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mental health issues to control their partners,
undermine them in custody battles, and
discredit them with friends, family, and the
courts.
• Advances in the fields of traumatic stress, child
development, genetics, and neuroscience are
generating new models for understanding
the impact of early experience on subsequent
health, mental health, and life trajectories,
as well as the psychobiological impact of
adult traumatic events. This emerging body
of knowledge, particularly when grounded in
survivor and advocacy perspectives, provides a
more useful framework for understanding the
range of mental health responses experienced
by survivors of IPV.
• Training and practice environments that are
both domestic violence (DV)- and traumainformed can be developed to better meet the
needs of survivors of IPV and other lifetime
trauma.

KEY CONCEPTS

• Intimate partner violence (IPV) has been
associated with a wide range of mental health
consequences, including depression and posttraumatic stress disorder (PTSD).
• For many women, these issues resolve with
increased safety and support, but others
may benefit from additional resources and
treatment.
• Survivors’ experiences of mental health symptoms will vary based on a number of factors, including their own personal strengths
and resources, the duration and severity of
abuse, their experience of other lifetime trauma,
and their access to services and social support.
• Women who are diagnosed with a mental
illness are at greater risk for abuse and for
developing PTSD.
• Stigma associated with mental illness
reinforces abusers’ abilities to manipulate
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The past 30 years have seen a substantial growth in
research documenting the prevalence of intimate
partner violence (IPV) and other lifetime trauma
among women seen in health and mental health settings, as well as the range of mental health conditions
associated with current and past abuse. More recently,
advances in the fields of traumatic stress, child development, genetics, and neuroscience are generating
new models for understanding the impact of early
experience on subsequent health, mental health, and
life trajectories, as well as the psychobiological impact
of adult traumatic events. These, in turn, are changing our conceptual frameworks for understanding
the effects of chronic interpersonal abuse across the
lifespan, issues that research on IPV and mental health
is only just beginning to reflect (1–9). This emerging
body of knowledge, particularly when grounded in
survivor and advocacy perspectives, provides a more
useful framework for understanding the range of mental health responses experienced by survivors of IPV
than do earlier approaches that failed to link social
context with psychiatric symptoms and disorders.
This chapter reviews current research about the
mental health consequences of IPV and other lifetime
abuse and the intersection of IPV, lifetime trauma, and
mental health. It also provides a critical perspective
on the limits of these data for understanding women’s
experience of IPV and the concerns survivors have
articulated about how these data are used and perceived. Finally, it offers a framework for understanding and responding to the traumatic effects of IPV and
lifetime abuse and for addressing mental health issues
in the context of IPV, including a number of issues not
yet addressed by current research.

DOMESTIC VIOLENCE, TRAUMA,
AND MENTAL HEALTH: FRAMING
THE ISSUES

Addressing mental health in the context of ongoing
IPV raises a number of issues for both survivors and
practitioners. Domestic violence (DV) advocates and
survivors have consistently voiced concerns about the
ways mental health issues are used against battered
women, not only by abusers but also by the systems
in which women seek help (e.g., batterers using
mental health issues to control their partners, undermine them in custody battles, and discredit them
with friends, family, child protective services, and
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the courts) (10,11). This has been due, in part, to the
stigma associated with mental illness, historically gendered notions of psychopathology (a history of viewing
women’s responses to abuse in pathological terms),
and a psychiatric diagnostic system that, historically,
has not incorporated etiology or social context.
For survivors of IPV, abuse was often viewed as a
reflection of victim “psychopathology,” and symptoms
were rarely seen as a consequence of being abused.
Conscious of the need to create a public awareness
that would hold abusers, not victims, accountable
for their violence, advocates and survivors have been
reluctant to frame women’s responses to abuse in
purely clinical terms. In addition, survivors of IPV
were placed in greater jeopardy through their interactions with the mental health system (e.g., referrals
to couples counseling when that was unsafe, involvement of batterers in treatment, use of mental health
issues against women in custody battles) (12). These
challenges have also been instrumental in reconfiguring clinical paradigms and underscoring the importance of framing victimization as a societal problem,
not an attribute of the victim. As Brown suggests, we
do not look for characteristics of other crime victims
to understand why they have been victimized (13).
Over the past several decades, however, an overarching framework for understanding the impact of
trauma on the human psyche has emerged through
work with survivors of both civilian and combat trauma
and through research on the cumulative effects of
diverse childhood experiences and the developmental
consequences of early abuse and neglect (7,14–22).
Posttraumatic stress disorder as a diagnostic construct
was initially developed to codify and formally bring
attention to the disabling experiences of returning
combat survivors (i.e., Da Costa’s syndrome, combat
neurosis, shell shock, battle fatigue) as well as survivors of sexual assault (rape trauma syndrome) and
IPV (battered women’s syndrome) (1,23–29). Ongoing debate continues within the traumatic stress field
regarding whether the posttraumatic stress disorder
(PTSD) diagnosis adequately captures the multiple
domains that are affected by trauma, particularly
when it is chronic, interpersonal, and/or begins early
in life. The debate centers on whether the traumatic
effects of abuse are best depicted by the diagnosis of
PTSD in combination with common comorbidities
(e.g., depression, anxiety, panic, substance abuse,
eating disorders, somatization disorders, dissociative disorders, suicidality, etc.) or through the lens of
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complex trauma (i.e., disorders of extreme stress not
otherwise specified [DESNOS], complex developmental trauma, developmental trauma disorder, posttraumatic personality disorder) originally described
by Herman in 1992 and since validated by numerous other studies (8,30–32). These newer concepts
attempt to address the effects of chronic interpersonal abuse not covered by the PTSD diagnosis and
provide a more nuanced way of understanding the
impact of trauma across the lifespan—effects that
are mediated through the interactions of many other
factors in addition to the traumatic experience itself
(15). Only recently have tools been available to study
the interactions between genes, individual environment, and broader social conditions. These tools
have contributed to a more complex paradigm for
examining the role of external social factors in the
development of psychiatric symptoms and disorders
(33). This has led to a significant shift in the ways
mental health symptoms are conceptualized and to
greater awareness of the role that abuse and violence
play in the development of psychological distress and
psychiatric morbidity. A DV advocacy perspective
provides another critical piece of this equation—one
that addresses the ongoing social realities that survivors face as they try to end the violence in their lives
and deal with its traumatic effects.

