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Women’s (N = 205) IPV experiences were assessed during their pregnancies, in the
year before their pregnancies, and with their previous partners. The study explored
whether psychosocial indicators and severity of violence could be predicted from a
woman’s continuity and history of IPV. Two 4-group classifications—partner (IPV
experiences across partners) and time (history of IPV experiences)—and one 2-
group classification (IPV or no IPV in the past 6 months) were compared. Both four-
group classifications accounted for more variance than did the two-group. Within the
four-group classifications, most of the significant differences on psychosocial out-
comes and severity of IPV were between the no IPV and chronic IPV groups (IPV
experiences with two partners and across three different time periods). However, the
groups that also fared poorly were those who experienced recent IPV and continuity
of IPV across time with their current partners.

Keywords: domestic violence; partner violence; history of violence; chronic
violence

At present, there is no consensusamong researchers as to how to measure
and define interpersonal partner violence (IPV: physical and psychological
violence perpetrated by men against their female partners). Recent articles in
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the literature have attempted to delineate distinct forms of violence against
women (e.g., Johnson, 1995; Johnson & Ferraro, 2000) and distinct types of
men who engage in partner abuse (e.g., Holtzworth-Munroe & Stuart, 1994).
Johnson (1995) has argued persuasively for more fine-grained distinctions of
IPV experiences; such efforts may help resolve disparate findings in the liter-
ature regarding the psychosocial effects of IPV.

One factor that distinguishes women experiencing IPV is whether or not
they have a history of such experiences prior to the current abuse. This is a
factor that is rarely measured and rarely used as a predictor to understand the
consequences of IPV. Because lifetime prevalence rates of IPV are high, this
may be an unwise conceptual and methodological decision (cf. Levendosky
& Graham-Bermann, 1998, 2001). For example, in one study (Kemp, Green,
Hovanitz, & Rawlings, 1995), 41% of a group of currently battered women
reported a history of physical abuse with previous partners. Without informa-
tion about a woman’s history of IPV, it is not clear whether the psychological
consequences of IPV noted by researchers (e.g., depression, low self-esteem)
are affected primarily by recent IPV experiences or cumulative experiences
over time. Stress research would indicate that differential psychological out-
comes occur as a result of whether the stressful event is acute or chronic.

Research on stress indicates that the person and the environment have a
transactional relationship with one another (Lazarus & Folkman, 1984), in
part because an individual’s subjective appraisal of a negative event deter-
mines its impact on the individual (Aldwin & Revenson, 1987; Lazarus,
1991). Individuals will find an event stressful if it threatens their physical or
emotional well-being (Thoits, 1983) or their goals and needs (Lazarus,
1991). “Events that threaten highly valued areas of people’s lives, or areas in
which people stake their personal identities, generally constitute severe
stressors” (Park & Folkman, 1997, p. 123). The greater an individual’s stake
in a stressful encounter, the greater the chance for psychological distress
(Folkman & Lazarus, 1986; Folkman, Lazarus, Gruen, & DeLongis, 1986).
Research has found that severe, ongoing stress (compared to acute stressors)
with family or physical aspects of one’s environment (e.g., housing) is the
most damaging to an individual’s mental health (Brown & Harris, 1978;
Gersten, Langner, Eisenberg, & Simcha-Fagan, 1977).

IPV is usually a chronic stress in women’s lives (Woods & Campbell,
1993) that threatens their physical and psychological well-being (Carlson,
1997). Rodriguez (1989) found that 68% of women living in a shelter
described themselves as under a great deal of stress. Several researchers sug-
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gest that the stress associated with IPV leads to poor mental and physical
health (e.g., Campbell, Kub, Belknap, & Templin, 1997; Dutton, Haywood,
& El-Bayoumi, 1992). Sutherland, Bybee, and Sullivan (2002) found that
stress had both direct and mediating effects on physical health.

Several theories have been advanced to account for why chronic stress is
so negative; some of these may explain the stressfulness of IPV. One theory is
that chronic stress leads to increased numbers of other negative life events
(Sandler, Braver, & Gensheimer, 2000), a finding corroborated by IPV
researchers (e.g., Campbell et al., 1997; Jaffe, Wolfe, Wilson, & Zak, 1986).
For example, Mitchell and Hodson (1983) noted that in situations of IPV,
women also experience diminished personal and social resources for dealing
with stress. Herman (1992a, 1992b) has advanced another theory. She argued
that chronic trauma, including IPV, leads to negative psychological symp-
toms (e.g., depression and anxiety) that result from the ongoing nature of the
trauma. Such symptoms increase stress in an individual’s life. Other theorists
suggest that the relationship between a woman’s functioning and IPV are
transactional such that negative mental health consequences may affect
whether the woman is abused in the future (Dutton & Painter, 1993; Graham,
Rawling, & Rigsby, 1994). Thus, research on stress and IPV suggests that
“chronic” IPV would be more stressful, and have more deleterious conse-
quences to the individual, than “acute” forms of IPV.

