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The purpose of the current study was to examine 

Dutton's (1992) model of moderating and mediating variables 

which may impact the relationship of violence from an 

intimate partner with the development of posttraumatic 

stress disorder (PTSD) symptoms. This model was tested 

within three ethnic groups (African American, n = 303, Euro-

American, n = 271, and Mexican American, n = 260), of low 

income, community women in serious, long-term relationships. 

Results indicated that the prevalence of PTSD in the current 

sample was similar to rates found in samples of battered 

women drawn from shelters or out-patient clinics as well as 

that of combat veterans and natural disaster victims. The 

co-morbidity of suicidality with PTSD was also examined 

within each ethnic group. 

Four phases of regression equations were conducted to 

test Dutton's (1992) model within each ethnic group. A clear 

distinction was made between mediating and moderating 

variables according to assumptions outlined by Baron and 



Kenny (1986). During Phase One, the fear of injury or death 

by one's partner was found to mediate the relationship of 

violence and PTSD symptoms for African American and Mexican 

American women, but not Euro-American women. When moderators 

were examined in Phase Two, ethnic differences were also 

observed. Variables measuring susceptibility factors in 

women's lives (e.g., past partner violence, childhood 

violence and sexual assault) moderated the impact of 

violence on the development of PTSD for African American 

women. Current environmental stressors (e.g., sense of 

safety and frequency of crime in the neighborhood) moderated 

the impact of violence on PTSD for Euro-American women, with 

no variable having moderating effects for Mexican American 

women. Phase Three combined the predictors within each of 

Dutton's (1992) moderating categories to understand the 

differential impact of these variables within each ethnic 

group. Finally, Phase Four equations examined the overall 

fit of the model for predicting PTSD symptoms within each 

ethnic group. The importance of the differences and 

similarities observed are discussed within a framework of 

the PTSD as well as domestic violence literature. 
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CHAPTER I 

INTRODUCTION 

Domestic violence has been the focus of research for 

many years. Most prominent in this literature has been the 

attention given to the prevalence and physical consequences 

of the violence men inflict on their partners (Gelles, 1993; 

Stark, Flitcraft, Zuckerman, Grey, Robinson, & Frazier, 

1981; Straus & Gelles, 1990), with early research paying 

little attention to the psychological consequences of 

sustaining acts of violence from one's partner (Gelles & 

Harrop, 1989). Many accounts have been clinical or anecdotal 

descriptions of the symptoms often seen in victims of 

domestic violence. These have included, but not limited to, 

depression, low self-esteem, drug and alcohol abuse or 

dependence, somatic concerns, anxiety, difficulty sleeping, 

hypervigilance, and recurrent memories of the abuse (Star, 

Clark, Goetz, & O'Malia, 1979; Walker, 1984). Many empirical 

studies on the psychological consequences of violence were 

done with relatively small, shelter, samples of women. As 

part of their research of the psychological ramifications of 

violence Gelles and Harrop (1989) reviewed early theoretical 

discussions that described battered women as 



characterologically deficient and masochistic. It was 

initially believed that psychological weaknesses inherent in 

the battered woman made her more vulnerable to battering or 

rape. These claims were later rejected as victim blaming and 

the field began to recognize that the symptoms were a result 

of the battering, not a precursor to it (Hilberman, 1980). 

Gelles and Harrop (1989) investigated the psychological 

consequences of partner violence in a national sample of 

women. They found that battered women who do not necessarily 

seek assistance from shelters also suffer from a series of 

psychological symptoms including somatic complaints, 

nervousness, depression, feelings of worthlessness, suicidal 

thoughts, and feelings of being overwhelmed. Increasingly, 

investigators are beginning to recognize that the symptoms 

of battered women are similar to victims of other types of 

trauma including combat, natural disasters and rape (Breslau 

& Davis, 1992; Green, Lindy, Grace, & Gleser, 1989; Jordan 

et al., 1991; Riggs, Kilpatrick, & Resnick, 1992). These 

findings also appear to challenge the view that there is 

something characterologically deficient among battered women 

and ultimately places the blame on the trauma rather than 

pathology inherent in the individual. 

The diagnosis most commonly used to conceptualize and 

aid in treatment planning for veterans and survivors of 



natural disasters is posttraumatic stress disorder (PTSD). 

The occurrence of PTSD and symptoms of PTSD in women who are 

the victims of domestic violence has recently received the 

attention of violence researchers (e.g., Astin, Lawrence, & 

Foy, 1993; Gleason, 1993; Houskamp & Foy, 1991; Kemp, Green, 

Hovanitz, & Rawlings, 1995; Kemp, Rawlings, & Green, 1991; 

Saunders, 1994; Vitanza, Vogel, & Marshall, 1995). This 

framework has been found to be useful in helping organize 

the symptoms commonly seen in victims of domestic violence. 

Unfortunately, the issue of ethnicity has been 

virtually ignored in this literature despite many studies 

showing that rates of violence toward women are higher among 

African American populations than among Euro-American 

populations (Gelles, 1993) and among Hispanic as compared to 

Euro-American samples (Straus & Smith, 1990). Although 

ethnic differences have been found for rates of PTSD among 

veterans and survivors of natural disasters (e.g., Penk et 

al., 1989; Norris, 1992), violence research has not examined 

how this important aspect of women's lives may affect the 

development and severity of PTSD. Authors have speculated 

that the discriminatory atmosphere within which the trauma 

occurs and the reaction of society afterwards contributes to 

these varying rates. Rasche (1988) described the unique 

considerations that must be given to women of color who are 



battered. Moreover, some studies have shown that violence 

toward women is more likely among people of low 

socioeconomic status (Gelles, 1993) although others have not 

found significant differences. Domestic violence is not 

exclusive to families of low income. However, to address the 

often problematic confound of ethnicity and poverty, it is 

important that populations of low income women, of varying 

ethnicity, from the community (as opposed to shelters) be 

included in the examination of the prevalence and 

development of PTSD among battered women. 

Understanding PTSD in battered women would appear to 

have important implications for practitioners. Several 

treatment approaches for PTSD (both psychopharmacological 

and therapeutic) have been empirically validated (e.g., 

Dutton, 1992; Embry, 1990; Frank, Kosten, Giller, & Dan, 

1990). Although many of these have been developed with 

veterans, aspects of the approaches can be extrapolated and 

developed for use with a battered population. Moreover, 

understanding the prevalence and development of PTSD in 

battered women may be important for forensic psychologists 

in that a majority of women who eventually kill their 

violent partner show signs of PTSD (Foster, Veale, & Fogel, 

1989; Grant, 1995; Kaser-Boyd, 1993). 



Characteristics of PTSD 

The field of psychology has long been concerned with 

individuals' responses to traumatic events (Horowitz, 1993). 

Results from diverse studies over the years have described 

similar symptoms (Weisaeth, & Eitinger, 1993). Yet, it was 

not until the third edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-III: American 

Psychiatric Association, 1980) that these symptoms were 

organized into the formal diagnostic disorder of 

posttraumatic stress disorder (PTSD). Much of the early 

research documented the similarity of psychological symptoms 

demonstrated by combat veterans. However, the 

conceptualization has been expanded and examined in relation 

to the psychological consequences of such traumatic events 

as rape (Kilpatrick, Best, Saunders, •& Veronen, 1988; Riggs, 

Kilpatrick, & Resnick, 1992), childhood sexual abuse 

(Greenwald, & Leitenberg, 1990), natural disasters (Green, 

1993) and domestic violence (Astin et al., 1993; Kemp et 

al., 1991). 

In the revision of the third edition of the Diagnostic 

and Statistical Manual of Mental Disorders (DSM-III-R: 

American Psychiatric Association, 1987) the traumatic event 

was necessarily "outside the range of normal human 

experience. This requirement was deleted in the fourth 



edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-IV; American Psychiatric Association, 1994) 

because it was confusing and the prevalence of traumatic 

stressors was thought to no longer be low in the general 

population. In the eighties, it was controversial to apply 

PTSD to battered women due to the high prevalence of 

physical and sexual assault among women in this country 

(Goodman, Koss, & Russo, 1993). The decision to exclude the 

phrase, "outside the range of normal experience," allowed 

the symptoms of battered and raped women to be classified in 

the same way as the similar symptoms of combat veterans or 

disaster victims. 