INTIMATE PARTNER VIOLENCE AND
LIFETIME TRAUMA

For many women, abuse by an adult partner is their
first experience of victimization; for others, IPV
occurs in the context of other lifetime trauma. A number of studies have begun to explore the link between
histories of physical and sexual abuse in childhood and
the experience of partner abuse as an adult. Women
who are physically or sexually abused as children or
who witness their mothers being abused appear to
be at greater risk for victimization in adolescence
and adulthood by both intimate and nonintimate
perpetrators (34–41), and women who experience
adolescent IPV are more likely to experience IPV as
adults (42).
Studies of battered women in both clinical and
shelter settings have found high rates of childhood
abuse and childhood exposure to IPV. In a 2007
study by Kimerling and colleagues, women who
experienced childhood physical or sexual abuse were
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almost six times more likely to experience adult physical or sexual victimization (43). Across studies, the
average reported rates of childhood physical abuse and
childhood sexual abuse among women in DV shelters
or programs are 55.1% and 57.0%, respectively (44).
For women who have experienced multiple forms
of victimization (e.g., childhood abuse; sexual assault; historical, cultural, or refugee trauma), adult
partner abuse puts them at even greater risk for
developing posttraumatic mental health conditions,
including substance abuse (a common method of
relieving pain and coping with anxiety, depression, and
sleep disruption associated with current and/or past
abuse). These conditions and coping strategies may,
in turn, place them at risk for further abuse (29,45–53).
The intersection between substance abuse and IPV
is discussed in greater depth in another chapter in
this text.
Socioeconomic factors can also expose women to
victimization, which compounds their risk for developing the range of mental health sequelae noted earlier. For example, low-income women (those most
likely to be seen in both IPV shelters and the public
mental health system) have the highest risk of being
victimized throughout their lives. In one study, the
lifetime prevalence of severe physical or sexual assault
among very-low-income women was found to be
84%; 63% of those studied had been physically
assaulted as children, 40% had been sexually assaulted
as children, and 60% had been physically assaulted by
an intimate partner (54). Similarly, studies conducted
in welfare-to-work programs have documented lifetime rates of intimate partner abuse ranging from
55% to 65% (55–58), as opposed to rates of 20% found
in random population samples (59).
A body of clinical literature describes the retraumatizing effects of more subtle forms of social and
cultural victimization (e.g., microtraumatization
or insidious trauma) due to gender, race, ethnicity,
sexual orientation, disability, and/or socioeconomic
status (60–65). Thus, although IPV itself is associated with a wide range psychological consequences,
women living in disenfranchised communities face
multiple sources of stress in addition to violence,
including social discrimination, poorer health status,
and reduced access to critical resources, all of which
can increase psychological distress (66,67). Again,
many IPV survivors have experienced other forms
of trauma, some of which may be ongoing, that can
affect their responses to current IPV.
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INTIMATE PARTNER VIOLENCE AND
MENTAL ILLNESS

Although most survivors of domestic abuse do not
develop long-lasting psychiatric disabilities, mental
illness appears to heighten women’s risk for abuse
(68,69). Poverty, homelessness, institutionalization,
unsafe living conditions, and dependence on caregivers exacerbate these risks, leaving individuals with
psychiatric disabilities vulnerable to victimization
by a range of perpetrators—within families, on the
streets, in institutional and residential settings, and
by intimate or dating partners. For example, a study
of homeless women diagnosed with a serious mental illness found that a significant majority had been
abused by a partner (70% had suffered physical abuse,
30.4% sexual abuse) (70). Rates of physical or sexual
abuse in adulthood by any perpetrator were 87% and
76%, respectively. Intimate partner violence itself is
often a precipitant to homelessness (54,71,72). Moreover, IPV presents particular risks for individuals with
serious mental illness. Exposure to ongoing abuse
can exacerbate symptoms and precipitate mental
health crises, making it more difficult to access
resources and increasing abusers’ control over their
lives. Stigma associated with mental illness and
clinicians’ lack of knowledge about IPV reinforce
abusers’ abilities to manipulate mental health
issues to control their partners, undermine them
in custody battles, and discredit them with friends,
family, and the courts. In a series of focus groups
conducted in Chicago, DV advocates and survivors
described a number of these tactics. For example,
abusers use strategies such as threatening to commit and/or committing their partners to psychiatric
institutions; forcing their partners to take overdoses,
which are then presented as suicide attempts; and
withholding psychotropic medications. Other examples include asserting that accusations of abuse are
simply delusions, lying outright about their partners’
behaviors, and rationalizing their own (e.g., claiming
their partner “needed to be restrained”). This kind of
manipulation not only increases an abuser’s control
over his partner, but also can have a chilling affect on
a woman’s ability to retain custody of her children,
which is often one motivation behind her partner’s
behavior. Although this type of phenomenon cuts
across cultures, immigrant women who are isolated
and do not speak English are particularly vulnerable
to this type of abuse (12).
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Acute symptoms of mental illness can also heighten
a woman’s risk for victimization (68,69). Although
psychiatric crises are often precipitated by recent
trauma, for a woman experiencing symptoms of acute
psychosis, clinicians may interpret accusations of victimization as delusions, thus leaving her vulnerable to
further victimization. Women may be at particular risk
for assault when experiencing cognitive or emotional
difficulties associated with psychotic disorders (68). In
addition, symptoms of severe trauma, such as dissociation or flashbacks, may also mimic psychotic disorders,
heightening the potential for misdiagnosis and treatment that does not address underlying issues of abuse.
Responses to previous trauma, such as dissociation or
potentially risky coping strategies, may also increase a
woman’s vulnerability to abuse (73). Trauma or mental illness in childhood or adolescence can disrupt
key developmental processes, leaving women without
the skills they need to negotiate power and decisionmaking in relationships (74). When having to manage without these skills is compounded by abuse in
adulthood, the likelihood of having legitimate rights
respected in any relationship may become even more
remote (30,75,76).
Prevalence of Intimate Partner
Violence and Other Lifetime Trauma
Among Women Seen in Mental
Health Settings
On average, over half of women seen in a range of
mental health settings either currently are or have
been abused by an intimate partner, although rates
vary widely among studies (29,75). As noted earlier,
many have also experienced multiple forms of abuse
throughout their lives, putting them at greater risk
for a range of health and mental health sequelae and
affecting their ability to mobilize resources necessary
to achieve safety and stability (77–80). For example,
studies across a variety of mental health settings have
found significant rates of lifetime abuse among people
living with serious mental illness, with those in inpatient facilities reporting the highest rates (53%–83%)
(47,70,81–86).
Recent studies of adverse childhood experiences also demonstrate the prevalence of lifetime
abuse among individuals who have a mental illness.
A 2007 study of people diagnosed with schizophrenia
found that 86% had experienced at least one adverse
childhood event and 49% had experienced three or
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more (87). (In this study, adverse events included
physical abuse, sexual abuse, parental mental illnesses,
loss of a parent, parental separation or divorce, witnessing DV, and foster or kinship care.) The number
of these events also predicted a range of adverse mental health outcomes (substance abuse, PTSD, length
of hospitalization, suicidality, and poorer self-rated
mental health, as well as functional status). Although
no general population study uses the same definitions
of adverse childhood events, a reasonable comparison can be made with the 1998 ACE study, which
examined the prevalence of adverse childhood experiences within a large health maintenance organization
population. It found that over half of the sample had
experienced at least one category of adverse childhood experience, and approximately 25% reported
experiencing two or more (1). In this study, the
categories of adverse childhood experiences included
physical, sexual, or psychological abuse; violence
against mother; and living with household members
who were substance abusers, mentally ill or suicidal,
or ever imprisoned.
Although attention to victimization among people receiving public mental health services initially
focused on the long-term effects of childhood abuse,
rates of adult victimization by acquaintances, strangers, family members, and intimate partners appear to
be equal or higher. In one study, over 70% of women
admitted for a first psychotic episode had experienced
at least one type of abuse, and 42% reported ongoing
exposure (88). Only a few studies have specifically
examined rates of adult partner, family member,
or caretaker abuse among individuals with serious
mental illnesses. In one inpatient study, 62% had been
abused by a current or former spouse (81). Of the
64% of female inpatients who reported having been
physically assaulted as adults in another study, more
than half were living with the perpetrator at the time
of hospitalization (84). In a third study, which looked
at hospitalized patients (male and female) who had
ongoing relationships with partners or family members, 62.8% reported a history of physical victimization by a partner, 45.8% reported physical abuse by a
family member, and 29% reported having experienced
domestic abuse within the past year (89). Yet, these
issues are rarely attended to. Informal focus groups
with women who self-identified as consumers of
mental health services indicate that the majority had
experienced DV and other forms of abuse, but few
had been asked about those experiences. The majority
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of women were also interested in receiving information about DV and about resources they could access
in their communities (90). Without formal training and policies in place, abusive partners are often
included in treatment planning, and safety issues go
unaddressed.
Until recently, information about specific forms of
violence against women, including childhood sexual
abuse, sexual assault, and IPV, was often found in
separate literatures. As a result, knowledge about the
cumulative effects of lifetime exposure to trauma for
adult survivors of IPV and the experiences of women
from diverse communities has been limited. In general, studies examining the mental health impact
of IPV are designed to assess for: (a) prevalence of
specific psychiatric diagnoses among survivors of IPV
and/or other lifetime trauma, (b) other effects of IPV
for which there are validated measurements (e.g.,
self-esteem, internal versus external locus of control,
functional status), and/or (c) additional factors associated with the frequency or severity of these conditions.
Yet, methodological problems and lack of consistency
across studies limit the generalizability of much of
the currently available research. Measures are not
standardized across studies nor are they culturally
normed. And the majority of studies are cross-sectional
in design and do not identify the timing of the assessment in relationship to recent crises. Moreover, the
majority of studies have been conducted in clinical
or shelter settings where rates of symptomatology are
likely to be higher.
It is also important to keep in mind the limits of
quantitative research for conveying survivors’ actual
experience. For example, although complex trauma
models may ultimately prove to be a more accurate
way to understand the multiple effects of chronic
longstanding abuse, such as IPV, even diagnoses
that specifically address traumatic events do not fully
capture what living in a climate of fear does to a
woman’s psychological landscape or what a woman
has to do to reconfigure her sense of identity, her
belief in herself, her connections to others, and her
relationship to a world that has betrayed her. Nor
do they convey the unique intersection of strengths,
supports, identities, and meanings that survivors carry
with them as they traverse their lives.
Despite these limitations, over the past three
decades, research documenting the effects of violence
across the lifespan indicates that abuse, violence, and
discrimination play key roles in many of the health
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and mental health problems experienced by women
in the United States and throughout the world
(1,25,26,28,91–93). Researchers have found that
exposure to current and/or past abuse is a significant
factor in the development and exacerbation of psychiatric disorders, increases the risk for revictimization,
and influences the course of recovery from mental
illness (87,94–104).
For many abuse survivors, symptoms abate with
increased safety and social support, but for others this
is not the case (91,105). Both random population
studies and studies conducted in clinical settings indicate that victimization by an intimate partner places
women at significantly higher risk for depression,
anxiety, PTSD, somatization, medical problems, substance abuse, suicide attempts (whether or not they
have suffered physical injury), and more generally
for reporting unmet mental health needs (95,106–
110). In a meta-analysis of mental health conditions
experienced by survivors of IPV, the weighted mean
prevalence across settings was 50% for depression,
61% for PTSD, and 20.3% for suicidality (44). Rates
of depression were highest among women in IPV
shelters (63.8%) and court-involved women (73.7%),
PTSD rates were highest for women in shelters
(66.9%) and drug treatment programs (58.1), and
rates of suicide attempts were highest among women
seen in psychiatric settings (53.6%). Somatoform disorders, eating disorders, and acute psychotic episodes
have also been associated with both adult and childhood abuse.