Although most research does not assess IPV history, one notable excep-
tion is research on posttraumatic stress. Because theory suggests that trauma
exposure strongly predicts PTSD in a variety of trauma groups (e.g., rape sur-
vivors) (Kilpatrick, Saunders, Amick-McMullan, Best, & Veronen, 1989)
and combat soldiers (e.g., Frye & Stockton, 1982), research in this area often
assesses the woman’s history of IPV, including abuse in previous relation-
ships, as well as other types of trauma (e.g., child abuse). In this literature,
findings indicate that severity of current IPV, recency of IPV, and past abuse/
trauma increase the likelihood and severity of PTSD (Astin, Lawrence, &
Foy, 1993; Houskamp & Foy, 1991; Kemp et al., 1995; Kemp, Rawlings, &
Green, 1991). Unfortunately, our understanding of how one’s history of IPV
influences PTSD is limited because researchers often do not explain how
they assessed history, severity of past IPV is not assessed, and prior IPV and
other earlier traumas are often collapsed into one category for purposes of
statistical analyses.

Extant survey research also fails to address adequately the history of IPV.
Survey research often uses a marker of 1 year prior to the interview to ascer-
tain whether IPV has occurred (Marshall & Vitanza, 1994; Morse, 1995;
Rodriguez, Lasch, Chandra, & Lee, 2001; Straus & Gelles, 1986, 1990). It is
often not known whether participants experienced IPV at an earlier time peri-
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od, and, if they did, the extent or the severity of the earlier abuse. However, if
history of IPV is not assessed, women who are labeled “controls” or
“nonabused” because they have not experienced IPV in the designated time
period may, in fact, have experienced IPV earlier in their lives. Such research
methodologies may be examining differences between “distal” and “proxi-
mal” IPV, not IPV and no IPV.

Finally, regardless of the time metric employed to determine IPV status,
researchers typically do not ascertain whether the woman had the same part-
ner during that time or a sequence of different partners. Stability or change of
partners over time may be an important consideration when predicting a cou-
ple’s violent behavior. For example, Wofford, Elliott, and Menard (1994)
found that 58% of men with new partners continue to perpetrate, and 49% of
women with new partners still experience victimization. However, in several
studies, length of time in a relationship did not predict whether or not vio-
lence occurred in those relationships (Lackey & Williams, 1995; Rodriguez
et al., 2001). Analyzing data from National Family Violence Surveys
(NFVS), a national probability sample, Johnson (1995) noted that in the
course of 1 year, among couples with minor violence, there is “virtually no
tendency to escalation. . . [and] that in most (79%) of the cases of severe vio-
lence, there is, in fact, a de-escalation.” (p. 287). More research on stability or
change in partners is needed to understand how this factor affects violence. In
addition, no research has examined this factor in predicting the psychosocial
outcomes of women in violent relationships.

The psychosocial outcomes measured in the present study have been
linked to IPV in previous research: depression, anxiety, self-esteem, post-
traumatic stress, social support, and the quality of the relationship with part-
ner. This literature suggests that, generally, women in abusive relationships
tend to have high levels of depression and anxiety and low self-esteem
(Campbell & Lewandowski, 1997; Campbell, Sullivan, & Davidson, 1995;
Dutton & Painter, 1993; Gelles & Harrop, 1989; Hilberman & Munson,
1977-1978; Jaffe et al., 1986; Mitchell & Hodson, 1983; Sato & Heiby,
1992).

In addition, the prevalence of posttraumatic stress in women experiencing
IPV is high; rates range from 33% to 85%, depending on the sample and the
protocol used to measure PTSD (Astin et al., 1993). In this literature, at least
one study linked PTSD to history of trauma, although not solely IPV trauma
(Kemp et al., 1995).

The quality of the marital relationship is also related to violence. Some
writers have noted that conflict, reductions in intimacy, decline in marital sat-
isfaction, and so forth precipitate episodes of IPV (e.g., Leonard & Blane,
1992; Rounsaville, 1978; Steinmetz, 1977-1978). McKenry, Julian, and
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Gavazzi (1995) found that relationship quality was negatively associated
with episodes of IPV. Finally, positive social support among severely abused
women is associated with greater well-being (e.g., Mitchell & Hodson, 1983;
Sato & Heiby, 1992). Social support can also be a protective factor against
poor health outcomes among pregnant women experiencing IPV (Huth-
Bocks, Levendosky, & Bogat, 2002). In addition, data from the 1992
National Survey of Families indicated that satisfaction with social rela-
tionships (excluding partner) was associated with less violence overall
(Rodriguez et al., 2001).