According to the DSM-IV (1994), the essential feature 

of PTSD is a characteristic pattern of symptoms following 

exposure to an extreme, traumatic stressor. The traumatic 

stressor must have specific features. First, exposure to an 

extreme stressor must involve learning of the actual death, 

threatened death, serious injury, or threat to the physical 

integrity of a family member or close associate; witnessing 

such an event occurring to any person; or personally 

experiencing such a severe threat or injury. Second, 

response to this extreme stressor must involve intense fear, 

helplessness or horror. 
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Following exposure to the extreme stressor, the DSM-IV 

(1994) requires three criteria of symptoms to be present to 

warrant a diagnosis. The first symptom criterion of PTSD 

involves reexperiencing the traumatic event in at least one 

of several ways: recurrent and intrusive recollections; 

recurrent distressing dreams of the event; acting or feeling 

as if the traumatic event were recurring (e.g., illusions, 

hallucinations, dissociative flashbacks); intense 

psychological distress at exposure to internal or external 

cues that symbolize or resemble an aspect of the event; or 

physiological reactivity when exposed to such cues. The 

second symptom criterion is persistent avoidance of stimuli 

associated with the trauma and numbing of general 

responsiveness that was not present before the trauma. 

Diagnosis requires that these avoidance symptoms are 

expressed in at least three of the following ways: efforts 

to avoid thoughts, feelings or conversations associated with 

the event; efforts to avoid activities, places or people 

that arouse recollections of the event; inability to recall 

an important aspect of the event; markedly diminished 

interest or participation in significant activities; 

feelings of detachment or estrangement from others; 

restricted range of affect; or a sense of a foreshortened 

future (American Psychiatric Association, 1994). The third 
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symptom criterion requires the presence of at least two 

persistent symptoms of increased arousal: difficulty falling 

or staying asleep; irritability or outbursts of anger; 

difficulty concentrating; hypervigilance; or an exaggerated 

startle response. 

The DSM-IV (1994) requires that all three criteria of 

symptoms or reactions to the event be present for at least 

one month to warrant a diagnosis. Finally, the symptoms must 

be sufficiently strong to cause clinically significant 

distress or impairment in social, occupational, or other 

important areas of functioning. A differentiation is also 

made between symptoms which are acute (lasting less than 

three months) and chronic (lasting more than three months). 

In addition, the DSM-IV (1994) noted an increased risk 

of Panic Disorder, Agoraphobia, Obsessive-Compulsive 

Disorder, Social Phobia, Major Depressive Disorder, 

Somatization Disorder, and Substance Related Disorders among 

individuals with PTSD. It is not known, however, the extent 

to which these disorders precede or follow the onset of 

PTSD. The list of other symptoms associated with PTSD 

include impaired modulation; self—destructive and impulsive 

behavior; dissociative symptoms; somatic complaints; 

feelings of ineffectiveness, shame, despair or hopelessness; 

feeling permanently damaged; a loss of previously sustained 



beliefs; hostility; social withdrawal; feeling constantly 

threatened; impaired relationships with others; and a change 

from previous personality characteristics. The DSM-IV (1994) 

explicitly noted that these symptoms are especially likely 

when the stressor is of an interpersonal nature. Domestic 

violence is one such interpersonal situation which clearly 

meets the requirements for the traumatic stressor. At an 

extreme level women are killed by their partners after many 

serious beatings (Campbell, 1981; Rosenberg, Stark, & Zahn, 

1986; Wilson & Daly, 1993). Other battered women may seek 

help in emergency rooms for very serious injuries (Campbell, 

1992; Stark & Flitcraft, 1988; Stark et al., 1981), while 

others may not require medical attention, but still suffer 

lesser injuries (Straus & Gelles, 1990) . Thus women with a 

violent partner experience the threat of death, injury or 

physical integrity required of the stressor for a PTSD 

diagnosis (Douglas, 1987; Walker, 1991). Results reported 

recently clearly show that a man's violent acts may cause 

PTSD in his female partner (e.g., Astin et al., 1995; 

Houskamp & Foy, 1991; Kemp et al., 1995). 

PTSD Symptoms in Victims of Domestic Violence 

A matter which is often not directly addressed is that 

of the definition of a "battered" woman. Clearly, a woman 

does not receive this label only when she is injured by her 
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partner, when she has to call the police because of his 

violence, or when she enters a shelter. Moreover, those 

women who might be defined as battered, would likely not 

self identify with this term, as this word carries various 

meanings to different people (Koss, 1992). Therefore, 

battering is better thought of in specific behavioral terms. 

There are many behaviors which can be described as 

battering. A definition of "batter" set forth in the Random 

House College Dictionary is "to damage by beating or 

subjecting to rough usage." (Stein, Hauck, & Su, 1975, p. 

115). Straus (1990) and Marshall (1992) have developed 

scales which attempt to capture some of these behaviors 

characteristic of beating or rough usage. However, these 

measures do not include only items describing behaviors 

which may cause physical injury. They also include threats 

of violence to the woman or others for whom she cares, 

violence directed at material things, sexual behaviors, as 

well as aggressive behaviors such as "shook or roughly 

handled." Another aspect of battering is that this is 

intentional human action which has been described as 

deliberate, negligent and or malicious (Green, 1990; Karl, 

1989; Woods & Campbell, 1993). Moreover, these are behaviors 

perpetrated by an intimate partner, not a stranger or 

acquaintance. With this in mind, trauma that occurs from 
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intentional human behaviors has been hypothesized to be more 

psychologically harmful and disruptive than those of natural 

disasters (Woods & Campbell, 1993). Therefore, although the 

specifics may vary from individual to individual, a battered 

woman can be described as a woman who fears for her safety; 

or that of loved ones, because of the intentional 

threatening behaviors of an intimate partner. These 

threatening behaviors may include, but are not limited to, 

such things as threatening looks, verbal threats, destroying 

material things, withholding necessary items, demeaning and 

embarrassing behaviors, as well as physical assaults. 

Another issue in the domestic violence literature has 

been whether PTSD described in the DSM-III (1980) and the 

DSM-III-R (1987) was appropriate to described the symptoms 

often seen in battered women or whether a separate 

diagnostic category was necessary. Several authors (Douglas, 

1987; Goodman et al., 1993; Walker, 1984; Woods & Campbell, 

1993) have argued that PTSD does not fully describe the 

symptom constellation. Rather, they asserted that the 

Battered Woman Syndrome is more specific to the unique 

situations of battered women (Walker, 1984) and contended 

that the syndrome should be used as a separate diagnostic 

consideration and conceptualization tool. 
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Douglas (1987) described the Battered Woman Syndrome as 

a series of symptoms that can be divided into three major 

categories. First is the severe effects of the trauma. These 

include all of the symptoms addressed in the DSM-IV (1994) 

for a PTSD diagnosis, but may also include a lowered self-

esteem. The second category is learned helplessness deficits 

resulting from repeated victimization and reactions to it by 

the woman and others. The third category is the development 

of self-destructive coping responses to the violence (e.g., 

drug or alcohol abuse). Studies have empirically validated 

that victims of domestic violence demonstrate many of the 

symptoms described in the Battered Woman Syndrome. These 

include intrusive thoughts (e.g., Astin et al., 1993; 

Saunders, 1994); re-experiencing of the violence, avoidance 

symptoms such as memory loss and affective numbing (e.g., 

Finkelhor & Yllo, 1985; Saunders, 1994); depression and 

suicidal ideation (e.g., Campbell, 1989; Gleason, 1993; 

Vitanza et al., 1995); sleep disturbances (e.g., Kemp et 

al., 1995; Saunders, 1994); loss of interest in activities 

that previously held interest, difficulty concentrating, 

hypervigilance (e.g., Saunders, 1994); use of drugs and 

alcohol, anxiety (e.g., Gleason, 1993); and somatic 

complaints (e.g., Koss, Woodruff, & Koss, 1990) among 
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others. Given these findings, the battered women syndrome 

was thought to be a better diagnostic description than PTSD. 

