8, pcl9, pcll0, pclll, pcll2,
pcll3, pcll4, pcll5, pcll6, pcll?).
execute.

Variable label pcltot 'PCL sum score - scoring rodtper authors'.
FeekkeekkComment: PTSD Checklist (PCL) recode to eemine incidence with 35 cut point.

RECODE
pcltot
(0 thru 34=0) (35 thru 85=1) INTO PCL_YN.
VARIABLE LABELS PCL_YN "PCL grouped by those meggi85 cutpoint and those who
don't".
EXECUTE.

wkekkessComment: Recoding of TSI-2.

RECODE

tsil tsi2 tsi3 tsi4 tsi5 tsi6 tsi7 tsi8 tsi9 Bitkill tsil2 tsil3 tsil4 tsil5 tsil6 tsil7 tsisfd 9
tsi20 tsi21 tsi22

tsi23 tsi24 tsi25 tsi26 tsi27 tsi28 tsi29 tsi8B1 tsi32 tsi33 tsi34 tsi35 tsi36 tsi37 tsi38 $si3
tsi40 tsi41 tsi42

tsi43 tsi44 tsi45 tsi46 tsi47 tsi48 tsi49 tsiShi tsi52 tsi53 tsib4 tsisb tsis6 tsis7 tsib8 $sib
tsi60 tsi6l tsi62

tsi63 tsi64 tsi6h tsi66 tsi67 tsi68 tsi69 tsiglr il tsi72 tsi73 tsi74 tsi75 tsi76 tsi77 tsi78 $si7
tsi80 tsi81 tsi82
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tsi83 tsi84 tsi85 tsi86 tsi87 tsi88 tsi89 tsi8®1 tsi92 tsi93 tsi94 tsi95 tsi96 tsi97 tsi98 Bsi9
tsi100 tsil101 tsil02

tsi103 tsi104 tsi105 tsi106 tsil07 tsil08 tsit€i®10 tsilll tsill2 tsil13 tsill4 tsill5 tsill6
tsil17 tsil18 tsill9

tsi120 tsil21 tsil22 tsi1l23 tsil24 tsil25 tsitsd®27 tsi1l28 tsi1l29 tsil30 tsil31 tsil32 tsil33
tsi134 tsil35 tsil36

(1=0) (2=1) (3=2) (4=3) .
EXECUTE.

RECODE
Demo_Age
(18 thru 54=1) (55 thru 90=2) INTO agegrp .
VARIABLE LABELS agegrp 'age grouping where 1 equb8s54 years and 2 equals 55-90
years'.
EXECUTE .

kxR Comment: Trauma Symptom Inventory-2 (TSI-2 Compute TSI-2 factors.
*eRkekkxkComment: computing SELF factor (self-distubance).

compute tsiISELF = sum(tsi2, tsi30, tsi58, tsi8ha,14, tsil6, tsid4, tsi72, tsil00, tsil26, tsill,
tsi39, tsi67, tsi9b, tsil22, tsi25, tsi53, tsi&i109, tsil34, tsil2, tsi40, tsi68, tsi96, tsilBR26,
tsi54, tsi82, tsill0, tsil35).

FeekkeekkComment: computing TRAUMA factor (posttraunatic stress).

compute tsiTRAUMA = sum(tsil, tsi29, tsi57, tsi®&i113, tsilb, tsi43, tsi71, tsi99, tsil25, tsi4,
tsi32, tsi60, tsi88, tsill6, tsil8, tsi46, tsikl102, tsil28, tsi5, tsi33, tsi6l, tsi89, tsilkil9,
tsi47, tsi75, tsil03, tsil29, tsi6, tsi34, tsiéd90, tsill8, tsi20, tsi48, tsi76, tsil04, tsil30).
FeekkeekkComment: computing EXT factor (externalizéion).

compute tsSiIEXT = sum(tsi3, tsi31, tsi59, tsi8711K, tsil7, tsi45, tsi73, tsil01, tsil27, tsi9,
tsi37, tsi6b, tsi93, tsil20, tsi23, tsi51, tsi107, tsil32, tsil0, tsi38, tsi66, tsi94, tsilii24,
tsi52, tsi80, tsil08, tsil33, tsil3, tsi4l, tsiBd97, tsil24, tsi27, tsi55, tsi83, tsilll, tsil36)

FekkxkkkkComment: computing SOMA factor (somatizatn).

compute tsiSOMA = sum(tsi8, tsi36, tsi64, tsi92stsi50, tsi78, tsil06, tsil3l, tsill9).
EXECUTE .