Importantly, however, not all women experiencing IPV exhibit these neg-
ative psychosocial outcomes. For example, disparate findings regarding
depression have been linked to recency and severity of abuse, different types
of violence experienced, and the presence or absence of social support
(Campbell et al., 1995; Johnson, 1995; Sato & Heiby, 1992). Although PTSD
has been linked in one study to earlier trauma (Kemp et al., 1995), most
research has not explored whether history of IPV has differential influences
on these psychosocial outcomes.

The current study is unique in that it consists of data collected from preg-
nant women during their last trimester of pregnancy. Estimates indicate that
IPV is experienced by as many as 20% of pregnant women seeking prenatal
care (Gazmararian, Adams, & Pamuk, 1996). There seems to be some evi-
dence that violence increases over the course of pregnancy and continues
during the first 3 months postpartum (Stewart, 1994). Little research on preg-
nant women, IPV, and mental health has been conducted. Existing studies
report that pregnant women experiencing IPV have significantly higher lev-
els of anxiety, depression, and emotional stress compared to nonbattered
women (Campbell, Poland, Waller, & Ager, 1992; Stewart & Cecutti, 1993).
One study reported that 53% of the battered pregnant women met criteria for
a major depressive disorder, and an additional 30% met criteria for another
psychiatric disorder (Stewart, 1994). Interestingly, another study found that
abused women believed that they had little control over the health of their
fetuses and that chance played the biggest role in the outcome of their preg-
nancy (Stewart & Cecutti, 1993).

Sandler et al. (2000) suggested that one stress variable may change the
effect of another.

A stressful ongoing condition may create a context that exacerbates the stress-
ful impact of discrete life stressors. For example,. . . economic poverty may
lead a person to appraise events (e.g., illnesses, moving, accidents) more nega-
tively because the person realistically perceives that he or she does not have the
needed resources to cope with the event. (pp. 195-196)
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Thus, the emotional sequelae of IPV (e.g., depression and anxiety) may be
exacerbated during pregnancy due to the additional stress and worries associ-
ated with concerns about the fetus as well as concerns about the mother’s vul-
nerability and well-being. For example, the mother may fear that the baby is
being harmed by the abuse, or she may worry that the child will suffer from
exposure to the abuse after he or she is born.

It is likely that extant research on IPV (both empirical and survey)
includes pregnant women, but pregnancy is not examined as a separate vari-
able. Given that most women will become pregnant at some point during
their lifetimes, a closer examination of pregnancy, IPV, and mental health is
warranted.

In the present study, women were asked to report on IPV experiences at
three different time periods: with their current partner during their pregnancy
(past 6 months), with their current partner during the year before their current
pregnancy, and with their most recent previous partner. The purpose of this
study was to determine whether making distinctions among women based on
their history of IPV provided a better understanding of their psychosocial
outcomes than did a more typical abused versus not-abused grouping. Theo-
retical work on stress and trauma suggested that these distinctions would be
meaningful and that women experiencing the most chronic abuse would have
the poorest mental health outcomes.

METHOD

Participants

The participants were 205 women recruited as part of an ongoing longitu-
dinal study examining risk and resilience factors for IPV in women and chil-
dren. The racial/ethnic backgrounds of these women are 63% Caucasian,
25% African American, 5% Latina, and 7% other. Their mean age at the first
interview was 25.4 (SD= 5.00). One half (50%) of the women were single,
never married; 40% were married; and 10% were separated, divorced, or
widowed. The average length of their current intimate partner relationships
was 4.63 years (SD= 4.29). The intimate partner relationship prior to the cur-
rent one lasted, on average, 2.18 years (SD= 2.12) and had ended, on aver-
age, 4.40 years (SD= 3.28) before the date of the interview. Most women had
at least one child (58% had biological children; mean = 1.00). Finally, 17% of
the women had not completed high school, 28% were high school educated,
7% had completed a trade school degree, 35% had attended some college,
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and 13% had at least a college degree. Their median monthly income was
$1,500 (range: $0 to $9,500).

Measures

The Severity of Violence Against Women Scales (SVAWS). The SVAWS
(Marshall, 1992) is a 46-item questionnaire assessing the frequency of nine
categories of violent behavior and threats that the woman experienced from
her partner. Examples of items include “destroyed something belonging to
you” and “punched you.” Respondents rate their experiences on a 4-point
scale ranging fromneverto many times. Women filled out the scale for three
time periods: (a) during their pregnancy with current partner, (b) the year
before pregnancy with current partner, and (c) with the previous partner.
Three separate scores were obtained; coefficient alphas were .94, .97, and
.98, respectively. The possible range of scores is 0 to 138; higher scores indi-
cate greater frequency of abuse.