DEPRESSION, INTIMATE PARTNER
VIOLENCE, AND OTHER TRAUMA

Depression was one of the first mental health consequences of physical and/or sexual abuse to be identified in the research literature. Several factors seem
to increase a woman’s risk for depression, including
perpetrator behavior and a history of multiple sexual
victimizations. Women with histories of childhood
sexual abuse and adult sexual assault show significantly higher rates of depression than do women in
control groups, and these data have been extensively
reviewed by Koss (111). Studies have found that the
lifetime prevalence of major depressive disorder
among women who have been sexual assaulted is at
least twice that of women who have not, and may in
fact be higher. One study of women seen in medical
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settings found that those who had been raped were
three times as likely to experience depression as
women who had not (112). This study also found
that age at first assault was of particular significance.
Women who experienced multiple victimizations,
and who were first assaulted during childhood, were
twice as likely to experience depression as women
whose first victimization occurred as an adult. In addition, depression associated with PTSD may represent
a distinct phenomenon. The numbing and feelings of
deadness associated with PTSD are among the most
difficult symptoms to eliminate, even when intrusion
and hyperarousal have improved (20).
Intimate partner violence also increases women’s
risk for depression. Prevalence rates for depression
among women abused by an intimate partner range
from 35.7% to 63% (95). In one study of a random
sample of women who belonged to a health maintenance organization, women who had experienced
recent partner violence were 2.3 times as likely to
report any depressive symptoms and 2.6 times as
likely to report severe depressive symptoms as women
who had not experienced any partner violence (113).
A recent study of mothers who stayed at an emergency
shelter for battered women found that mothers’ mean
scores for depression were far above the norm for
the measure, with 67% scoring above the cutoff for
clinical diagnosis (114). A third study by Hegarty and
colleagues (114) looked at the association between
depression and partner abuse among 1,257 consecutive women seen in primary care settings (115). Multivariate analysis indicated that women who were
depressed were significantly more likely to have experienced some form of partner abuse. The strongest
associations were for women who had experienced
severe combined abuse and/or physical and emotional abuse or harassment. Fogarty and colleagues
(116) examined the synergistic effects of childhood
abuse (physical and sexual) and IPV on depression
in a random population sample. Using data from the
National Violence Against Women Survey (NVAW)
(1995), they found rates of self-reported depressive
symptoms in 35.7% of women reported IPV alone,
34.9% of women reporting only childhood abuse,
and 50.2% of women reporting both—rates that were
twice as high as those of women not reporting either
type of violence (116).
Several studies of depression and IPV have
suggested that frequency and severity of violence
(117–119), psychological abuse (120,121), concomitant
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sexual violence (122) and lack of social support are
associated with the severity of depressive symptoms,
and may even be stronger predictors of depression
than cultural and demographic factors or a prior history of mental illness (123,124). The study of maternal depression in an emergency shelter setting cited
earlier also found higher rates of depression among
women who reported more frequent sexual abuse by
their partners (113).
For some women, symptoms of depression persist
over time. One recent longitudinal, nationally representative study found that, among a community sample
of married or cohabiting women, those who reported
IPV were more likely to experience depressive symptoms 5 years later, suggesting that IPV places some
women at greater risk for long-term mental health concerns (95). Bonomi and associates found that women
with remote experiences of violence (experiences that
occurred more than 5 years in the past) were more
likely to report depressive symptoms than women who
had never experienced partner violence. They also
found that women with more recent experiences of
violence reported more symptoms than women whose
abuse experiences occurred in the past (125). In addition, experiencing ongoing abuse significantly affects
the persistence of severe depressive symptoms (42). In
a 14-year longitudinal study of the course of depression among adolescent mothers, findings indicated
that women who had experienced IPV in both adolescence and adulthood had the highest mean depression scores (105). The authors suggest that exposure
to IPV in adolescence may alter women’s life trajectories, leading to both increased risk for adult IPV and
for its mental health effects. For women who are able
to leave the violent environment, however, symptoms
are likely to decrease (126,127). In another study, the
greatest reductions in rates of depression were found
among women who had experienced physical/sexual
and psychological abuse and for whom all three types
of violence had ceased (128).
Although a handful of studies have looked at the
distinct psychological effects of sexual assault in the
context of IPV, research on post-rape depression
may also be useful to examine. Although symptoms
of anxiety predominate immediately after sexual
assault, early signs of depression can be seen within
a few hours. Women report sadness, apathy, and suicidal thoughts (112). Within a few weeks, moderate
to severe depression may develop (43%–56%) and last
up to 3 months according to some studies (129–132).
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Other retrospective studies have found that post-rape
depression may persist for many years (111,133). In
their review of existing research, Koss and co-workers
(2003) note that child sexual assault may have particularly long-lasting effects, and at least one study
suggests that the impact of multiple victimizations
may be cumulative (134,135).
Overall, depression appears to be a frequent consequence of IPV. Recency and severity of violence
and cumulative burden of trauma, particularly sexual
assault and childhood abuse, contribute to the development and severity of depression in this context. At
the same time, cessation of exposure to IPV and social
support are associated with a significant reduction in
symptoms. However, with a few notable exceptions
(136), most clinical depression studies do not factor
in the role of current or past abuse, nor do current
depression treatment guidelines include assessment
or intervention for IPV.1 Attention to the integration of these issues in future research and practice is
warranted.
Co-occurrence of Depression and
Posttraumatic Stress Disorder
More recent research on the mental health effects of
IPV has begun to examine the relationship between
depression and PTSD. Depression frequently co-occurs
with PTSD and is increasingly viewed as a comorbid
condition. Fifty percent of people who develop PTSD
also develop major depressive disorder (MDD), and
prior depression is associated with the development
of PTSD following the experience of a traumatic
event (137). Posttraumatic stress disorder has also
been found to mediate the development of MDD
in prospective studies of individuals following motor
vehicle accidents and other non-IPV–related traumatic events, as well as among women who have been
assaulted (138–142).
A number of studies have specifically examined the
co-occurrence of PTSD and MDD among survivors of
IPV, although the relationship between the two is not
yet clear (143–145). For example, Pico-Alfonso and