Variable label tsiSELF 'TSI-2 sum self-disturbafaetor'.
Variable label tsiTRAUMA 'TSI-2 sum posttraumatteess factor'.
Variable label tsiEXT 'TSI-2 sum externalizatiomtiar'.

Variable label tsiSOMA 'TSI-2 sum somatization €att
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reekeekkComment: computing Trauma Symptom Inventgrfactor tscores by age with 1 equals
18-54 years and 2 equals 55-90 years.

DO IF (agegrp=1).
RECODE

tSISELF

(0 thru 1=35) (2 thru 3=36) (4 thru 5=37) K6u 7=38) (8 thru 9=39) (10 thru 12=40) (13
thru 14=41) (15 thru

16=42) (17 thru 18=43) (19 thru 20=44) (21tBR=45) (23 thru 24=46) (25 thru 26=47)
(27 thru 28=48) (29 thru

30=49) (31 thru 32=50) (33 thru 34=51) (3@WtB6=52) (37 thru 38=53) (39 thru 40=54)
(41 thru 42=55) (43 thru

44=56) (45 thru 47=57) (48 thru 49=58) (5W@tBi=59) (52 thru 53=60) (54 thru 55=61)
(56 thru 57=62) (58 thru

59=63) (60 thru 61=64) (62 thru 63=65) (64utB6=66) (66 thru 67=67) (68 thru 69=68)
(70 thru 71=69) (72 thru

73=70) (74 thru 75=71) (76 thru 77=72) (7&tfAB=73) (80 thru 82=74) (83 thru 84=75)
(85 thru 86=76) (87 thru

88=77) (89 thru 90=78) INTO tSELF1.
END IF .
VARIABLE LABELS tSELF1 't-score of TSI-2 self-distiance factor for ages 18-54 years'.
EXECUTE .

DO IF (agegrp = 2) .

RECODE

tSISELF

(0 thru 1=37) (2 thru 3=38) (4=39) (5 thru 634(7=41) (8 thru 9=42) (10=43) (11 thru
12=44) (13=45) (14 thru 15=46) (16 thru 17=418=48) (19 thru 20=49) (21=50) (22 thru
23=51) (24=52) (25 thru 26=53) (27=54) (281tA9=55) (30=56) (31 thru 32=57) (33 thru
34=58) (35=59) (36 thru 37=60) (38=61) (3AUtH0=62) (41=63) (42 thru 43=64) (44=65)
(45 thru 46=66) (47=67) (48 thru 49=68) (50 tBar69) (52=70) (53 thru 54=71) (55=72)
(56 thru 57=73) (58=74) (59 thru 60=75) (61=716p thru 63=77) (64=78) (65 thru 66=79)
(67 thru 68=80) (69=81) (70 thru 71=82) (72=83B thru 74=84) (75=85) (76 thru 77=86)
(78=87) (79 thru 80=88) (81 thru 82=89) (83=98) thru 85=91) (86=92) (87 thru 88=93)
(89=94) (90=95)

INTO tSELF2.

END IF .

VARIABLE LABELS tSELF2 't-score of TSI-2 self-distbance factor for ages 55-90 years'.
EXECUTE.

DO IF (agegrp =1).
RECODE

tsiTRAUMA

(0 thru 1=36) (2 thru 4=37) (5 thru 6=38) kru9=39) (10 thru 11=40) (12 thru 13=41) (14
thru 16=42) (17 thru 18=43) (19 thru 21=44) (B& 23=45) (24 thru 25=46) (26 thru 28=47)
(29 thru 30=48) (31 thru 33=49) (33 thru 35=53p thru 37=51) (38 thru 40=52) (41 thru
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42=53) (43 thru 45=54) (46 thru 47=55) (48 tB0x56) (51 thru 52=57) (53 thru 54=58) (55
thru 57=59) (58 thru 59=60) (60 thru 62=61) {6R) 64=62) (65 thru 66=63) (67 thru 69=64)
(70 thru 71=65) (72 thru 74=66) (75 thru 76=Q7Y thru 78=68) (79 thru 81=69) (82 thru
83=70) (84 thru 86=71) (87 thru 88=72) (89 tAO*+73) (91 thru 93=74) (94 thru 95=75) (96
thru 98=76) (99 thru 100=77) (101 thru 103=78p4 thru 105=79) (106 thru 107=80) (108
thru 110=81) (111 thru 112=82) (113 thru 115=8B8)6 thru 117=84) (118 thru 119=85)
(120=86)

INTO tTRAUMAL .