The Conflict Tactics Scales (CTS). The 14-item verbal and physical
aggression scales from the CTS (Straus, 1979) were used. Examples of items
include “threw something at you” and “threatened you with a gun or knife.”
Respondents rate items on a 7-point, Likert-type scale ranging from 0 (never)
to 6 (more than 20 times). Women filled out the scale for two time periods: (a)
during her pregnancy and (b) the year before pregnancy. Coefficient alphas
for each time period were .88 and .91, respectively. The possible range of
scores is 0 to 84; higher scores indicate greater frequency of abuse.

Beck Depression Inventory (BDI). The BDI (Beck, Ward, Mendelson,
Mock, & Erbaugh, 1961) has 21 questions, each containing four statements
about symptoms and attitudes related to depression (e.g., guilty feeling, inde-
cisiveness). The statements are ranked in order of increasing severity. State-
ments that reflect little or no depression are scored 0, with more depressed
statements receiving scores of 1, 2, or 3. Participants identify which state-
ment best reflects how they have been feeling during the past week. The coef-
ficient alpha in this study was .85. Responses on all items were summed for a
total score; higher scores indicated more depression (range: 0 to 63).

Brief Symptom Inventory—Anxiety Scale (BSI). On the BSI (Derogatis &
Melisaratos, 1983), participants rate six items on a 5-point scale ranging
from 0 (not at all) to 4 (extremely). Examples of items include “feeling tense
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or keyed up” and “feeling fearful.” In the present study, the coefficient alpha
was .78. The possible range of scores is 0 to 24.

PTSD Scale for Battered Women. The PTSD Scale for Battered Women
(Saunders, 1994) consists of 17 items based on theDSMcriteria for PTSD.
Examples of items include “unpleasant memories of the behaviors you can’t
keep out of your mind,” and “being overly alert.” Participants rate, on an 8-
point scale ranging from 0 (never) to 7 (over 100 times), their experiences
resulting from IPV. The coefficient alpha in this sample was .97. Higher
scores indicate greater endorsement of PTSD symptomatology (range: 0 to
119).

Rosenberg Self-Esteem Scale. The Rosenberg Self-Esteem Scale
(Rosenberg, 1965) consists of 10 items measuring self-worth and self-
acceptance. Examples of items include “I feel that I have a number of good
qualities” and “I certainly feel useless at times.” Respondents rate their agree-
ment on a 4-point, Likert-type scale ranging from 1 (strongly agree) to 4
(strongly disagree). The coefficient alpha for the present study was .89.
Higher scores indicate higher levels of self-worth (range: 10 to 40).

Dyadic Adjustment Scale (DAS). The 32-item DAS (Spanier, 1976)
assesses the quality of marriages and partnerships. Response categories vary
on different portions of the scale. Items 1 to 15 ask questions about agree-
ment on various marital problems/issues and are scored on a 6-point scale
ranging from 0 (always disagree) to 5 (always agree). Items 16 to 24 assess
positive and negative feelings about the partnership and are scored on a 6-
point scale from 0 (all the time) to 5 (never). Items 25 and 26 assess loving
behavior and are scored 1 = yes and 2 = no. Items 27 to 30 discuss positive
interactions with the partner and are scored on a 6-point scale ranging from 0
(never) to 5 (more often). Item 31 is rated on a 6-point scale (0-5) and assesses
the participant’s assessment of the future of the relationship (higher scores
indicate more commitment to the relationship). Finally, Item 32, rated on a 7-
point scale from 0 (extremely happy) to 6 (perfect) assesses the participant’s
degree of happiness with the partnership. Higher scores represent greater sat-
isfaction with the relationship. The coefficient alpha for the present study
was .95.

Norbeck Social Support Scale. This scale (Norbeck, Lindsey, & Carrieri,
1981) assesses the social support provided by individuals in the participants’
social network. Participants list each significant person in their lives and
answer questions about the type of support that each person provides as well
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as other information about the relationship. The emotional support and prac-
tical aid support scales were used in this study. The authors added questions
about support specific to pregnancy to the practical aid scale. Participants
rate the provision of support on a 5-point scale ranging from 0 (not at all) to 4
(a great deal). Scores were summed across supporters and then averaged by
the number of supporters to calculate separate scores for emotional and prac-
tical aid support.

Procedure

Participants were recruited from communities and professional settings in
southwestern Michigan. Inclusion criteria were: 18 to 40 years of age, facil-
ity with the English language, and involvement in a romantic relationship for
at least 6 weeks sometime during the pregnancy. Women calling the project
office were screened for IPV status using the CTS. This allowed us to recruit
a sample that had a wide variety of IPV experiences. (Many procedures were
put in place to protect the confidentiality of participants and to ensure that
women could participate without the knowledge of their partners, if need be.)
Fifteen women did not meet inclusion criteria; there were no significant dif-
ferences between those who participated and those who did not on any demo-
graphic variables.