1
Perinatal Depression: Prevalence, Screening Accuracy, and
Screening Outcomes, Structured Abstract. February 2005.
Agency for Healthcare Research and Quality, Rockville,
MD. http://www.ahrq.gov/clinic/tp/perideptp.htm
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colleagues report low rates of PTSD among women
experiencing IPV, but high rates of depression, particularly among women who had experienced sexual
violence (122). In this study, only a small percentage of women experienced only PTSD. Most experienced symptoms of depression alone or depression
plus PTSD. In another study of immigrant Latinas
seen in a primary care clinic, current IPV was predictive of PTSD, but not depression. Again, in this
sample, rates of MDD were high, but rates were not
significantly different between women who reported
IPV and those who did not. Women who met criteria
for PTSD were 10 times more likely to have MDD
(146). Finally, Nixon and colleagues found that, in
a sample of women residing in a battered women’s
shelter, PTSD and MDD frequently co-occurred.
Women with comorbid PTSD and MDD experienced greater symptom severity than those with either
condition alone (147).
In sum, for women experiencing IPV, both PTSD
and depression are common, and depression is frequently comorbid with PTSD. This raises questions
about how to best frame the range of symptoms associated with interpersonal trauma (e.g., PTSD plus
comorbidities versus complex trauma) and reflects a
more general shift toward viewing symptoms from a
dimensional (along a continuum) rather than categorical perspective (148). Additional research is needed
to determine how these factors affect survivors’ experience and their ability to access safety, as well as to
determine optimal approaches to treatment, particularly in the context of ongoing IPV.