In the past, these arguments seemed to be valid. The 

Battered Woman Syndrome has never been included in any 

edition of the DSM and the diagnostic category of PTSD did 

not appear to adequately capture all the symptoms described 

in this syndrome. The DSM-III-R (1987) listed only 

depression, anxiety, guilt, impulsive behavior, failing 

memory, difficulty concentrating, emotional lability, 

headaches and vertigo as associated symptoms. The DSM-IV 

(1994) countered the argument for a separate diagnosis of 

Battered Woman Syndrome by listing symptoms previously 

believed to result specifically from a partner's violence 

under PTSD associated symptoms. In actuality, research has 

found that these symptoms are characteristic of individuals 

who have suffered any traumatic event(s), not just 

battering. For example, Friedman (1990) discussed the high 

rate of comorbid disorders which often occur with PTSD among 

Vietnam veterans and argued that uncomplicated PTSD is very 

rare. He reviewed studies of veterans in which 50% to 80% of 

the sample diagnosed with PTSD also met diagnostic criteria 

for other disorders including alcoholism, substance abuse or 

dependency, personality disorders, major depressive 

disorder, and panic disorder. Others (Breslau & Davis, 1992; 
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Green et al., 1989; Jordan et al., 1991) have found similar 

results. Singh, Malancharvil and Reed (1991) found no 

differences on the MMPI for women who had been battered and 

women diagnosed with PTSD from exposure to other types of 

traumatic events. They concluded there was no need to 

continue arguing for a separate diagnosis for battered 

women. 

Several authors have recently recognized that a PTSD 

framework is useful for conceptualizing symptoms of battered 

women. Walker (1991), who did not completely relinquish her 

earlier (1984) arguments for a distinct diagnosis, recently 

discussed the Battered Woman Syndrome as a subcategory of 

PTSD using the PTSD diagnostic symptoms as a framework on 

which to build interventions. Furthermore, Saunders (1994) 

argued that battered women may benefit from understanding 

their reactions within a PTSD framework. This approach 

normalizes women's experiences to some extent by recognizing 

the commonality of symptoms caused by different types of 

traumatic events. Giving battered women information on the 

prevalence of specific symptoms, may reduce anxiety and the 

sense of powerlessness arising from the disorder itself. 

Although there may never be complete agreement about 

whether the diagnosis of PTSD fully characterizes symptoms 

of women who sustain a partner's violence, this framework 
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appears to hold promise for depathologizing women's 

reactions and having a base from which to draw 

interventions. This is evidenced by the increasing number of 

studies addressing PTSD symptoms in women who have been 

victims of domestic violence (Astin et al., 1993; Astin et 

al., 1995; Gleason, 1993; Houskamp & Foy, 1991; Kemp et al., 

1995; Kemp et al., 1991; Saunders, 1994; Vitanza et al., 

1995; West, Fernandez, Hillard, Schoof, & Parks, 1990). 

Prevalence of PTSD. The prevalence of PTSD among women 

may be higher than among men, especially among battered 

women. Estimates of rates of PTSD in the general population 

have ranged from 1% (Helzer, Robins, & McEvoy, 1987) to 1.3% 

(Davidson, Hughes, Blazer, & George, 1991) up to 2.6% 

(Shore, Vollmer, & Tatum, 1989). In contrast, Resnick, 

Kilpatrick, Dansky, Saunders, & Best (1993) found that the 

lifetime PTSD prevalence rate was 12.3% in a national sample 

of women. The rates have increased dramatically when samples 

of battered women were used. Estimates of the prevalence has 

ranged from highs of one third (Astin et al., 1993; Gleason, 

1993) to 84% (Kemp et al., 1991) across these studies. 

Almost all studies examining PTSD in battered women 

have used samples consisting of women who sought help 

specifically for their partner's violence. Rates of PTSD 

might be expected to be especially high among these women. 
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This is particularly likely when samples are drawn from 

battered women shelters because these women have fled their 

homes and are living in unfamiliar environments. Thus, the 

trauma of these women is often compounded. West and 

colleagues (1990) found that 46.7% (14 of 30 women) of a 

shelter sample met diagnostic criteria for PTSD. Nine of 

these women were also diagnosed with major depressive 

disorder. Houskamp and Foy (1991) found similar rates in 

their sample of 26 women. Based on the PTSD Symptom 

Checklist (Foy, Sipprelle, Reuger, & Carroll, 1984), 43%, 

and on the Structured Clinical Interview for the DSM-III-R 

(1987), (SCID; Spitzer & Williams, 1986), 45% of their 

sample were found to meet diagnostic criteria. Houskamp and 

Foy (1991) contrasted women in high and low violence 

exposure groups. Women who had sustained an injury requiring 

a physician's care, believed their lives were in danger, or 

had a knife or gun used on them three or more times were 

placed in the high violence group and compared to those who 

had been exposed to these incidents fewer than three times. 

They found a significantly higher percentage of subjects 

with full PTSD as measured by the SCID in the high violence 

exposure group (60%) than in the low violence group (14%). 

This difference was not found, however, when utilizing the 

PTSD Symptom Checklist. 
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Kemp et al. (1991) assessed PTSD in a shelter sample of 

77 women. According to responses on an interview schedule 

developed for the study, 84.4% of the sample met DSM-III-R 

(1987) criteria for PTSD. Scores on the Impact of Events 

Scale (IES; Horowitz, Wilner, & Alvarez, 1979) and the 

Symptom Checklist 90-R (SCL 90-R; Derogatis, 1983) were 

similar to scores found in studies of individuals seeking 

help for parental bereavement and among Vietnam veterans. 

Thus, women who seek assistance from domestic violence 

shelters apparently experience symptoms similar to those 

exposed to other types of trauma. 

Some studies did not limit their sample to women who 

entered a shelter. Astin et al. (1993) found that 33% of 53 

women who sought help for domestic violence from a shelter 

or a counseling center were diagnosed with PTSD using a 

conservative procedure requiring positive symptoms on both 

the IES and the PTSD Symptom Checklist. In contrast, more 

than half of the sample was classified as having PTSD when 

only the PTSD Symptom Checklist (55%) or the IES (58%) was 

used alone for classification. 

Gleason (1993) examined the occurrence of DSM-III 

(1980) diagnoses in battered women entering shelters (n=30) 

or seeking outpatient assistance for violence (n=32) as 

compared to community women from a national study. Results 
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indicated that 40% of the shelter group and 31% of the 

outpatient group met diagnostic criteria for PTSD as 

measured by the Diagnostic Interview Schedule for the DSM-

III (1980). Significantly higher rates were found in these 

two groups than in the community sample, in which 1% of 

women had PTSD. Battered women (both shelter and outpatient) 

also had significantly higher rates of associated disorders 

(major depression, simple phobia, agoraphobia, obsessive-

compulsive disorder, generalized anxiety disorder, alcohol 

abuse or dependence and antisocial personality disorder) 

than the comparison sample. In addition, the outpatient 

group also had significantly higher rates of drug abuse or 

dependence, dysthymia, and panic disorder than did women in 

the community group. 

Saunders (1994) also compared symptoms in two groups of 

battered women. One group (n=159) sought treatment from 

domestic violence programs (DVP) including shelters, support 

groups, partners of men in programs for batterers, or 

responded to newspaper advertisements. The second group 

(n=33) sought treatment for violence from non-domestic 

violence programs (NDVP) such as private practitioners, 

family service agencies, mental health centers or 12-step 

programs. Sixty percent of the DVP and 62% of the NDVP group 

met full diagnostic criteria for PTSD, however, the total 
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number of symptoms experienced tended to be higher in the 

DVP group. Intrusive memories of the abuse was the most 

common PTSD symptom, reported by 90% of the entire sample. 