Eight undergraduate and five graduate research assistants were trained to
administer the questionnaires. Research assistants attended a weekly training
meeting for one semester. They conducted two to five interviews under
supervision until they reached 95% reliability for standard administration of
measures. Throughout the period of data collection, research assistants con-
tinued to attend a weekly training meeting. In addition, supervisors reviewed
all completed interviews to ensure fidelity of administration.

Interviews took place at the participant’s home or at the project offices. By
administering violence questionnaires at the end of the interview, interview-
ers were blind to the IPV status of the women for as long as possible. Inter-
views lasted approximately 3 hours. Participants were paid $50 and were
given a list of community resources for pregnant and parenting women.

RESULTS

The purpose of this study was to determine whether, when predicting
psychosocial outcomes for IPV, it makes a difference if one assesses the par-
ticipant’s history of IPV rather than simply her current experience of IPV
(e.g., during the last 6 months). To answer this question, we developed two
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types of classification systems. The first was a two-group classification that
divided participants into those with no IPV during the past 6 months and
those with one or more episodes of IPV during this time. Women were clas-
sified as having experienced IPV if they endorsed any item higher than
question 9 on the SVAWS or endorsed any item higher than question 6 on the
CTS (i.e., including threats of or actual physical violence). The second type
of classification offered alternative methods of classification to the typical
approach. We developed two different four-group systems—one that defined
groups based on who the perpetrator was (the partner grouping) and another
that defined groups based on when the IPV occurred (the time grouping) (see
Figure 1).

The two-group classification resulted in 90 women who had experienced
IPV during their current pregnancy and 115 who had not. Independent-group
t tests revealed mean differences on all the demographic variables. Women in
the IPV group had more biological children, more people living in their
household, a lower family income, and were more likely to be single and to
have a partner with a lower educational level. Because socioeconomic status,
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Two-Group 
Classification

Four-Group 
Partner 
Classification (a)

Four-Group Time 
Classification (b)

No IPV (i; n=51)

IPV by previous partner only (ii; 
n=33)

IPV in the year before pregnancy 
only (iii; n=13)

IPV during current pregnancy 
only (iv; n=10)

IPV by previous partner and in the 
year before current pregnancy (v; 
n=18)

IPV by previous partner and 
during current pregnancy (vi; 
n=7)

IPV during year before and 
current pregnancy (vii; n=31)

IPV at all times by all partners
(viii; n=42)

Figure 1: Description of Classifications of IPV



including educational level, has been related to partner violence (e.g., Gelles
& Loseke, 1993), the educational level of our participants was controlled in
the following MANOVA.1 This grouping accounted for 34% of the variance
(Wilks’s lambda = .66). Significant differences were found between the two
groups on all psychosocial variables. Women experiencing IPV, compared to
those women with no IPV in the last 6 months, had higher scores on PTSD,
anxiety, depression, and severity of IPV.2 They had lower levels of emotional
support, practical aid support, self-esteem, and relationship satisfaction (see
Table 1).

The second classification created two groupings based on either the
source of the violence (partner) or the time frame of the violence (time). Each
grouping combined eight discrete categories based on the manner in which
the SVAWS and CTS were administered: (i) no IPV experiences with either
the current or the previous partner; (ii ) IPV during the current pregnancy with
the current partner; (iii ) IPV in the year before pregnancy with the current
partner; (iv) IPV during the year before and during the current pregnancy,
both with the current partner; (v) IPV by the previous partner only; (vi) IPV
by the previous partner and during the current pregnancy with the current
partner; (vii) IPV by the previous partner and in the year before the current
pregnancy with the current partner; and (viii ) IPV at all times by current part-
ner as well as IPV by previous partner (see Figure 1).

Recombining these 8 groups, the partner classification resulted in four
final groups: (1a) women with no experiences of IPV, shaded black (i; n=51);
(2a) women who had only experienced violence with their current partner,
shaded light gray (iii, iv, v, vi, vii; n=78); (3a) women who had only experi-
enced violence with their previous partner, shaded dark gray (ii ; n=33); and
(4a) women who had experienced violence with both their current and previ-
ous partners, shaded medium gray (viii ; n=42) (see Figure 1). A MANOVA
was used to compare these four groups; education was again used as a
covariate.3 This grouping accounted for 43% of the variance (Wilks’s lambda
= .57). Mean differences were found between groups for all psychosocial
variables, except for practical aid. The differences between the individual
groups were analyzed using univariateF tests.