POSTTRAUMATIC STRESS DISORDER
AND INTIMATE PARTNER VIOLENCE

Today, the vast majority of studies on the mental
health effects of violence and abuse focus on PTSD.
Posttraumatic stress disorder was the first diagnosis to
incorporate the role of external events in the etiology
of mental health symptoms and was initially viewed
as the most appropriate diagnosis for women experiencing the range of psychological sequelae associated
with sexual assault, battering, and childhood sexual
abuse (28,149).
Diagnostic criteria for PTSD include exposure to
an extreme traumatic stressor (experiencing, witnessing, or learning about actual or threatened death, serious injury, or threats to the physical integrity of oneself
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or others) AND responding with intense fear, helplessness, or horror (criterion A stressors), in addition to
symptoms from each of three core categories. These
categories include persistent: (a) re-experiencing: being
flooded with dreams, memories, and flashbacks, and/
or having intense physical and emotional responses to
triggers (reminders) of the traumatic events; (b) avoidance and numbing: avoiding anything that reminds
the individual of those experiences and/or feeling
numb, shut down, or constricted emotionally; and
(c) symptoms of increased physiological arousal and
hypervigilance that affect sleep and concentration and
cause irritability. Symptoms must persist for at least a
month and cause significant distress and impairment.
Survivors of IPV frequently experience additional
layers of stress not captured by current diagnostic criteria for PTSD. In a review article on the association
of chronic traumatization and PTSD in the context
of IPV, Kaysen and colleagues propose the concept of “traumatic context” to account for common
experiences of IPV survivors, such as the need to
continually monitor for signs of danger, that do not
reach the level of criterion A stressors, but nonetheless
may contribute to PTSD symptoms (9).
To further complicate matters, a diagnosis of acute
stress disorder (ASD) is used to describe symptoms
that develop within the first month after exposure to a
traumatic event and that last from 2 days to 4 weeks.
Acute stress disorder symptoms overlap with those of
PTSD but include a number of dissociative symptoms
as well. Acute stress disorder is thought to be predictive of PTSD, but research on this question has been
mixed. Some authors have argued that insufficient
distinction exists between the two diagnoses, and
that ASD really reflects early-onset PTSD (150,151).
Although a number of studies have indicated that peritraumatic dissociation associated with ASD is one of
the strongest predictors of PTSD, others have found
that it is persistent rather than peritraumatic dissociation that is most predictive (152,153). These findings
nonetheless have led to recommendations for early
treatment interventions to prevent the development
of chronic PTSD. Research on the applicability of
these modalities in the presence of ongoing IPV, however, is virtually nonexistent. See Chapter 24 for a discussion of these issues.
Posttraumatic stress disorder affects twice as many
women as men, resulting in lifetime prevalence
rates of 10.4%–18.3% and 5.4%–10.2%, respectively
(137,154–157). Gender differences appear to be
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related to the type of traumatic exposure women experience (158). Overall, women experience somewhat
lower rates of traumatic events than men; however,
women are more likely to experience those kinds of
interpersonal assaults that carry the highest risks for
PTSD such as rape, childhood sexual abuse, and DV
(154). Rape is the traumatic event most often associated with PTSD among women (155,159), whereas
for men, PTSD is more likely to be associated with
physical assault or combat, particularly when it is highstress (160). Childhood sexual abuse is also a significant
risk factor for PTSD, accounting for almost a quarter of
adult cases of PTSD among women. Women are more
likely than men to develop PTSD subsequent to childhood sexual abuse and to develop PTSD following the
experience of a nonassaultive trauma, if they have experienced assault in the past (154,161).
Some controversy still exists regarding these gender
differences. A number of studies have found that, even
when controlling for type of violence, women are still
more likely to develop PTSD (162,163). In studies of
individuals who experienced a similar traumatic event,
including car accidents, natural disasters, physical
trauma, and the terrorist attacks of 9/11, women developed PTSD at twice the rate of men, although other
studies have not found evidence of these differences
(164–166). Proposed mechanisms for these gender differences include women’s younger age at first trauma
exposure, stronger perceptions of loss of control,
higher levels of distress at the time of the event, differences in cognitive appraisal of traumatic experience,
insufficient social support, peritraumatic dissociation,
and gender-specific psychobiological reactions to
traumatic events (167,168). Another study conducted
in a primary care setting, found preexisting trauma and
previous psychiatric conditions, as well as gender, to
be predictors of PTSD (169). Critiques of these studies note that collapsing traumatic events into “assaultive” and “nonassaultive” categories obscures the type
of assault (sexual versus physical) and the relational
context (intimate, caretaker, stranger; perceived versus actual loss of power). They also point out that lack
of detailed questions about sexual assault may have
led to underreporting in these studies. The debate in
this arena raises questions for survivors of IPV, as well.
For example, to what extent do these increased risks
reflect physiological differences between women and
men, the effects of gender socialization on responses
to trauma and/or psychological distress, or to the types
of violence women are more likely to be subjected
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to (146)? More importantly, what are the implications
for intervention and prevention (i.e., early treatment
to prevent the development of PTSD, attention to
integrating information about safety and social support into evidence-based PTSD treatment, prevention
efforts to reduce the exposure of women and girls to
gender-based violence)?
Rates of PTSD among women survivors of IPV are
estimated to be between 33% and 84% with a weighted
mean prevalence across studies of 61% (44,45,170–
173). In the National Violence Against Women Study
(a random population telephone survey of 8,000
women), 24% of those who reported IPV in the past
year met criteria for PTSD (143). In other samples of
women who reported recent IPV, rates of PTSD varied between 11.8% and 38% (91,122,145,172). And,
among women using shelter services, prevalence rates
of PTSD have been estimated to be as high as 75%
(174). Although cross-sectional studies provide a window into symptoms that are present at a time of crisis,
several longitudinal studies have begun to look at the
course of PTSD among survivors of IPV. Mertin and
colleagues (2001) found that while 42% of women in
shelter met criteria for PTSD, only 14% did so 1 year
later (175). In a 2005 community-based study of adolescents and young adults who had experienced IPV,
PTSD remitted in 52% of the sample, whereas 48%
showed no significant reduction of symptoms. Not
surprisingly, respondents who developed chronic
PTSD were more likely to have experienced additional traumatic event(s) during the 4-year follow-up
period and to have higher rates of avoidant symptoms at baseline (176). Differences in these studies
may also reflect differences between survivors who
received shelter interventions and a community-based
sample that did not. Other studies have found that
approximately one-third of those who develop PTSD
go on to develop a chronic course. For example, a
study comparing women who were currently being
abused to women who had been separated from an
abusive partner for at least 2 years found that, whereas
74% of currently abused women experienced mild,
moderate, or severe PTSD symptoms, 44% of women
who were no longer being abused experienced comparable PTSD symptoms (177). In addition, lower
levels of perceived social support have been associated
with significantly higher rates of PTSD and depressive symptoms in women currently experiencing IPV.
At the same time, PTSD numbing symptoms related
to ongoing abuse can reduce a woman’s ability to
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interact with others (40,178). Overall, it appears, as with
depression, that social support and cessation of exposure to IPV are likely to contribute to improvement in
PTSD for many women. For others, PTSD becomes
chronic and requires more intensive treatment interventions, as well as linkages to community resources
and support (179). Research is still needed that specifically examines which factors (including the natural
course of PTSD) are most salient for particular women.
The sexual assault literature provides additional
information on the course of PTSD that may also
prove relevant to survivors of IPV, particularly if sexual
violence is part of the picture. For example, immediately following sexual assault, up to 95% of women will
develop symptoms of ASD (180,181). Distress seems
to reach its peak at 3 weeks post-assault for victims of
single-episode sexual assault in adulthood, and continue at this level for the next month (25,131,132,179).
Although many symptoms may resolve after 3 months,
residual fear, sexual difficulties, and problems with
self-esteem can persist for 18 months or longer, and
nearly 25% of survivors continue to be affected for several years (133,182–184). Other studies indicate that
after 3 months, approximately one-half of adult sexual
assault survivors will still meet criteria for PTSD, and
many will continue to have PTSD for a year or longer
(131,132,179,183,185). Post-rape recovery appears to
be more difficult when assault occurs at an earlier age
and when women experience greater fear of being
injured or killed (182,186). Sexual assault by a known
assailant appears to be as (187) or more devastating
(188) than rape by a stranger, but women historically
have been less likely to seek help or file police reports
in this situation (189). The average time to PTSD
remission ranges from 25 to 29 months (155, 159). In
national studies, for 36%–42% of individuals, PTSD
became a chronic condition (138,159,190). Posttraumatic stress disorder attributed to assaultive versus
nonassaultive events is more likely to be chronic and
last for almost three times as long. Further, women are
more than twice as likely as men to develop chronic
PTSD and to have PTSD symptoms for almost four
times the duration (138).
From a more clinical perspective, women who
have been assaulted develop responses similar to victims of other types of acute trauma: shock, confusion,
horror, and helplessness, as well as dissociation, nightmares, flashbacks, numbing, avoidance, and hypervigilance (14,25). Flashbacks can be visual, auditory,
olfactory, tactile, or somatic and may be triggered by
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a range of stimuli—subsequent abuse, hearing about
someone else being assaulted, media portrayals of
violence, sensory stimuli associated with the original
traumatic experience(s), invasive medical procedures,
or anniversaries of the trauma. They can also be cognitive (paranoid or suicidal thoughts), affective (feeling
terrified or enraged), behavioral (cringing or fleeing),
or relational (clinical interactions triggering abuserelated dynamics) (191).
The PTSD framework makes sense of the fluctuations trauma survivors experience between being
flooded and needing to both dampen those feelings
and remain vigilant to potential new dangers. Posttraumatic stress disorder may present as an extension
of ASD, or it may develop after a period of dormancy
(delayed PTSD). It may resolve on its own or with
treatment, or it may take on a chronic form. The relative intensity of PTSD symptoms may vary over time.
Although flashbacks are more prominent initially,
avoidant symptoms may predominate later in the
course. This symptom progression may make traumaengendered fears less accessible to change, and thus
painfully constrict women’s lives, particularly in the
arenas of intimacy, sexuality, and the ability to move
freely in the world. Avoidant PTSD responses may
also prevent a woman from taking action on her own
behalf, because the emotional costs might be too great
(e.g., not pursuing legal action, not obtaining needed
medical procedures). The hypervigilance associated
with PTSD can also constrain a woman’s sense of
freedom and safety. It is these adaptations that appear
to have the most profound and potentially harmful
long-term effects (192).
For women who are still in danger, the stress is not
“post,” the trauma is ongoing, and symptoms may be
an adaptive response to danger. The development of
PTSD, however, can make it more difficult to mobilize resources, putting women at even greater risk for
being isolated and controlled by an abusive partner. In
addition, many women continue to be traumatized after
they have left an abusive relationship—through stalking, prolonged divorce or custody hearings, visitation,
and retraumatization by the legal or other systems.
Association of Posttraumatic Stress
Disorder with Particular Forms of
Intimate Partner Violence
Posttraumatic stress disorder among survivors of intimate partner abuse has been correlated with the severity
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of the abuse, a history of repeated abuse (148) and/
or childhood victimization (45), the presence of sexual assault (143,193–196), degree of psychological
abuse, and stalking (121,197–199). The more types
of intimate partner abuse (physical, psychological, or
sexual) a survivor experiences, the greater her risk for
developing PTSD (91,122,136,170).
Sexual and psychological abuse both appear to contribute independently to the development of PTSD.
Psychological abuse is what women who are being
abused often describe as the most emotionally debilitating aspect of their experiences.2 This may relate
both to the psychological wounds abusers inflict and
survivors carry, and to the chronic stress of having to
continually monitor for signs of danger (193). Specific
components of psychological abuse, such as behaviors designed to induce feelings of shame or guilt,
may also contribute to these responses (200). It is not
just a batterer’s words or acts, but also the intentions,
perceptions, and feelings that are communicated
by the abuser and experienced by the person being
victimized that carry such long-term effects (192,201).
A number of studies have indicated that psychological abuse is as or more predictive of low selfesteem, depression, and PTSD than physical abuse
and, at least in some couples, predicts future physical
and/or sexual violence (121,122,197,198,202,203).
In one study, psychological abuse was found to be
the best predictor (37) of PTSD in abused women,
although psychological abuse in conjunction with
physical abuse carried a higher risk than psychological abuse alone (121). A second study by this author
found no difference between the effects of psychological abuse versus psychological/physical abuse on
the development of PTSD, although in this sample,
PTSD rarely occurred alone (it was more likely to
co-occur with depression) (122). In another study
of women whose partners were in batterer treatment, certain types of psychological abuse predicted
PTSD above that associated with physical violence