To measure violence, Saunders used an adapted (10 items 

added) version of the Conflict Tactics Scale (CTS; Straus, 

1979). Two items (verbally pressured you to have sex and 

physically forced sex on you) were used to measure sexual 

aggression. Saunders called the three dimensions that 

emerged from factor analysis: psychological, physical and 

life-threatening abuse. Although it was not clearly stated, 

from Saunders' description of the items added, it appears 

that the psychological factor was composed primarily of 

overt non-violent threats (e.g., "made threats to leave the 

relationship") and verbal threats of violence rather than 

items reflective of psychologically abusive acts or 

statements. Results indicated that women in the DVP group 

had significantly higher scores on the "psychological" 

(verbal threats), physical and sexual aggression subscales 

than the NDVP group. Additionally, significantly more DVP 

women experienced severe violence (beat up, choked or 

strangled, threatened with a knife or gun, used a knife or 

gun) than the NDVP women. Only 6% of the DVP group had never 

incurred injuries from the violence, whereas 27% of the 

women in the NDVP group reported no injuries. On the 9 
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symptoms measured by the Diagnostic Interview Schedule for 

PTSD, the groups differed on only one. The DVP group 

reported experiencing feeling ashamed of being alive more 

frequently than the NDVP group. 

In addition, Saunders (1994) developed a Family 

Violence specific PTSD scale. Scores were higher for the DVP 

than the NDVP women on several items ("unpleasant memories 

of the abuse you can't keep out of your mind," "trying to 

avoid activities or situations that remind you of the 

abuse," not able to remember important aspects of the abuse, 

much less interest in important activities since the abuse, 

"not having your normal range of feelings since the abuse," 

difficulty falling or staying asleep, difficulty 

concentrating, being overly alert, and very easily 

startled). These results indicate that although women 

seeking assistance from shelters and those seeking 

outpatient treatments may have similar rates of PTSD, the 

types and severity of symptoms may differ. 

A few investigators have explicitly recognized that the 

small proportion of women who seek help specifically for 

violence inflicted by their partners probably differ from 

most women who sustain violence in a number of ways. 

Further, women who sustain violence may be similar to other 

women in distressed relationships in some ways, but differ 
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in others. These investigators have expanded recruitment of 

their samples beyond women who seek help specifically for 

violence. Astin et al. (1995) found higher rates of PTSD in 

battered women in a shelter than among maritally distressed 

women in nonviolent relationships seeking treatment in 

therapy clinics. Women were included in the maritally 

distressed group only if they had scores of 5 or lower on 

what Astin et al. termed low-level violence (i.e., shoving, 

slapping, pulling hair) and reported no high level (i.e., 

beating, choking, burning, inflicting knife or gun shot 

wounds, etc.) violence on the CTS. The domestic violence 

group had a significantly higher (58%) PTSD rate than the 

maritally distressed group (18.9%), as measured by the SCID-

R. Moreover, severity of PTSD symptoms were significantly 

higher for women in the violence group than the maritally 

distressed group. 

Kemp et al. (1995) examined the prevalence of PTSD in a 

sample of 48 women who sustained verbal aggression (i.e., 

insults, sulking, spiteful behavior) and 179 women who 

sustained physical violence from their partners as 

differentiated on the CTS. Women were recruited from 

therapist referrals, newspaper advertisements as well as 

shelters and outpatient groups. Different rates were found, 

depending on the measure used. Among battered women, 81% met 
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the criteria according to the PTSD Self-Report Scale (Kemp 

et al., 1991). However, the rate was lower for battered 

women still in the relationship (68.6%) than among those who 

were out of the relationship (85.9%). Sixty-two percent of 

women in the verbal abuse group met the criteria for PTSD. 

Utilizing the Mississippi Scale for PTSD (M-PTSD; 

unpublished scale by Fairbank, n.d.) lower rates were found 

for battered (43%) and verbally abused (20.8%) women. The 

authors speculated that the rate difference was a function 

of an unnecessarily high cut-off score on the M-PTSD which 

was normed on veterans, as opposed to civilian populations. 

In addition, women who were positive for PTSD had higher 

scores for physical violence and verbal aggression, a larger 

number of injuries, more forced sex incidents and reported 

higher subjective degrees of threat from the violence than 

those who did not meet the criteria for PTSD. 

Vitanza et al. (1995) examined the relationship between 

psychological abuse and PTSD symptoms in 93 community women. 

Vitanza et al.'s comparison should be distinguished from 

Kemp et al.'s (1995) study, in that Kemp et al. only 

included women who reported verbal aggression in their 

relationships rather than also assessing subtle and overt 

acts of psychological abuse. Vitanza et al. recruited women 

through newspaper advertisements, flyers and public service 
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announcements asking for women who had been in long-term 

"bad" or "stressful" relationships. Women were included if 

they received a cut-off score of 200 or higher on a 51 item 

psychological abuse scale devised for the study. A second 

order screening, using the Severity of Violence Against 

Women Scales (Marshall, 1992), divided women into groups 

based on their partner's severe, moderate or no violence. 

Using the Crime-related PTSD Scale (CR-PTSD; Saunders, 

Arata, & Kilpatrick, 1990) 55.9% of the total sample met the 

cut-off score that identified them as PTSD positive. Scores 

for the moderate violence group were between the high mean 

obtained for the severe violence group, and significantly 

lower mean for the psychological abuse group. However, the 

mean score of the psychological abuse group was above the 

cut-off score for PTSD. Thus symptoms of PTSD may be present 

in women who have not sustained violence nor sought 

assistance for battering if they are in psychologically 

abusive relationships. These symptoms may then be 

exacerbated by more overt acts of violence. 

Clearly, PTSD and stress related symptoms occur at a 

higher rate among battered women than among the general 

public. However, it should be kept in mind that with the 

exception of a few studies (i.e., Kemp et al., 1995; 

Saunders, 1994; Vitanza et al., 1995), the samples were 
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drawn from shelters or other outpatient services where women 

sought help for their partners' violence. As noted earlier, 

women in these clinical samples are likely to differ in a 

number of ways from women who sustain violence but do not 

seek professional help for the violence. 

Predictors of PTSD. Dutton (1992) proposed a model that 

is useful in understanding the development of symptoms 

sufficiently severe to cause women who sustain violence from 

their partners to be diagnosed with PTSD. She asserted that 

the violence does not directly produce posttraumatic stress 

reactions. Rather, the presence of six categories of 

mediating factors determine whether victims develop PTSD. 

The six categories are: (a) other current life stressors 

(e.g., illness or disability, seriously ill child, job 

stress), (b) social support and other resources, (c) 

susceptibility or vulnerability factors (e.g., childhood 

abuse, rape, violence in a prior adult relationship), (d) 

other positive and negative aspects of the relationship, (e) 

personality variables; and, (f) others' responses to the 

violence. In addition, the strategies women use to escape, 

avoid or survive the violence influence and are influenced 

by women's stress reactions and are mediated by the six 

categories of variables. Although Dutton's model is not well 

developed in terms of specifying exact relationships among 



25 

the variables, violence and. stress reactions, her model is 

useful to further explore differences in posttraumatic 

response patterns. 

Dutton's (1992) categories of mediators are more 

detailed than other published models. Green, Watson, and 

Lindy (1985) discussed the impact of factors in the recovery 

environment, experience of the trauma and individual 

characteristics. Similarly, Astin et al. (1993) discussed 

post-trauma, trauma and pre-trauma variables. Moreover, 

Astin et al. (1993) found that the post-trauma variables and 

the absence of positive factors in women's lives (e.g., 

social support) were more strongly related to the 

development of PTSD symptoms than pre-trauma and negative 

variables. 

Studies have not explicitly used Dutton's (1992) model, 

but many have examined the relationship of trauma variables 

as well as what she has described as mediating variables to 

PTSD. Results have indicated that severity (e.g., Astin et 

al., 1993; Houskamp & Foy, 1991); frequency (e.g., Kemp et 

al., 1995); and duration (e.g., Houskamp & Foy, 1991) of the 

violence; a history of violence in childhood or by past 

partners (e.g., Astin et al., 1993; Kemp et al., 1995); the 

presence of severe psychological abuse (Vitanza et al., 
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1995); and social support (Astin et al., 1993; Kemp et al., 

1995) appear to impact the development of PTSD symptoms. 

Several studies have found that the severity of the 

violence is related to the development of PTSD symptoms 

(Astin et al., 1993; Astin et al., 1995; Houskamp & Foy, 

1991; Kemp et al., 1995; Vitanza et al., 1995). It makes 

intuitive sense that the more severe the traumatic event, 

the more severe the symptoms are likely to be. The exact 

nature of this relationship is difficult to assess, however. 