Because there were no group differences on practical aid, “all” refers to
the remaining psychosocial variables. Group 1a was significantly different
from Group 2a on all outcomes, except anxiety and emotional support;
Group 2a had poorer outcomes. Group 1a was significantly different from
Group 4a on all outcomes, with Group 4a having poorer outcomes. Groups
1a and 3a were not significantly different from one another, except for scores
on PTSD, where Group 3a had higher scores. Group 2a differed from Group
3a on emotional support, relationship satisfaction, and depression, where
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TABLE 1: Mean Scores on Psychosocial Outcomes for the IPV Classifications

Emotional Practical Relationship Self- IPV Severity
Support Aid Support Satisfaction Anxiety Depression Esteem PTSD Scores

Two-group classification ** * ** ** ** ** ** **
Women not experiencing IPV in past 6 months (n = 115) 3.42 2.60 3.65 3.72 8.05 34.23 8.11 3.33
Women experiencing IPV in past 6 months (n = 90) 3.10 2.41 2.89 6.03 13.68 31.31 22.89 10.58

Partner classification ** ** ** ** ** ** **
(1a) Women with no experiences of IPV (i; n = 51) 3.43c 2.65 3.70a,c 3.55c 7.08a,c 35.37a,c .37a,b,c 1.55a,b,c

(2a) Women who had experienced IPV with their current
partner (iii , iv, v, vi, vii; n = 79) 3.21d 2.48 3.13a,d,e 4.92e 11.78a,d 31.87a 14.94a,e 19.87a,e

(3a) Women who had only experienced IPV with their
previous partner (ii ; n = 33) 3.53d,f 2.61 3.77d,f 2.97f 8.06d,f 33.97 14.38b,f 18.27b,f

(4a) Women who had experienced IPV with both their
current and previous partners (viii ; n = 42) 3.03c,f 2.35 2.81c,e,f 7.26c,e,f 14.36c,f 31.31c 31.38c,e,f 45.15c,e,f

Time classification ** ** ** ** ** ** **
(1b) Women with no history of IPV (i; n = 51) 3.43a,c 2.65 3.70a,c 3.55c 7.08a,c 35.37a,c .37a,b,c .59a,b,c

(2b) Women experiencing IPV in their current pregnancy
(iv, vi, vii; n = 48) 3.16a 2.45 2.95a,d 4.96e 13.08a,d 31.31a 15.42a,e 7.54a,e

(3b) Women experiencing IPV prior to their current
pregnancy (ii , iii , v; n = 64) 3.41f 2.56 3.60d,f 3.86f 8.83d,f 33.41 14.28b,f 6.19b,f

(4b) Women who experienced IPV at all time periods
(viii ; n = 42) 3.03c,f 2.35 2.81c,f 7.26c,e,f 14.36c,f 31.31c 31.38c,e,f 15.21c,e,f

a. Group 1 differs significantly from Group 2.
b. Group 1 differs significantly from Group 3.
c. Group 1 differs significantly from Group 4.
d. Group 2 differs significantly from Group 3.
e. Group 2 differs significantly from Group 4.
f. Group 3 differs significantly from Group 4.
*p < .05. **p < .01.



Group 3a scored significantly worse. Group 2a differed from Group 4a on
PTSD, anxiety, and relationship satisfaction, where Group 4a scored signifi-
cantly worse. Group 4a scored significantly worse, compared to Group 3a, on
all variables except for self-esteem. See Table 1.

Using ANOVA, we also examined the severity of violence averaged
across all measurement periods for each of the four groups. As expected,
Group 4a had the highest severity of IPV, followed by Groups 2a and 3a.
Group 1a (no IPV) was significantly different from all other groups; Group
4a was significantly different from all other groups. Groups 2a and 3a did not
differ significantly from one another.

There were two possible time classifications that could be obtained by
recombining the eight groups listed above. Because the four-group time
classification accounted for more variance than the three-group, only it will
be discussed here.4 All analyses were MANOVAs, controlling for educa-
tion. The four category solution was: (1b) women with no history of IPV,
shaded black as before (i; n=51); (2b) women experiencing IPV in their cur-
rent pregnancy, shaded light gray (iv, vi, vii; n=48); (3b) women experiencing
IPV prior to their current pregnancy, shaded dark gray (ii, iii, v ; n=64); and
(4b) women who experienced IPV at all time periods, shaded medium gray as
before (viii ; n=42) (see Figure 1). This classification accounted for 44% of
the variance (Wilks’s lambda = .56). There were no mean differences between
the 4 groups on practical aid support; therefore, “all” refers to the remaining
psychosocial variables.

UnivariateF tests indicated that Group 1b was significantly different, in
the expected direction, from Group 4b on all variables. Group 1b also dif-
fered from Group 2b on all variables except anxiety, again in the expected
direction. Group 1b did not differ from Group 3b on any outcome except
PTSD, where Group 3b had significantly worse scores. Few mean differ-
ences between Groups 2b and 3b or 2b and 4b were found; Group 2b scored
worse than 3b on both relationship satisfaction and depression, and Group 4b
scored worse than 2b on PTSD and anxiety. Finally, Group 3b and 4b differed
on all variables except for self-esteem, with Group 4b always scoring worse
than 3b. Group 4b had the highest severity of IPV, followed by Groups 2b and
3b. Group 1b (no IPV) differed significantly from each of the other three
groups, as did Group 4b. Groups 2b and 3b did not significantly differ from
one another.