2

Psychological abuse often takes the form of verbal
intimidation and threats, ridicule and humiliation,
destruction of property, threats to significant others, stalking
and monitoring a woman’s activities, and controlling her
access to money, personal items, and contact with friends,
family, and children. Accusations about sexual infidelity can
be particularly humiliating. Emotional withdrawal, threats of
abandonment, and threats to harm or take away the children
are also used as tactics of control.
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(what the authors referred to as “denigration and
restrictive engulfment”), although the authors speculated this might have been an artifact of other categories (e.g., psychological dominance and intimidation)
not being statistically distinguishable from the actual
physical abuse participants experienced.
Basile, using data from the National Violence
Against Women (NVAW) survey, found that in their
multivariate analysis, physical and psychological violence were related to PTSD risk (sexual violence was
associated in the bivariate analysis) (196). The authors
speculated that this may have been an artifact of the
small sample of women who reported sexual violence
in their current relationship. McFarlane, on the other
hand, reported a greater number of PTSD symptoms
among women who had been sexually assaulted in the
context of IPV (155,159,204). The likelihood of having more than four symptoms (the proxy for a PTSD
diagnosis) in this context was only higher among the
White women in their sample. However, adult victims of sexual assault (particularly completed rape)
represent the largest single group of trauma victims
affected by PTSD, a finding confirmed in the national
comorbidity study and the 1996 Detroit Area Survey
of Trauma (188). In a recent study by Temple and colleagues, PTSD risk was further increased if the perpetrator was a woman’s partner rather than a stranger
(195). Overall, this research suggests that all forms of
IPV appear to place women at risk for PTSD, and the
more types of IPV experienced, the greater the risk
(78,155,205,206). Psychological abuse and sexual violence appear to carry independent risks.
Although questions remain about the role of
specific types of intimate partner abuse in the development of PTSD, existing data suggest that the
number and type of traumatic events, in general,
does affect an individual’s risk for developing PTSD.
Epidemiologic studies examining single-event trauma
found that episodic assaultive traumatic events including rape, sexual assault, physical assault, or being
robbed, mugged, shot, or stabbed were associated
with higher rates of PTSD than nonassaultive events
(78,155,159,205,206). In addition, experiencing multiple traumatic events places women at even greater risk
for developing PTSD, particularly if the trauma is
ongoing (e.g., IPV and childhood abuse) (78,177,
193,207–211).
Longitudinal and cross-sectional studies of chronic
and often escalating trauma, including IPV and
childhood physical or sexual abuse, have shown that
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duration and severity of abuse also increase PTSD risk
(155,159,176). The experience of trauma at a young
age is a well-acknowledged risk factor for the development PTSD in adulthood (212). In a study of over
3,000 women, a 23-fold increase in adult PTSD was
reported among those who had experienced all three
forms of child abuse—physical, sexual, and psychological (45,167,213,214). Similarly, women who experience IPV are more likely to have histories of childhood abuse, thus increasing the risk for PTSD in this
group (205, 215–218). Mental illness and conditions
associated with severe childhood abuse (dissociative
spectrum disorders, complex trauma/DESNOS, substance use disorders) contribute to these risks, as well.
Posttraumatic Stress Disorder and
Comorbid Conditions
Posttraumatic stress disorder is associated with
increased rates of psychiatric and medical comorbidity,
service use, and disability as well as greater healthcare
costs, more so for women than for men (155,159,219).
Over 80% of people with PTSD develop at least one
additional psychiatric disorder, most commonly major
depression (as discussed earlier), as well as generalized
anxiety disorder, panic disorder, and alcohol/substance
abuse and dependence (155,159). Alcohol and other
substance use are also often comorbid with PTSD
(155,220–222). Posttraumatic stress disorder symptoms appear to precede the use of drugs and alcohol
among women but not among men, suggesting their
use as self-medication for women (223–226). Women
in violent relationships also report increased problem
drinking and substance abuse, yet the temporal relationship to IPV or PTSD symptoms has not been well
described (227). In one study of women on methadone,
use of cocaine increased their risk for IPV at 6-month
follow-up (226). In another sample of women who had
experienced partner violence, problem drinking was
related to revictimization (228). Alcohol use was related
to higher rates of depression among African-American
women in violent relationships; however, no relation
to PTSD symptoms was investigated (229). Although
use of substances may increase women’s risk for IPV,
coercion by an abusive partner may also increase women’s risk for drug and alcohol use. The occurrence of
PTSD, depression, and other comorbid conditions has
important implications for prevention and treatment.
These considerations are discussed at greater length in
another chapter in this text.
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Posttraumatic Stress Disorder
and Suicide
Women in violent relationships are at increased risk
for suicide, and this risk is compounded by the presence of PTSD (230). Over 90% of women hospitalized
following a suicide attempt reported current severe
IPV (91,145). In community samples, 23% of women
experiencing IPV reported a past suicide attempt versus 3% without a history of IPV, and 36.8% of IPV survivors seriously considered suicide (122). In another
study, suicidal thoughts and attempts were higher
among IPV survivors experiencing both psychological
and physical abuse than among women who experienced psychological abuse alone. This relationship
was thought to be related in part to the presence of
PTSD and depression (231). Further, comorbid
PTSD and depression appears to confer a higher risk
than either disorder alone (91,232–235). In fact, the
prevalence of suicidal ideation and suicide attempts is
significantly higher among women who are battered
by their partners (196,236), women who are victims
of marital rape and/or sexual assault (77,237–239),
and women who have been sexually abused as children (108). A study by Kaslow reported that AfricanAmerican women who attempted suicide were 2.5 times
more likely to have experienced physical abuse and
2.8 times more likely to have experienced emotional
abuse by an intimate partner than demographically
similar women who had not been abused (240).
In addition, according to a 2003 Washington State
Fatality Review, 13% of women who committed suicide had a court-documented history of domestic
abuse (241). Other states are reporting similar IPV
fatality review findings (242).