Several studies (Astin et al., 1993; Astin et al., 1995; 

Houskamp & Foy, 1991; Kemp et al., 1995) used the original 

or a modified version of the Conflict Tactics Scale. 

Problems associated with this scale are addressed under 

limitations of previous research. 

Somewhat related to frequency, Astin et al. (1993) 

found that recency of the last violent episode was related 

to PTSD symptoms. Additionally, PTSD positive battered women 

had significantly higher mean multiple trauma rates than 

PTSD negative battered women. These results are unclear in 

that they did not explicitly define "multiple traumas" and 

adult partner violence may have been combined with past 

childhood abuse in the analysis. Moreover, the exact 

frequency with which these traumas occurred was not clearly 

reported. 
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Rather than directly assessing duration of violence, 

length of the relationship has been examined in relation to 

PTSD symptoms. Relationship duration has been significantly 

correlated with SCID and the PTSD Symptom Checklist scores 

(Houskamp & Foy, 1991) and severity of PTSD symptoms (Kemp 

et al., 1991). However, Kemp et al. (1991) found that it had 

a weaker relationship than other variables. In contrast, 

Astin and colleagues (1993, 1995) found no correlation 

between relationship duration and PTSD. The discrepancies 

may be due to the differences in the way PTSD symptoms were 

assessed. Moreover, violence may develop early in some 

relationships and relatively later in others. In actuality, 

knowing the length of a relationship gives no real 

information about the duration of violence. 

A history of abuse as a child is another mediating 

factor that has been frequently assessed, even among 

veterans. Vietnam Veterans with the most severe and chronic 

forms of PTSD often report previous childhood abuse (Engel 

et al., 1993; Lambert, Hendrickse, Andrews, Zelanko, & 

Fowler, 1996). Although early physical and sexual abuse may 

have different effects, they have not always been 

differentiated in the literature. Kemp et al. (1995) found 

that childhood abuse was related to symptoms of PTSD, but 

they combined physical and sexual abuse. Astin et al. (1993) 
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combined several family stressors including a child being 

removed from the home, mother being battered, and physical 

abuse of siblings into one variable which was related to 

PTSD intensity. Kemp et al. (1991) combined prior trauma as 

an adult and as a child into one variable, but found no 

significant differences on PTSD outcome measures for women 

who were positive for past trauma and those who were 

negative. West et al. (1990) found that 7 of the 9 women who 

met diagnostic criteria for PTSD and Major Depressive 

Disorder had witnessed domestic violence in their homes as 

children. Of these 9 women, 7 reported sustaining physical 

violence as children and 5 reported witnessing and 

sustaining violence during their childhood. Astin et al. 

(1995) examined the differences between sexual abuse and 

physical violence and found that the presence of childhood 

sexual (but not physical) abuse significantly predicted 

variance in PTSD severity levels. 

The presence of past violent relationships as an adult 

has also been examined and distinguished from other forms of 

abuse. Astin et al. (1993) and Kemp et al. (1995) found that 

this was not important in predicting PTSD. Moreover, when 

Kemp et al. (1991) combined past adult partner violence with 

all other past (childhood and adult) abuse no significant 

relationship was found. However, in all of these studies, 
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researchers only asked about the presence or absence of past 

abuse with a few demographic questions. It is unclear why 

the CTS would be used to assess violence in a current 

relationship and not in past relationships in this 

literature because that method is often used by other 

violence researchers. Better measures which more clearly 

assess the severity of past violence from partners and in 

childhood need to be utilized to develop a clear picture of 

the relationship between these variables and PTSD 

symptomology. 

Social support was also described as a mediating 

variable by Dutton (1992). Astin et al., (1993) found that 

social support was negatively correlated with the severity 

of PTSD symptoms in a shelter sample of battered women. Kemp 

et al. (1995) found that perceived social support from 

friends was negatively related to PTSD. It should be noted, 

however, that subjective perception of the support was 

related to PTSD symptoms, but size of women's social 

networks was not. 

Finally, the psychological abuse that often accompanies 

the violence is a trauma variable which is likely to impact 

the severity of PTSD symptomology. However, the few studies 

(Kemp et al., 1995; Vitanza et al., 1995) which have 

examined psychological abuse have not directly examined its 
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relationship to PTSD symptoms. Rather, women who were 

psychologically abused, or minimally physically abused 

constituted separate comparison groups. 

Ethnicity and PTSD 

Little attention has been given to the need to 

conceptualize and study the unique difficulties afforded to 

women of color who are victims of domestic violence 

(Campbell, 1985; Javier, Herron, & Bergman, 1994; Rasche, 

1988). Even less work has been done to understand factors 

which put women of varying ethnicity at risk for developing 

PTSD or distress related symptoms (Kirmayer, Young, & 

Hayton, 1995). The samples used in studies of violence and 

PTSD have been predominately Euro-American (e.g., Houskamp & 

Foy, 1991; Kemp et al., 1995; Saunders, 1994; Vitanza et 

al., 1995), with only one study (Astin et al., 1993) 

considering ethnicity. Astin and colleagues (1993) reported 

that because ethnicity (coded as a dummy variable) was not 

correlated with PTSD scores they did not enter it into the 

regression equation. However, what was not examined was 

whether different variables predicted PTSD scores for women 

of different ethnic groups. 

Traumas other than domestic violence. Ethnicity has 

been considered by trauma researchers studying combat 

veterans (e.g., Penk & Allen, 1991; Schlenger, Kulka, 
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Fairbank, & Hough, 1992) and natural disasters (e.g., 

Norris, 1992; Shannon, Lonigan, Finch, & Taylor, 1994). 

Ethnic differences have been found in rates and severity of 

PTSD in these populations. Unfortunately, these researchers 

have generally utilized samples of men. Extension of the 

findings to women is necessarily speculative. 

Ethnic differences have been found among the most 

commonly studied group in the PTSD literature - veterans. 

Fontana and Rosenheck (1994) utilized a large sample of male 

Vietnam veterans. Although being Hispanic was directly 

related to PTSD symptoms, for African Americans the effect 

of ethnicity was mediated by the absence of post-military 

traumas. The authors had no explanation for this difference, 

but it clearly indicates that ethnicity should be 

considered. 

Penk et al. (1989) found that African American veterans 

who were exposed to heavy combat had significantly higher 

scores on a PTSD checklist (Figley, 1977) than Euro-American 

or Hispanic veterans exposed to heavy combat. No ethnic 

differences were found for veterans who were exposed to no 

or light combat and Euro-American and Hispanic veterans were 

similar, regardless of combat exposure. These results seem 

to contradict Fontana and Rosenheck's (1994) findings in 

that Hispanic ethnicity did not appear to put the veterans 
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at greater risk for PTSD symptomology. However, Penk et 

al.'s sample was drawn from a chemical dependency unit 

whereas Fontana and Rosenheck's data were based on a large 

community sample of veterans. Therefore, is should be 

considered that Hispanic veterans who seek treatment may be 

different from those in a more general community population, 

and, as a result, confound these findings. 

Ethnic differences for rates of PTSD were found among 

military personnel mobilized for active duty during the 

Persian Gulf War (Sutker, Davis, Uddo, & Ditta, 1995a). As a 

whole, ethnic minority soldiers scored higher on measures of 

PTSD and were more likely to be classified as PTSD positive 

than Euro-American soldiers. Differences among minorities 

were not addressed nor was the possibility of delayed (more 

than one year) symptoms. 

Norris (1992) investigated the frequency and impact of 

three categories of trauma in a community sample that had 

endured Hurricane Hugo. Ten specific traumas were assigned 

to one of three categories: lifetime crime (robbery, 

physical assault or sexual assault), lifetime hazard (fire, 

disaster or hazard - including hurricane Hugo), and lifetime 

accident (motor vehicle crashes or tragic deaths). A 

category of "any event" was used to summarize all of these 

traumas as well as combat, which was not included elsewhere. 