END IF.

VARIABLE LABELS tTRAUMAL 't-score of TSI-2 posttraunatic stress factor for ages 18-54
years'.

EXECUTE.

DO IF (agegrp = 2) .
RECODE

tsSiTRAUMA

(0=35) (1 thru 2=36) (3 thru 4=37) (5 thru &3(7 thru 8=39) (9=40) (10 thru 11=41) (12
thru 13=42) (14 thru 15=43) (16 thru 17=44) (4B¥ (19 thru 20=46) (21 thru 22=47) (23
thru 24=48) (25 thru 26=49) (27=50) (28 thru 39¥ (30 thru 31=52) (32 thru 33=53) (34
thru 35=54) (36=55) (37 thru 38=56) (39 thru 80¥ (41 thru 42=58) (43 thru 44=59)
(45=60) (46 thru 47=61) (48 thru 49=62) (50 tBar63) (52 thru 53=64) (54=65) (55 thru
56=66) (57 thru 58=67) (59 thru 60=68) (61 tBA*69) (63=70) (64 thru 65=71) (66 thru
67=72) (68 thru 69=73) (70 thru 71=74) (72=13B thru 74=76) (75 thru 76=77) (77 thru
78=78) (79 thru 80=79) (81=80) (82 thru 83=&8% thru 85=82) (86 thru 87=83) (88 thru
89=84) (90=85) (91 thru 92=86) (93 thru 94=89}% thru 96=88) (97 thru 98=89) (99=90)
(100 thru 101=91) (102 thru 103=92) (104 thruA9%) (106 thru 107=94) (108=95) (109
thru 110=96) (111 thru 112=97) (113 thru 114=98)5 thru 116=99) (117 thru 120=100)
INTO tTRAUMAZ2 .
END IF.
VARIABLE LABELS tTRAUMAZ 't-score of TSI-2 posttraunatic stress factor for ages 55-90
years'.
EXECUTE.

DO IF (agegrp=1).

RECODE

tSIEXT

(0=39) (1 thru 2=40) (3 thru 4=41) (5 thru @4(7 thru 8=43) (9 thru 10=44) (11 thru
12=45) (13=46) (14 thru 15=47) (16 thru 17=488 thru 19=49) (20 thru 21=50) (22 thru
23=51) (24 thru 25=52) (26=53) (27 thru 28=%29 thru 30=55) (31 thru 32=56) (33 thru
34=57) (35 thru 36=58) (37 thru 38=59) (39=@Y thru 41=61) (42 thru 43=62) (44 thru
45=63) (46 thru 47=64) (48 thru 49=65) (50=6} thru 52=67) (53 thru 54=68) (55 thru
56=69) (57 thru 58=70) (59 thru 60=71) (61 tBRAx72) (63=73) (64 thru 65=74) (66 thru
67=75) (68 thru 69=76) (70 thru 71=77) (72 tAiBx78) (74 thru 75=79) (76=80) (77 thru
78=81) (79 thru 80=82) (81 thru 82=83) (83 tBAx84) (85 thru 86=85) (87=86) (88 thru
89=87) (90 thru 91=88) (92 thru 93=89) (94 tBEx90) (96 thru 97=91) (98 thru 99=92)
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(100=93) (101 thru 102=94) (103 thru 104=95) 51ru 106=96) (107 thru 108=97) (109
thru 110=98) (111 thru 112=99) (113 thru 120=100)

INTO tEXTL1.

END IF.

VARIABLE LABELS tEXT1 't-score of TSI-2 externaligan factor for ages 18-54 years'.
EXECUTE.

DO IF (agegrp = 2) .

RECODE

tSIEXT

(0=39) (1=40) (2=42) (3=43) (4=44) (5=41=46) (7=47) (8=48) (9=49) (10=50)

(11=51) (12=52) (13=53) (14=54) (15=56) (16FF17=58) (18=59) (19=60) (20=61)
(21=62) (22=63) (23=64) (24=65) (25=66) (26FG27=68) (28=69) (29=71) (30=72)
(31=73) (32=74) (33=75) (34=76) (35=77) (36F(87=79) (38=80) (39=81) (40=82)
(41=83) (42=84) (43=86) (44=87) (45=88) (46¥r887=90) (48=91) (49=92) (50=93)
(51=94) (52=95) (53=96) (54=97) (55=98) (5Auth20=100)

INTO tEXT2.