THE NEUROBIOLOGY OF TRAUMA

Advances in research on the neurobiology of trauma
have led to greater understanding of the links
between biology, behavior, and psychological distress. Initial research in this area focused on PTSD
among Vietnam veterans in Veterans Administration
(VA) hospitals. As van der Kolk has described, people
with PTSD develop “profound and persistent alterations in physiologic reactivity and stress hormone
secretion, making it difficult to properly evaluate
sensory stimuli and respond with appropriate levels
of physiologic and neurohormonal arousal” (243).
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A number of psychophysiological models have been
posited to explain PTSD. These include noradrenergic dysregulation (increased sensitivity and reactivity of
the sympathetic nervous system under stress), disturbances of serotonergic activity (stress resilience, sleep
regulation, impulse control, conditioned avoidance,
and aggression and mood), and kindling (lowering of
the excitability threshold after repeated electrical
stimulation).
After traumatic exposure, limbic nuclei (areas of
the brain responsible for regulating emotions and fear)
become sensitized, leading to excessive responsivity
and increased startle and arousal responses—core features of PTSD that often persist after other symptoms
resolve. Activation of the amygdala is postulated to
mediate the autonomic stimulation that results from
exposure to trauma, transforming sensory input into
physiologic signals that, in turn, produce and modulate emotional responses. Neuroimaging studies suggest
that alterations to the hippocampus, amygdala, anterior
cingulate, and medial prefrontal cortex directly correlate with symptoms of PTSD (244). More specifically,
emotional dysregulation is associated with reduced
cortical inhibition of limbic circuitry and imbalances in γ-aminobutyric acid (GABA)-aminergic and
glutaminergic transmission. Some authors postulate
that PTSD may best be viewed as a failure to regain
physiological homeostasis after a normal response to
trauma (245).
In animal models, stress reduces brain plasticity,
flexibility, and new learning by increasing activity
in the amygdala (increasing dendritic branching or
arborization), reducing hippocampal neurogenesis,
and decreasing levels of brain-derived neurotrophic
factor (BDNF), a substance critical to buffering
against stress and adapting to change (9,246,247).
Other studies have found that PTSD treatment can
counter these effects (248).
In addition, people with PTSD may exhibit alternation in basal levels of the key stress hormones
(including cortisol), as well as enhanced reactivity and
negative feedback inhibition of the hypothalamicpituitary-adrenal axis (HPA)—a pattern that appears
to bedistinct from that found in depression and from
acute and chronic stress among individuals who do not
have PTSD (9). Adaptations to chronic stress result in
reduced resting glucocorticoid levels, decreased secretion in response to subsequent stress, and increased
concentration of glucocorticoid receptors in the
hippocampus (9).
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Reduced levels of basal cortisol were a consistent
finding in samples of combat males with PTSD (249).
However, when women—and specifically abused
women—were studied, this pattern was not replicated. One small study specifically conducted with
DV survivors (chronic nature, frequent comorbidity with depression) found similar results: negative
feedback inhibition of the HPA axis occurred among
survivors who had PTSD alone, and less cortisol suppression occurred among those who had both depression and PTSD (250,251). In several other studies of
IPV survivors, IPV was associated with lower cortisol
levels but not to PTSD symptoms, suggesting that
HPA axis alterations were a consequence of abuse and
not PTSD (100,252). In contrast, two additional
studies reported that PTSD symptoms were related
to cortisol in abused women. Research also indicates
that HPA axis hyperreactivity among women exposed
to early childhood abuse causes increased adrenocorticotropic hormone (ACTH) and cortisol responses
to stress. These changes in corticotropin releasing
factor (CRF) may predispose women to the
development of subsequent mood and anxiety
disorders (242).
Several studies examined neurological differences
among adults who were abused as children, and found
that such abuse affects the development of the limbic
system and cerebral cortex, particularly the left hemisphere (253), as well as connecting structures such
as the corpus callosum, which is utilized to process,
interpret, and integrate sensory data (2,254). Early
life stress can affect brain development in ways that
increase one’s vulnerability to developing PTSD as an
adult. Postulated mechanisms include accelerated loss
of neurons (255), delays in myelination (2), abnormalities in pruning of neurons (201), or reduced levels of
brain growth factors including BDNF (4). Functional
magnetic resonance imaging (fMRI) studies have
utilized a variety of symptom-provocation techniques
(e.g., script-driven trauma imagery) to examine differences in responses between subjects with PTSD and
controls (256,257). Bremner and colleagues used this
technology to examine functional alterations in brain
activity among women with histories of childhood
sexual abuse, reporting decreased activity in the hippocampus and anterior cingulate cortex and increased
activity in the dorsal lateral prefrontal cortex, posterior cingulate, and amygdala, following recall of a
traumatic event (9). In another set of studies, Lanius
and colleagues examined two different subtypes of
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trauma response—one primarily characterized by
hyperarousal and the other by dissociation. Their
findings supported the concept of PTSD as a disorder
of affect regulation. People who experience intrusive
reexperiencing and hyperarousal activate different
neural circuitry than those who experience more
numbing and dissociation. One involves the reduced
cortical inhibitory control over limbic fear circuitry
discussed earlier. The other involves enhanced suppression of fear/arousal responses (increased cortical
and reduced limbic activation compared to controls).
The authors postulate that survival in the context
of ongoing abuse may involve either mechanism—
hypervigilance to signs of danger versus psychic
numbing when other options are not available (4).
Hippocampal volume has also been reported to
be reduced in women who have experienced severe
childhood sexual abuse (258). These findings are
similar to those of combat veterans with PTSD.
Although initially thought to be a consequence of
trauma (stress-induced cortisol production causing
neurotoxicity), additional research has led to the
view of reduced hippocampal volume as a potential
risk factor for the development of psychiatric complications following exposure (242). Interestingly,
the authors found no differences in memory testing
between abused and nonabused groups. They speculate that these data may be better conceptualized
as a dysfunction within the systems that monitor and
regulate access to memory in emotionally charged
contexts, potentially interfering with the processing
of new stimuli (259). A study specifically focused
on adult survivors of IPV found no differences in
hippocampal volume from controls. Other differences were correlated with severity of childhood
physical abuse, not current IPV or PTSD (260). In
addition, subjects with PTSD exposed to scripts of
their traumatic experiences show decreased activity
in the speech areas of the left hemisphere (Broca’s)
necessary for the cognitive labeling and sequencing
of experience. This may explain the difficulty some
trauma survivors have in processing the initial trauma
and subsequent triggering events, and in describing their experiences in a coherent narrative form
(261). Reductions in verbal declarative memory but
not differences in IQ have been found among
survivors of childhood sexual abuse with PTSD as
compared to childhood sexual abuse survivors without PTSD and women who had not experienced
abuse (8,32,262).
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COMPLEX POSTTRAUMATIC STRESS
DISORDER OR DISORDERS OF
EXTREME STRESS NOT
OTHERWISE SPECIFIED

Although the PTSD diagnosis captures many of the
psychophysiological responses to adult single-event
assault, important dimensions of the impact of ongoing abuse and violence are not addressed by this
diagnostic construct. The frequency of comorbidity
associated with PTSD, in fact, has led to notion that
“comorbidity” is a misnomer, masking a more complex form of PTSD that can develop when people
have been abused over long periods of time—one
that includes both axis I and axis II sequelae of abuse
(8,32,235,262,263). Childhood abuse and entrapment
in an abusive partner relationship are qualitatively different from many other types of trauma. As a number of authors describe, these acts are premeditated,
ongoing, and most often perpetrated by someone
whom the victim is attached to and dependent upon
(192). There is often denial and distortion on the part
of abuser, and the victim is coerced or threatened
to maintain secrecy (8). When abuse occurs during
childhood, it has the potential to disrupt neurobiological and social development. Complex posttraumatic
stress disorder or DESNOS is not officially listed as
a diagnosis in the Diagnostic and Statistical Manual
of Mental Disorders (DSM-IV-TR), although it is
contained in the International Classifications of Disease (ICD). The symptoms that comprise DESNOS
are listed as associated features of PTSD. DSM-IV
field trials indicate that this construct is internally
consistent and reliable and distinguishes early- from
later-onset trauma (8,14,202,264). Women who are
severely abused by a partner may also experience more
complex posttraumatic responses, particularly if they
were abused in childhood as well. For a more detailed
discussion of complex trauma in relation to IPV, see
the Chapter 24.