33 

Over the course of their lives, Euro-Americans were more 

likely to have experienced traumatic events than African 

American individuals with the exception of motor vehicle 

accidents. On the other hand, African Americans (especially 

men) exhibited the highest levels of perceived stress. No 

ethnic differences were found for rates of diagnosable PTSD, 

however. Norris argued that although African Americans 

reported fewer traumatic events, those they experienced were 

subjectively more serious in nature. Moreover, she 

speculated that the significantly lower socioeconomic level 

of African Americans in the sample would cause them to 

perceive greater stress than Euro-Americans from similar 

events because of their relative lack of resources. Further, 

as others have discussed (e.g., Penk & Allen, 1991), African 

Americans are likely to sustain prejudicial treatment and 

neglect after the trauma which, in turn, may enhance the 

effects of the event. 

Shannon et al. (1994) found racial differences for the 

impact of Hurricane Hugo in a large sample of African 

American, Euro-American and other minority children in 

grades 5 through 11. African American children differed from 

others on severity of exposure, degree of home damage, 

continued displacement, parents' occupation level and 

reported levels of trait anxiety. Despite controlling for 
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these differences, African American children reported 

significantly more symptoms than did other children related 

to reexperiencing the event, avoidance of stimuli associated 

with the event, and increased arousal. Moreover, the total 

number of their symptoms was higher than the other children. 

In contrast, there were no racial differences among children 

positive for a diagnosis of PTSD. Thus, ethnic differences 

may not exist when one considers the criteria necessary to 

meet a diagnosis of PTSD. However, the ethnic differences in 

stress symptoms experienced are clinically relevant. 

From these results, it is clear that more investigation 

is needed to discern whether individuals of color are at 

greater risk for specific symptoms, severity of symptoms and 

the development of PTSD. Moreover, there is reason to 

believe that African American and Hispanic individuals are 

likely to differ from each other and from Euro-Americans, 

but too little is known to predict when these groups will 

and will not differ. Similarity between the symptom pattern 

of battered women and individuals who have suffered from 

other kinds of traumas (e.g., Singh et al., 1991) is 

important to note, but the degree to which ethnic 

differences among men or children can be extrapolated to 

battered women of minority status is unclear. 
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Domestic violence. Unfortunately, ethnicity has rarely 

been considered in the violence literature except in terms 

of prevalence. Ethnicity has not been considered in research 

on violence and PTSD symptoms. The discussions that exist 

are largely based on anecdotal evidence and are speculative 

in nature. Rasche (1988) discussed issues which may be 

unique to battered women of color. She argued that battered 

women face three primary sets of problems, the first of 

which is the abuse itself. There is no research to believe 

that the experience of violence is not similar for women 

across ethnicity. A punch in the eye is likely experienced 

the same way. The second set of problems are associated with 

racism. Minority women may be less likely to call the police 

for fear that they or their partners may be mistreated or 

brutalized. Further, when a Euro-American woman is battered, 

it is usually seen as an issue specific to that couple. When 

a minority woman is battered, it may be interpreted as a 

general defect in the race as a whole. 

The third set of problems Rasche (1988) discussed were 

factors unique to each racial or ethnic group. Women of 

different minority backgrounds may have different reasons 

for not seeking help for domestic violence. In turn, these 

varying reasons may have different effects on their 

psychological functioning. For example, Rasche reviewed 
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reports that Latina women may be less likely to seek help 

for violence because it would tarnish the reputation of the 

family. These women may be more likely to endure and 

tolerate violence for the sake of family pride. Similarly, 

African American women may be impacted by messages from the 

community indicating that black women are strong, have 

endured a long history of oppression and can continue to do 

so if necessary (Richie, 1985). If a woman received the 

message that she should be strong and independent, she may 

minimize the seriousness of the situation and be less likely 

to call attention to violence inflicted by her partner 

(Asbury, 1987; Rasche, 1988) . 

Given the different dilemmas of battered, minority 

women coupled with the findings of Astin et al. (1993) that 

post-trauma variables and an absence of positive factors in 

women's lives are most related to the severity of PTSD 

symptoms, it is surprising that ethnicity has been virtually 

ignored in the domestic violence literature. Logically, it 

would seem that minority women are at greater risk for the 

development of PTSD because they are at greater risk for 

being re-traumatized by the system that is supposed to help 

them. Moreover, minority women are the victims of racism on 

a daily basis. This type of experience would fall under 

Dutton's (1992) mediating variable of "other current 
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stressors." According to applications of Dutton's model, 

minority women would be at greater risk for PTSD symptoms 

because they often experience racism and associated 

mediating variables more frequently and in more severe forms 

than Euro-American women. 

Limitations of the Research 

As demonstrated, the prevalence of PTSD in battered 

women is high (e.g., Kemp et al., 1991). However, the 

limitations of previous research needs to be addressed if we 

are to more clearly understand these symptoms. For example, 

a majority of the studies recruited their samples from 

shelters or other domestic violence services (Astin et al., 

1993; Astin et al., 1995; Houskamp & Foy, 1991; Gleason, 

1993; Kemp et al., 1991; Saunders, 1994; West et al., 1990). 

Therefore, most of our knowledge is derived from those who 

seek help specifically for the violence. Very few women who 

sustain violence seek help from shelters or programs 

specifically for domestic violence. For example, in 1990 the 

Texas Counsel on Family Violence reported that only 20.4% of 

women who sustained violence contacted domestic violence hot 

lines, and 1.7% entered a shelter. Therefore, the knowledge 

we have from these samples cannot be generalized to a 

majority of the women who sustain violence from their 

partners. Those who do are likely to be very different in 
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many ways (especially in terms of resources) than the 

majority of women who sustain violence. 

The definition of a battered woman is important. A 

woman does not become a "battered" woman because she goes to 

a shelter or because she seeks counseling for violence. She 

is likely to have been battered long before then. Therefore, 

we cannot claim an understanding of PTSD in battered women 

as long as such restrictive samples are used. Women who 

enter a shelter may arguably be in more distress because the 

violence became so severe they felt the need to leave and in 

turn are retraumatized because they have fled their home, 

often with their children and are living in an unfamiliar 

environment. On the other hand, women who seek assistance 

from shelters could be thought of as those with the most 

intact coping mechanisms because they have reached out for 

help to leave the relationship. Much more research is needed 

that addresses the differences between women who do and do 

not seek help for the violence. 

It is likely that PTSD symptoms exist in many women 

who sustain violence, but neither the severity of symptoms 

nor the prevalence of diagnosable PTSD will be known as long 

as researchers draw their samples as they have been. Most 

battered women seek many types of help from many sources, 

but few do so specifically for the violence. If battered 
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women are more likely than women who do not sustain violence 

to experience stress related symptoms, then most victims may 

be seeking help for the symptoms of stress rather than the 

violence. These women would be unlikely to be involved in 

studies such as those reported here. Finally, there are 

women who do not seek help for either the violence or stress 

symptoms. This group may sustain an equal level of violence, 

but differ in symptomology from the two groups of help 

seekers. 

Moreover, many of the samples (Astin et al., 1993; 

Gleason, 1993; Houskamp & Foy, 1991; Kemp et al., 1991; West 

et al., 1990) examining PTSD in battered women were 

relatively small (n = 30 to 77). Utilizing such small 

samples, often drawn from shelters, further adds to the 

difficulties of understanding the true prevalence of PTSD 

among battered women as well as the relationship between 

stress related symptoms and other variables. 

Related to definitions of battered women and the 

restricted samples is the way in which the violence is 

measured. A majority of the studies reviewed here (Astin et 

al., 1993; Astin et al., 1995; Houskamp & Foy, 1991; Kemp et 

al., 1995; Saunders, 1994; West et al., 1990) were based on 

scores derived from the Conflict Tactics Scale (CTS & CTS-R; 

Straus, 1979; Straus, Hamby, Boney-McCoy, & Sugarman, 1995). 
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The CTS and modifications of it generally contain subscales 

for negotiation, verbal aggression, and physical aggression, 

with items for sexual coercion and injury often added. Most 

often, only the verbal and physical aggression subscales are 

used. Although authors have argued that minor and severe 

violence can be differentiated (Straus et al., 1995), the 

distinction is actually based on frequency. When it became 

clear that effects of violence might differ depending on 

severity, investigators decided which acts should be 

considered minor and which were severe rather than making 

the determination based on women's perceptions. Acts which 

have been endorsed as occurring with less frequency and 

prevalence (e.g., being kicked, beat up or having a knife or 

gun used) are often summed for a severe violence subscale. 