In comparing the two, four-group classifications to the original two-group
classification, there are several interesting points to note. Fifty-one members
of the no IPV group in the two-group classification are the only members in
the no IPV group in either of the two four-group classifications. The remain-
ing 64 members of the no IPV group in the two-group classification shift into
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Group 3b in the four-group time classification or are spread between Groups
2a and 3a in the four-group partner classification. Finally, the 90 members of
the IPV group in the two-group classification are dispersed between two of
three groups in the four-group classifications. For the partner grouping, 48
participants joined Group 2a and 42 joined Group 4a. For the time grouping,
the same 48 participants and 42 participants joined Groups 2b and 4b,
respectively.

DISCUSSION

In the current study, women reported whether they had IPV in the last 6
months with the current partner, in the last year with the current partner, and
with a partner previous to the current one. We examined psychosocial out-
comes and possible differences between women when using a two-group cat-
egorization often employed by researchers (no IPV vs. IPV during the last 6
months) and two different four-group categorizations that created groups
based on time or partner.

Some of the women in the two-group, no IPV classification have actually
experienced IPV when a broader time period is examined. Forty-four percent
of the women who have not experienced IPV in the last 6 months also have
not experienced it during the broader period of their lives that we assessed;
however, 56% have some prior experience of IPV. In the partner classifica-
tion, about half of these women join the group who have only experienced
violence with their current partner; the other half join the group of women
who have only experienced violence with a previous partner. When exam-
ining the time classification, these same women constitute their own new
group, a distal violence group.

This finding suggests that grouping women into IPV versus no IPV, based
only on experiences during the past 6 months, may inadvertently categorize
some women as being nonabused, when, in fact, they are with partners who
have, prior to the last 6 months, abused them. The 6-month classification
made common sense in the present study given that we were assessing
women in the last trimester of their pregnancy and we wanted to determine, in
part, the effects of pregnancy on IPV. However, the MANOVA results of the
two possible four-group classifications indicate the manner in which a two-
group classification obscures real differences between these women. For
example, when comparing IPV to no IPV women in the two-group classifica-
tion, all of the psychosocial outcomes were significantly different, with
women experiencing IPV faring worse on all outcomes. However, in both of
the four-group classifications, most of the significant differences are
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between the no IPV and the chronic IPV groups—those women who have
experienced IPV at all the time points with both current and previous part-
ners. These clear-cut differences would be obscured if the IPV group was
composed of women who had experienced violence during the last 6 months.

This is potential support for researchers and theorists who argue that
chronic stress or chronic trauma causes deeper and more profound psycho-
logical suffering than stress or trauma that is acute and short-term (Brown &
Harris, 1978; Gersten et al., 1977; Herman, 1992a, 1992b). IPV may be such
a chronic stress in the lives of women (Woods & Campbell, 1993). Women
who are pregnant and also experiencing IPV may be under even greater stress
(Campbell et al., 1992; Stewart, 1994; Stewart & Cecutti, 1993).

The negative outcomes of chronic stress may be the result of several pro-
cesses. For example, chronic stress in one arena of an individual’s life can
lead to increased numbers of related but different stressors, both minor and
major (Sandler et al., 2000). Thus, chronic stress ultimately results in a com-
pounding of stress for the individual. Such an effect has been noted by
researchers studying IPV (e.g., Mitchell & Hodson, 1983).

Negative psychological effects of chronic stress have also been postu-
lated. Herman (1992a, 1992b) noted that individuals suffering from chronic
trauma, including IPV, may develop complex traumatic syndrome, which
includes PTSD symptoms as well as symptoms caused by the long-term
nature of the trauma, such as depression, anxiety, and characterological
changes caused by living in constant fear. Several theorists suggest that the
negative effects of IPV are due to the development of traumatic bonding as a
survival strategy in abusive relationships (Dutton & Painter, 1993; Graham
et al., 1994). Both complex traumatic syndrome and traumatic bonding the-
ory suggest a transactional relationship between women’s functioning and
IPV—the changes in women’s functioning that result from IPV may affect
the likelihood of future IPV experiences. In addition, empirical support finds
that higher levels of violence, as measured over the past year, are associated
with more psychological distress (e.g., Gelles & Harrop, 1989) and that past
abuse/trauma (although not necessarily IPV) was related to current PTSD
(Kemp et al., 1995).