END IF.

VARIABLE LABELS tEXT2 't-score of TSI-2 externaligan factor for ages 55-90 years'.
EXECUTE.

DO IF (agegrp=1).

RECODE

tsiISOMA

(0=32) (1=34) (2=36) (3=38) (4=40) (5=4BH=43) (7=45) (8=47) (9=49) (10=51)
(11=52) (12=54) (13=56) (14=58) (15=60) (16Fq17=63) (18=65) (19=67) (20=69)
(21=71) (22=72) (23=74) (24=76) (25=78) (26¥r8Q7=82) (28=83) (29=85) (30=87)
INTO tSOMAL .

END IF.
VARIABLE LABELS tSOMAL1 't-score of TSI-2 somatizatn factor for ages 18-54 years'.
EXECUTE.

DO IF (agegrp = 2) .

RECODE

tsiSOMA

(0=32) (1=34) (2=36) (3=37) (4=39) (5=41B=42) (7=44) (8=46) (9=47) (10=49)
(11=51) (12=52) (13=54) (14=56) (15=57) (16F327=61) (18=62) (19=64) (20=66)
(21=67) (22=69) (23=71) (24=72) (25=74) (26¥x(87=77) (28=79) (29=81) (30=83)
INTO tSOMAZ2 .
END IF.
VARIABLE LABELS tSOMAZ2 't-score of TSI-2 somatizat factor for ages 55-90 years'.
EXECUTE.

*eekkeekkComment: combining 2 age groups into 1 fofinal TSI-2 t-scores

RECODE
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tSELF1 tSELF2 tTRAUMAL tTRAUMAZ2 tEXT1 tEXT2 tSOMAtSOMA2 (MISSING=0) .
EXECUTE .

COMPUTE tSELFtsi = tSELF1 + tSELF2 .
EXECUTE .

COMPUTE tTRAUMAtsi = tTRAUMAL + tTRAUMAZ .
EXECUTE .

COMPUTE tEXTtsi = tEXT1 + tEXT2 .
EXECUTE .

COMPUTE tSOMAtsi = tSOMA1 + tSOMAZ2 .
EXECUTE .

Variable label tSELFtsi 'TSI-2 final self-disturlmnt-score with age groups combined'.
Variable label tTRAUMALtsI 'TSI-2 final posttraumatstress t-score with age groups combined'.
Variable label tEXTtsi 'TSI-2 final externalizatid¢#score with age groups combined'.

Variable label tSOMAtsi 'TSI-2 final somatizatiois¢ore with age groups combined'.

reRkekkxkComment: summing TSI t-scores to have arfal TSI collective score for dependent
HMR variable

COMPUTE TSltscoreSUM = tSELFtsi+{TRAUMALtSI+HEXTtdISOMALsI .
EXECUTE .

*eekkkekComment: Post-hoc analyses of sample compiien by abuse endorsement; original
raw dataset used to circumvent Straus scoring Cuiores.

ek Comment: Conflict Tactics Scale (CTS) RAWSscore recoding (NOT using Straus
conventions).

Recode ctsl to cts78 (1=0) (2=1) (3=2) (4=3) (5646) (7=6) (8=7).
execute.

Recode ctsl to cts78 (0=0) (1=1) (2=2) (3=3) (46&4h) (6=6) (7=0).
execute.

*eekeekkComment: Calculate CTS victim subscales wilh RAW scores (NOT using Straus
conventions).

compute ctspsyvVRAW = sum.8(cts6, cts26, cts306¢ts350, cts66, cts68, cts70).

compute ctsphyvRAW = sum.12(cts8, cts10, cts122:tsts28, cts34, cts38, cts44, cts46, ctsbH4,
Cts62, cts74).

compute ctssexvRAW = sum.7(cts16, cts20, cts4B82¢tss58, cts64, cts76).
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compute ctsinjvRAW = sum.6(cts12, cts24, cts3A42tsts56, cts72).
compute ctsnegvRAW = sum.6(cts2, cts4, ctsl4, ¢td460, cts78).
execute.

Variable label ctspsyvRAW 'CTS2 RAW Psychologicéliuse Vic'.
Variable label ctsphyvRAW 'CTS2 RAW Physical Ablse'.
Variable label ctssexvRAW 'CTS2 RAW Sexual Abuse'Vi
Variable label ctsinjyRAW 'CTS2 RAW Injury Vic'.