In contrast, acts which occur in more relationships and 

occur more frequently (e.g., being pushed or having 

something thrown at you) are considered minor. Merely 

because an act happens with less frequency and prevalence 

does not mean that it is necessarily experienced as more 

severe (See discussion of the item "slapped" in Marshall, 

1994). By making this distinction on the basis of frequency 

of occurrence, severity and frequency are necessarily 

confounded and no real gradations can be used. The problem 

lies in the fact that scores on the CTS and CTS-R do not 
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allow researchers to adequately differentiate these two 

dimensions. To date, only the Spouse Abuse Index (Hudson & 

Mcintosh, 1981) and the Severity of Violence Against Women 

Scales (Marshall, 1992) have attempted to differentiate 

frequency and severity. 

Further, threats of violence and acts of violence are 

combined for both levels of severity. In its original 

version, which is still used, one CTS item ("hit or tried to 

hit with an object") combined acts that clearly differ a 

great deal in severity. Threats and acts have different 

implications for psychological and physical injury and 

should be distinguished from one another (Marshall, 1992). 

The response scale used for the CTS is also 

problematic. Women rate "how often" acts in each item 

occurred on 7-point scales; never (0), once (1), twice (2), 

3-5 times (3), 6-10 times (4), 11-20 times (5) and more than 

20 times (6). Items are summed to obtain a severity score. 

If a woman indicated "4" on "My partner used a knife or gun 

on me," the severity score would be the same as for someone 

who indicated a "1" on four other items or a 4 on "punched." 

Moreover, these women may or may not be receiving violence 

with equal frequency. Further, it is unlikely that women 

will remember whether they had been punched 10 or 11 times. 

For this and other reasons, many violence researchers 



42 

distinguish participants who sustained no violence, one act 

or more or use a subjective frequency scale (e.g., never to 

a great many times). 

Another issue related to severity of the trauma for 

battered women is the psychological abuse that often 

accompanies domestic violence. Unfortunately, it has rarely 

been addressed in the literature. When it has been assessed 

psychological abuse has been operationalized as threats of 

violence, verbal aggression (e.g., yelling) or other overt, 

emotional acts (e.g., crying, sulking) using the CTS. Kemp 

et al. (1995) utilized the verbal aggression subscale of the 

CTS including items such as "shouted or yelled," "cried," 

"sulked" or "stomped out of the room or house or yard." 

These are obvious acts which do not capture the more subtle 

forms of psychological abuse through which a partner may 

undermine a woman's sense of self or ability to effectively 

utilize resources available to her (Marshall, 1994; 

Marshall, 1996). Subtle as well as overt forms of 

psychological abuse may serve to increase the severity of 

the traumatic event and, therefore, the risk of stress 

related symptoms in the future. 

Many studies have found that past abuse is related to 

the severity of PTSD symptoms among battered women (e.g., 

Astin et al., 1995; Kemp et al., 1995) and veterans (e.g., 
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Engel et al., 1993). However, this variable is generally 

measured using a dichotomous scale (or even one item) of 

presence or absence, often combining different distinct 

types of abuse (e.g., by past adult partners and by parents) 

(e.g., Astin et al., 1993) each of which may have different 

effects. Further, authors rarely specify precisely how these 

items are worded. Items containing emotionally impactful 

words such as "abuse" or "rape" are much less likely to be 

endorsed than items written in behavioral terms (Koss, 

1992). To understand the relationship of past traumas, a 

continuous behavioral scale rather than a dichotomous 

measure needs to be utilized. Although responses would 

admittedly be a retrospective perception, it is one's 

subjective perception of an event that is likely related to 

the development of PTSD symptoms. 

Finally, the relationship of ethnicity to prevalence 

and severity of symptoms of PTSD for battered women has not 

been considered. Only one study reviewed here mentioned 

ethnicity as a factor (Astin et al., 1993), and, in the end 

the authors decided to omit it from any analyses. Ethnicity 

has been found to be an important factor in understanding 

PTSD in veterans (e.g., Fontana & Rosenheck, 1994; Penk et 

al., 1989), although its exact relationship to symptoms is 

still unclear. Even less is known about the relationship of 



44 

ethnicity and PTSD symptoms among women. Given the racism in 

this country, it is likely that minority women will have 

varying rates of disclosure and receive differential 

treatment if they seek help for violence. Results from 

predominately Euro-American, shelter samples cannot be 

generalized to women of color who may be less likely to seek 

assistance from organizations often run by members of the 

majority culture. If we are to serve all battered women 

properly, ethnicity and the impact of the atmosphere in 

which minority women live must be taken into account. 

Rationale 

The consequences of domestic violence are often severe. 

Physical injuries or death (Campbell, 1992; Stark et al., 

1981; Wilson & Daly, 1993) are the most visible 

consequences. It is the psychological consequences of 

partner violence that are subtle and private and, therefore, 

more difficult to study and understand. Many symptoms were 

once thought to be unique to battered women, but it is now 

apparent that most of their psychological symptoms are 

similar to those experienced by other trauma victims 

(Friedman, 1990; Green, 1993; Riggs, Kilpatrick & Resnick, 

1992). PTSD, the primary conceptualization and diagnosis for 

trauma victims, is now being used for battered women. 

However, the battered women with whom practitioners will 
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work are unlikely to be seeking help for the violence in 

shelters. These women may seek assistance in hospitals, 

health clinics, outpatient mental health settings, social 

service agencies, etc. Unfortunately, with the exception of 

three studies (Kemp et al., 1995; Saunders, 1994; Vitanza et 

al., 1995), all of the researchers examining PTSD in 

battered women have drawn their entire sample from shelters. 

It is now time to determine whether PTSD is a diagnosis that 

can be applied to community women who are victims of partner 

violence. 

The ethnicity of the battered woman should also be 

considered because studies of combat veterans and children 

have shown ethnic differences for symptoms of PTSD (e.g., 

Fontana & Rosenheck, 1994; Norris, 1992; Sutker et al., 

1995a). There is too little information to speculate on 

precisely how a woman's ethnic background may affect 

development of PTSD in response to partner violence. 

However, given the results found with combat veterans and 

natural disaster victims, it would be expected that rates of 

PTSD may be higher in women of color than in women from the 

majority culture. The added impact of the discrimination 

with which these women must contend on a daily basis may 

also serve to increase stress related symptoms. Furthermore, 

the relationship of ethnicity and socioeconomic level has 
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generally been confounded in studies examining ethnic 

differences. Therefore, utilizing a sample of varying 

ethnicity, that is homogeneous for income, will help to 

discern the true importance of ethnicity in the development 

of PTSD symptoms. 

Another gap in the literature is understanding more 

about what predicts or puts battered women at risk for 

developing PTSD and precisely how these variables interact 

with violence to affect women's symptoms. Just as women of 

color might be expected to suffer from different rates of 

PTSD than Euro-American women, factors that would appear to 

put them at risk for PTSD would also likely vary. If 

predictors differ for women depending upon their ethnic 

background, then it will be important for individuals who 

serve battered women to be sensitive to these issues and 

begin assessing these factors with an understanding of their 

varying impact. 

The current study improves on the existing literature 

by addressing the limitations in the literature. First, the 

participants were community women. Moreover, these women 

comprised a large sample (834 women) with relatively equal 

groups of African American, Mexican American and Euro-

American women. A better measure of current partner violence 

that allows for a differential understanding of the impact 



47 

of severity and frequency was utilized. In addition, 

duration of the abuse was expected to provide a better 

measure than length of the relationship, which has usually 

been used. A behavioral measure of the severity of past 

partner and childhood abuse was also used. An instrument 

examining the more subtle forms of psychological abuse 

rather than "verbal aggression" was used to assess the 

impact of psychological abuse on the development of PTSD 

symptoms. Also, a measure of the positive aspects of the 

relationship was utilized. This is important because most 

researchers, with the exception of Astin et al.(1993) and 

Kemp et al.(1995), have examined only negative aspects of 

women's lives and not considered ways positive factors may 

protect against stress related symptoms. Finally, the 

prevalence and predictors of PTSD were considered within 

three ethnic groups. 