DEVELOPING A MORE COMPLEX
TRAUMA FRAMEWORK

The developmental impact of prolonged exposure
to abuse by a caretaker, or the effect of intimate
partner abuse on a woman’s sense of herself, go far
beyond what are described by current psychiatric
nosology—even by diagnoses that specifically address
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traumatic events. The effects of abuse in childhood
and/or adulthood can affect women’s experiences of
themselves and others throughout their lives. As noted
earlier, many women who have been victimized do
not develop psychiatric disorders, but few are unaffected by those experiences. Trauma theory provides
a framework for understanding symptoms as psychophysiological survival strategies used to adapt to
potentially life-shattering situations. It also allows for
a more balanced approach to treatment—one that
focuses on resilience and strength, as well as on psychological harm (8). For example, trauma theory has
reframed borderline symptomatology adaptations to
early trauma. Without a trauma framework, it is difficult to make therapeutic sense of the feelings and
behaviors that can make life so stormy for survivors of
severe abuse. Children who are abused or neglected
and who don’t have other forms of support are more
likely to develop neurophysiological changes than children who are not—changes that can affect their subsequent emotional and physical functioning, including
difficulty in recognizing, regulating, and integrating
emotions and allowing themselves to be comforted by
others (i.e., being able to use relationships appropriately to help them manage internal states), particularly
when trust has repeatedly been betrayed (11,265).
Work with survivors of IPV has led to somewhat
similar perspectives on viewing symptoms as both
adaptations and survival strategies. For example, many
women initially attempt to remedy their situations
themselves, by talking, seeking help, fighting back, trying to change the conditions either that they perceive
or are told cause the abuse. When those attempts fail,
they may retreat into a mode that appears more passive
and “compliant,” but which may actually reflect how
they have learned to reduce their immediate danger.
When those tactics no longer work, they may learn
to dissociate from feelings that have become unbearable, perceiving that even if they can’t change what is
happening outside of them—or face increasing danger or death if they try to leave—they can at least try
to change their own responses and “leave the situation” emotionally. For some women, substance abuse
becomes another way of either “coping” or “leaving.”
For those who become increasingly isolated from outside resources, suicide, or very rarely homicide, may
seem like the only way to end the abuse (30).
Even a trauma framework, however, defines an
overwhelming response to “minor” stimuli as part
of a disorder. Viewing this heightened sensitivity as
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pathological rather than as a reflection of acute social
awareness runs the risk of discounting the experiences
that allow a survivor to recognize the kinds of behaviors and attitudes that are potentially dangerous before
they reach more serious levels. The risk of purely clinical models is in defining the problem as being “in the
patient,” who then becomes the focus of intervention,
particularly when this occurs at the expense of attending to issues such as immediate safety and support or
to broader system and societal change.

CONCLUSION: MENTAL HEALTH
APPROACHES TO INTIMATE PARTNER
VIOLENCE—COMBINING TRAUMA
AND ADVOCACY PERSPECTIVES

Trauma theory has evolved in ways that now make
it a more useful framework for understanding the
impact of chronic abuse, including IPV. Although
trauma models are not a substitute for advocacybased approaches that help survivors achieve freedom
and safety and work to end IPV, trauma theory can
enhance clinical work by increasing understanding
of the psychological consequences of abuse and how
trauma affects both IPV survivors (and their children) and the clinicians and systems that serve them.
Trauma theory provides a framework for understanding the mental health effects of abuse and violence
in a way that normalizes human responses to trauma
and recognizes the role of external events in the
generation of mental health symptoms.
Not only does a trauma framework help destigmatize vulnerability that stems from responses to
earlier trauma, it also provides a more nuanced
developmental understanding of how individuals
come to be who and where they are in their lives
that reflects the complex interplay of neurobiology, relationships, environment/social conditions,
and experience. A trauma model also fits with peer
support recovery approaches (i.e., if the harm occurs
in a relationship, then healing often takes place
through relationships as well; people can develop
new skills to address the capacities that were disrupted
or derailed). Both trauma models and advocacy perspectives recognize the resilience and strength of survivors in dealing with both individual abuse and social
disenfranchisement.
Trauma models also offer guidance on creating
services that are sensitive to the experiences of
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survivors of chronic abuse and that incorporate an
understanding of how those experiences can affect
one’s ability to regulate emotions, process information,
and attend to one’s surroundings. They provide tools
for responding skillfully and empathically to individuals for whom trust is a critical issue, without having
one’s own reactions interfere. Trauma-informed service environments offer emotional as well as physical safety and are consistent with DV advocacy and
mental health peer support models in their focus on
empowerment, collaboration, and choice. They are
also designed to ensure that services themselves do not
retraumatize survivors and that they provide strategies
to attend to the impact on clinicians.
Adapting trauma theory to create more comprehensive and attuned practice environments and
treatment models holds promise for creating services
that are more responsive to survivors’ experiences
and needs. Although existing trauma models need
to be adapted and reframed to address the particular
issues faced by survivors of IPV, ongoing exploration
is necessary to address the applicability of these models for a diverse range of communities and to develop
alternate models for healing that may be more community-based. Whether it is partnering with IPV programs in ways that enhance their ability to respond
to trauma-related mental health issues, or ensuring
that survivors are able to access culturally relevant,
trauma-specific mental health care, issues of philosophy, resources, training, and collaboration are vitally
important.

IMPLICATIONS FOR POLICY,
PRACTICE, AND RESEARCH

Policy
• Policies need to be developed and implemented within the private and publicly
funded mental health systems that incorporate attention to ongoing IPV and other
lifetime trauma, including routine assessment, attending to physical and emotional
safety, and supporting the use of treatment
models that are culture, trauma, and IPVinformed.
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• Policy initiatives on peripartum depression
should include assessment and intervention
for current and past abuse.
• State and federal policies should address the
needs of people living with mental illness
who may be at greater risk for experiencing
violence and abuse.
Practice
• Standards of mental health training and practice should incorporate an understanding of
the role of abuse and violence in the development of psychiatric symptoms and disorders,
as well as the ways abusers use mental health
issues to control and undermine their partners.
• Attention to the specific issues faced by survivors of ongoing IPV should be incorporated
into professional mental health training and
practice, including initiatives to create traumainformed services.
• Treatment for the mental health effects of IPV
should incorporate recognition of the complexities of survivors’ lives and the need to develop
flexible, multimodal approaches to addressing
trauma in the context of ongoing IPV.
Research
• Researchers examining the mental health
effects of IPV should incorporate an understanding of IPV as a social condition with a
range of mental health effects, and should
be cognizant of the ways decontextualized
approaches can promote stigma and reinforce
the ability of abusers and public systems to use
mental health issues against survivors of IPV.
• A need exists to develop and utilize standardized measures that better reflect survivors’ experience and that are both culturally
relevant and culturally normed, taking care
to contextualize findings, to not overgeneralize from women in crisis, and to examine
the range of survivors’ responses, not just
the mean. In designing research, potential
consequences to survivors should always be
kept in mind.
• Research on mental health and IPV should
begin to integrate newer findings from
the fields of child development and neuroscience in ways that help destigmatize the
psychophysiological consequences of abuse
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and violence and promote both safety and
recovery.
• Research is needed to examine the interactions between ongoing abuse and a range
of mental health effects and their implications
for both treatment and advocacy interventions.
This should include survivors of IPV who are
also experiencing other coexisting psychiatric
conditions and chronic mental illness.
• Research should also be designed to examine the range of factors that affect survivors’
experience and their ability to access safety,
as well as to determine optimal approaches
to treatment, particularly in the context of
ongoing IPV.
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