Variable label ctsnegvRAW 'CTS2 RAW Negotiation Vic

FaakComment: CMIS-SF RAW score recoding (NOT sing Straus conventions).

Recode CMIS.

Recode cmisl to cmis6 (1=0) (2=1) (3=2) (4=3) (5664)5).
execute.

Recode cmis7 to cmis10 (2=0).

execute.

Recode cmisll to cmis21 (1=0) (2=1) (3=2) (4=34(56=5).
execute.

Recode cmis22 (2=0).

execute.

Recode cmis23 to cmis29 (1=0) (2=1) (3=2) (4=34(56=5).
execute.

Recode cmis30 to cmis34 (2=0).

execute.

Recode cmis35 to cmis47 (1=0) (2=1) (3=2) (4=34(56=5).
execute.

Recode cmis48 to cmis53 (2=0).

execute.

rekkxkkxkComment: Calculate CMIS victim subscales wh RAW scores (NOT using Straus
conventions).

compute cmiswitdvRAW = sum.6(cmisl, cmis2, cmis@js#l, cmis5, cmis6).

compute cmispsycRAW = sum.11(cmisll, cmisl2, cmistBs14, cmisl5, cmisl6, cmisl?,
cmis18, cmis19, cmis20, cmis21).

compute cmisphysRAW = sum.7(cmis23, cmis24, cmisBbHs26, cmis27, cmis28, cmis29).
compute cmissexRAW = sum.13(cmis35, cmis36, cmisBiis38, cmis39, cmis40, cmis4l,
cmis42, cmis43, cmis44, cmis45, cmis46, cmis47).

compute cmisinjRAW = sum.4(cmis8, cmis30, cmis3thisz8).

compute cmispoliceRAW = sum.3(cmis9, cmis32, cmjs49

compute cmisdhsRAW = sum.3(cmis10, cmis33, cmis50).

compute cmissibRAW = sum.3(cmis22, cmis34, cmis51).

execute.

Variable label cmiswitdvRAW 'CMIS RAW sum WitnesgiDomestic Violence'.
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Variable label cmispsycRAW 'CMIS RAW sum PsychobagdiAbuse'.

Variable label cmisphysRAW 'CMIS RAW sum Physicdluse'.

Variable label cmissexRAW 'CMIS RAW sum Sexual Adus

Variable label cmisinjRAW 'CMIS RAW sum Injury orédical Care Sought'.
Variable label cmispoliceRAW 'CMIS RAW sum Policerblvement'.

Variable label cmisdhsRAW 'CMIS RAW sum DHS Chilcelfére Involvement'.
Variable label cmissibRAW 'CMIS RAW sum Witness Abuwf Sibling'.
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K. Appendix K

Demographic Characteristics of the Female CommBdtyiple N = 244)

Characteristic M Min Max SD
Age (in years) 37.62 18 72 13.17
Length of Current 7.46 0 47 10.13

Relationship (in years)

Note: Not all participants were currently in a relatibips as
highlighted in the next table. In this table, léngf relationship in
years is referent to a subgroup of the sampleatteaturrently in a
relationship.

Relationship Status N Percentage
Married 114 46.7
Single/Never married 61 25.0
Divorced 28 11.5
Member of unmarried couple 25 10.2
Widowed 8 3.3
Separated 5 2.0

Other 3 1.2
Ethnicity N Percentage
White/Caucasian 191 78.3
Asian/Asian American 21 8.6
Hispanic/Latina 12 4.9
Black/African American 10 4.1

Other 10 4.1
Sexual Orientation N Percentage
Heterosexual 221 90.6
Bisexual 10 4.1
Homosexual 9 3.7

Other 4 1.6

Total Number of People Living N Percentage
in Home

1 36 14.8

2 75 30.7

3 53 21.3

4 42 17.2

5 18 7.4

6 12 4.9

7 2 0.8

8 2 0.8
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Highest Educational Attainment N Percentage

Grades 1-8 (grade school) 4 1.6
Grades 9-11 (some high school) 4 1.6
Grade 12 or GED (high school 19 7.8
equivalent)

Some college or technical schoo#t7 19.3
(incomplete)

Technical degree or certification 15 6.1
2 year degree 23 9.4
4 year degree 65 26.6
Master’s degree (or equivalent) 49 20.1
Post-Graduate or Professional 18 7.4

School (PhD, MD, or equivalent)

Employment N Percentage
Employed full-time 131 53.7
Student 77 31.6
Employed part-time 40 16.4
Homemaker 20 8.2
Unable to work 12 4.9

Out of work for > a year 9 3.7

Out of work for < a year 9 3.7
Retired 6 2.5

Note: Participants were permitted to select more thanaategory, so
responses are not equal to 100%.