When examining the two four-group classifications, the groups that have
the next worst outcomes (after the chronic IPV group) are those women who
experienced continuity of abuse with a current partner and those abused dur-
ing the current pregnancy (Group 2 in either of the four-group classifica-
tions). Thus, on psychosocial outcomes, recency of IPV as well as continuity
of IPV with one’s current partner matter. However, these women experience
no greater severity of abuse than those in Group 3. In both of the four-group
classifications, the psychosocial indicators of Group 3 look very similar to
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Group 1 (no IPV), and in both of these classifications, Group 3 indicates vio-
lence that occurred more distally (either with a previous partner or at a time
prior to the pregnancy). If our findings are replicated with other samples, they
would suggest that much survey literature, which uses a 1-year time frame to
assess violence, may be confounding very different experiences of IPV when
examining abused versus nonabused groups. Such markers for abuse miss
the significance of recent IPV with one’s current partner, the continuity of
IPV with one’s current partner, and the chronicity of IPV across different
partners and time periods.

Some possible limitations of these findings should be noted. First, the
four-group categorization is based, in part, on retrospective reports of IPV
experiences with the partner prior to the current one. Because the reports of
IPV in this study vary in terms of recency, they may also vary in salience. Past
IPV was queried by having participants indicate the beginning and ending
dates of the prior relationship and then showing them the SVAWS (this was
the identical procedure used to assess IPV with the most recent partner). Such
a procedure lessens the poor reliability associated with retrospective report-
ing of “subjective psychological states and family processes,” and focuses
the participant on more “memorable” events that show better recall (Henry,
Moffitt, Caspi, Langley, & Silva, 1994, p. 92). Thus, although procedures
minimized the possibility of errors in recall, it is possible that more serious
events were recalled with greater frequency than were less serious events.

Second, part of the manner in which the temporal experiences of IPV were
assessed (i.e., experiences with most recent previous partner) allowed each
participant to have a unique retrospective account. That is, some previous
partners may have been within the past year, others may have been much lon-
ger ago. The advantages of standardizing data collection across participants
created the disadvantage of including women in the chronic IPV group with
varying years experience of IPV. However, given that the women in this study
were relatively young (mean age = 25.4 years), there were not dramatic dif-
ferences in the length of time between the ending of the prior relationship and
the interview date or the length of the prior relationship itself.

However, the results of our study indicate that the variable time frame may
not be a threat to the validity of this study. First, if the measure of previous
partner abuse was meaningless because of the variable time frame, one would
expect that the amount of error variance would make it difficult, if not impos-
sible, to find a significant result for chronicity. However, chronicity is an
important grouping; most of the significant differences are between the no
IPV and the chronic IPV group. Second, sampling IPV with prior partners
that occurred at various time periods prior to the current relationship may be
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viewed as a valid methodology. In other words, we did, in effect, sample prior
intimate relationships of variable duration. That we find effects for chronicity
suggests that our results are generalizable to a wide variety of women and a
wide variety of prior relationship lengths.

A third limitation of this study was that it was cross-sectional. Thus, it is
not known whether the psychosocial outcomes are viewed as precursors or
predictors of IPV, as consequences, or both.

In summary, as the field of IPV moves toward greater specificity in under-
standing the types of violence that women experience, it behooves research-
ers to examine more closely the IPV experiences of their participants. This
study indicates the importance of assessing a participant’s history of IPV
when examining the effects of violence on psychosocial outcomes. Chro-
nicity of violence (across partners and time) is related to worse psychosocial
outcomes and greater severity of IPV. However, recency of IPV and continu-
ity of IPV with one’s current partner affect psychosocial outcomes more neg-
atively than more distal indicators of IPV (IPV only with previous partner,
and IPV prior to the current pregnancy). Thus, neither recency (last 6months)
nor continuity of IPV with one’s partner fully explain the psychosocial out-
comes of participants when examining groups beyond those having no IPV
and chronic IPV. Future research should attempt to assess retrospective histo-
ries of IPV in more detail, but, more importantly, prospective, longitudinal
studies are needed to examine these issues without the biases inherent in ret-
rospective methodologies.

NOTES

1. Women in the no IPV group were also older than women in the IPV group (means = 26.14
and 23.33, respectively). When age was added as a covariate in the analyses for the two groups,
the results did not change.

2. Criteria for membership in the no IPV group was based on no endorsement of items above
number 9 on the Severity of Violence Against Women Scales (SVAWS). However, severity
scores were calculated for all items on the SVAWS; hence, women in the no IPV group could
have a severity score.

3. The univariateF for age was significant for both of the four-group classifications. How-
ever, when age was added as a covariate in analyses for each of the four-group classifications, the
results did not change.

4. The three-category solution was: women with no history of IPV (i; n= 51); women experi-
encing IPV in their current pregnancy (iv, vi, vii, viii ; n= 90); and women experiencing IPV prior
to their current pregnancy (ii , iii , v; n = 64). A MANOVA indicated that this classification
accounted for 38% of the variance (Wilks’s lambda = .62).
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