Annual Income from All Sources N Percentage
Less than $10,000 35 14.3
$10,000 - $14,999 16 6.6
$15,000 - $19,999 13 5.3
$20,000 - $24,999 15 6.1
$25,000 - $34,999 29 11.9
$35,000 - $49,999 40 16.4
$50,000 - $74,999 32 13.1
$75,000 or more 64 26.2
Geographic Location N Percentage
Alabama 3 1.2
Alaska 0 0

Arizona 4 1.6
Arkansas 110 45.1
California 13 5.3
Colorado 0 0
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Geographic Location N Percentage
Connecticut 0 0
Delaware 0 0
District of Columbia 1 0.4
Florida 5 2.0
Georgia 1 0.4
Hawalii 0 0
Idaho 1 0.4
lllinois 4 1.6
Indiana 2 0.8
lowa 0 0
Kansas 0 0
Kentucky 4 1.6
Louisiana 1 0.4
Maine 0 0
Maryland 0 0
Massachusetts 3 1.2
Michigan 2 0.8
Minnesota 0 0
Mississippi 1 0.4
Missouri 3 1.2
Montana 1 0.4
Nebraska 3 1.2
Nevada 2 0.8
New Hampshire 0 0
New Jersey 2 0.8
New Mexico 2 0.8
New York 11 4.5
North Carolina 4 1.6
North Dakota 0 0
Ohio 3 1.2
Oklahoma 0 0
Oregon 3 1.2
Pennsylvania 6 2.5
Rhode Island 0 0
South Carolina 1 0.4
South Dakota 0 0
Tennessee 0 0
Texas 3 1.2
Utah 7 2.9
Vermont 0 0
Virginia 3 1.2
Washington 3 1.2
West Virginia 1 0.4
Wisconsin 0 0
Wyoming 0 0
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Geographic Location N Percentage

Other 30 12.3

Note: Of participants that responded “other,” 15 wrateheir
location. These write-ins are summarized here: &ioge = 3, UK =
3, Canada = 2, England = 2, Argentina = 1, Ausralll, Germany =
1, Norway = 1, Spain = 1.
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L. Appendix L

IRB Approval Notice

Febmary 21, 2013

MEMORARDLIM
T Joye Henne
Mara Karfdsson
Patricis Petretic
FROM: Fo Windwalker
IRB Coordinator
RE: Mew Protocol Approval
IRE Protocol#: 13-02-481
Protocol Title: Fozitrmumstic Symploms folowing Treumalic Events
Feview Type: E EXxEMPT [ EXPEDITED [ FULL IRE

Approved Project Period:  Ster Dete:02/21/2013 Expiration Date: 02/20/2014

Yourprotocol has been spproved by the IRE. Protocols ae approved for &8 maximum penod of
one year. |f youwish to continue the project past the approved project perod (s=e abovel, you
miust submit & request, using the fom Continuing Rewview for IRE Approved Projectz, prior to the
expiration date. This form is aveiable from the IRE Coordinatoror on the Ressarch Compliance
website (hip:ivpred vark.edu/210 phpt Ass couresy, you will be senta reminder two months
in advance of that date. Howewver, failure to receive a8 reminder does not negeate yourobbgation
to make the request in sufficient time for review and aspproval. Federsl regulstions prohibit
retroactive approvel of continuation. Feilure to recave approvalto continue the project pror to
the expiration date will msult in Termination of the protocol approval. The IRE Coondinator can
give you guidance on submission times,

This protocol has been approved for 200 participants. |f you wish to make snymodifications
in the spproved protoco], including enmoling more than this number, you must seek approval
prgr o implementing those changes., All modifications should ba requested in wnting {email is
acceptablel and must provide sufficient detail to assess the impact of the change.

If you have questions orneed any assistance from the |RB, please contact me st 210
Administration Buiding, 5-2208, orirbi@uark.edu.

149



	Posttraumatic Outcome of Intimate Partner Violence: An Examination of Risk Factors
	Citation

	Microsoft Word - 322531_supp_undefined_F31788E4-7054-11E4-BB02-ADF82D1BA5B1.docx