Although no one has sought to directly apply Dutton's 

(1992) model of moderating variables, many of these factors 

have been examined in isolation. The current study sought to 

test this model as a guide to understanding predictors of 

PTSD. Moreover, because domestic violence has been found to 

occur more often among those who are poor, unemployed or 

have low prestige jobs (Gelles & Straus, 1988; Wolfner & 

Gelles, 1993) the sample consisted of women from a low 
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income background using a variety of measures for Dutton's 

moderating constructs. This allowed for the often confounded 

relationship of ethnicity and income level to be separated. 

Unfortunately, neither the PTSD nor the violence 

literature is sufficiently developed to test a model 

including variables which mediate and/or moderate the 

relationship between trauma and the outcome(symptoms). 

Neither Dutton (1992) nor the literature allows 

specification of the precise ways variables may relate to 

each other, to the violence, or to symptomology. 

Consequently, the purpose of the current study was to take 

the first step in developing an explanatory model by 

determining the relationship of variables in each of 

Dutton's (1992) moderating categories (Other Current 

Stressors, Social Support, Susceptibility Factors, Other 

Aspects of the Relationship, and Personality Factors), 

violence, and PTSD symptoms. Most importantly, these 

relationships were examined within each ethnic group so that 

the differences and similarities of the relationships among 

these variables could be compared. 



CHAPTER II 

METHOD 

Subjects 

Eight hundred and thirty four women from the southwest 

area of Dallas County were participants in a longitudinal 

study funded by the Centers for Disease Control and 

Prevention. Data for this study are from the first wave of 

interviews. To participate, women had to be between the ages 

of 20 and 47 years, in a serious (self-defined) relationship 

with a man for at least one year, and have a household 

income within 200% of poverty or receive public aid. The 

sample consisted of 303 African American, 271 Euro-American, 

and 260 Mexican American women. 

Only Mexican American women were included rather than 

the broader category of Hispanic because of likely 

differences in the socialization of women whose families are 

from different areas (e.g., Puerto Rico, Cuba, Central or 

South America). Further, only women born in the United 

States or who had attended school in the United States were 

included for two reasons. First, immigrant women may differ 

in unknown ways from native born women, second, the use of 
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the rating scales is likely to be relatively familiar only 

to fairly acculturated women. 

Measures 

Participants completed a structured interview 

containing open-ended questions as well as items which 

utilized rating scales. Questions were read and responses 

recorded by a trained, female interviewer. Several measures 

and questionnaires were contained in the interview, however, 

only those that applied to the examination of PTSD and its 

predictors were used for the current study. It was 

anticipated that many of the women in the sample would have 

less than a high school education. Therefore, care was taken 

to ensure their understanding. This was done by making minor 

wording changes to some items and using a seven-point rating 

scale whenever possible to lessen confusion for women unused 

to this kind of task. 

Psychological symptoms. The Crime-Related Post-

traumatic Stress Disorder Scale (CR-PTSD; Saunders et al., 

1990) was used to assess symptoms of PTSD. This is a 28 item 

subscale developed from the SCL 90-R. The CR-PTSD was normed 

on a community sample of adult women who were a subgroup of 

a larger study on crime. The racial breakdown of the 355 

women who were reached and agreed to participate in the 

scale development study was 73.5% non-Hispanic White, 26.2% 
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African American and one Hispanic woman. Internal 

consistency was reported as .93. Saunders et al. reported 

that using a clinical cutting score of .89 or above 

correctly classified 90.1% of respondents as positive or 

negative for PTSD. 

The 28 items were rated on a scale from not at all (0) 

to extremely (4), with women reporting how much they were 

bothered by each symptom in the past month. This time frame 

was chosen to attain a report of relatively long term 

symptoms and have a baseline against which to assess changes 

in later waves of interviews. A sum of the items allowed for 

assessment of the severity of women's PTSD symptoms in 

addition to the dichotomous measure (positive or negative 

PTSD) using the recommended cut-off score. 

This measure is appropriate for the current study for 

several reasons. Both the normative sample and the present 

sample were drawn from the community, rather than women who 

were seeking help. The CR-PTSD also has shown promise in the 

domestic violence literature. Dutton, Perrin, Chrestman, & 

Halle (as cited in Dutton, 1992) found that the CR-PTSD was 

significantly correlated with scores on the Impact of Events 

Scale which is often used to assess symptoms of PTSD. 

Additionally, Perrin, Van Hasselt, Basilio and Hersen (1996) 

reported significantly different means on the CR-PTSD scale 
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for women classified as PTSD positive or negative using the 

Keane MMPI-PTSD scale (PK). Cimino (as cited in Dutton, 

1992) found that 60% of a shelter sample of battered women 

were positive for PTSD using this measure. Moreover, Vitanza 

et al. (1995) used it to assess PTSD in a community sample 

of psychologically abused women. Resnick and Newton (1992) 

also report using the CR-PTSD as a standard screening 

instrument at their Crime Victims Research and Treatment 

Center clinic. 

Suicidality was measured three ways because of the co-

occurrence with PTSD (DSM-IV. 1994; Kilpatrick & Resnick, 

1993; West et al., 1990). First, 5 of the 7 items on the 

severe depression subscale of the General Health 

Questionnaire (GHQ; Goldberg & Hillier, 1979) were used. 

These items, indicating suicidal feelings and ideation, were 

rated on 7-point scales (never to very often) indicating how 

often women had experienced each symptom rather than using 

the original time frame of the past few weeks. Second, the 

suicide question (item 9), a forced choice item, from the 

Beck Depression Inventory (Beck, Ward, Mendelson. Mock & 

Erbaugh, 1961) was used. This item asked participants to 

identify which of four statements was most like they had 

been feeling ( 1 = 1 don't have thoughts of killing myself; 2 

= I have thoughts of killing myself but I would not carry 



53 

them out; 3 = 1 would like to kill myself; 4 = 1 would kill 

myself if I had the chance). The frequency distribution 

showed that few women endorsed the last three categories, so 

responses were collapsed into two categories, with no 

thoughts of suicide coded as one, and all other responses 

which indicated some kind of suicidal ideation coded as two. 

Third, three items were developed for the study. One item 

measuring social comparisons assessed women's suicidality in 

relation to other women (i.e., whether they were less, 

equally or more likely to think about killing themselves 

than other women). Items also asked women how many times 

they had seriously considered and attempted suicide. 

Threats and violence bv current partner. The Severity 

of Violence Against Women Scales (SVAWS; Marshall, 1992) 

assessed the frequency of violent acts committed by the 

participant's current partner. The SVAWS is a 46 item 

measure which differentiates threats of violence, acts of 

violence and sexual aggression inflicted by a male partner. 

Items were organized in order of perceptions of severity 

among community women in the scale development study. 

In addition to the three summary scores for type of 

acts (threats, violence, and sexual aggression), nine 

subscale scores can be calculated for symbolic violence, 

threats of mild, moderate, and serious acts; minor, mild, 
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moderate and serious acts of violence; and sexual 

aggression. No Cronbach's Alpha in the original samples was 

lower than .92 for the subscales and inter-item correlations 

were higher within than between the subscales. The emotional 

harm weightings obtained from the original sample of 

community women were used to assess severity of the acts. 

The emotional rather than the physical harm weights were 

used because other measures of physical consequences were 

included and because the emotional impact of the acts was 

though to be more relevant to the emotional effect (i.e., 

PTSD) . 

Women reported how often their current partner had ever 

inflicted each of the acts and how often he had performed 

each act in the past six months. For acts inflicted during 

the entire relationship, a 6-point scale (0, never to 5, a 

great many times) was used. For recent violence, 

participants used a scale indicating never (0) to almost 

daily (9). It should be noted that these rating scales 

assess subjective frequency of the acts. 

Although the SVAWS provides several sub-dimensions of 

violence, for purposes of the current study items on the 

four physical violence dimensions were summed to obtain a 

global measure of acts of violence. This was done for 

several reasons. First, if all nine sub-dimensions were 
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used, too many variables would have been included in the 

regression equations leading to the likelihood of multi-

collinearity. Moreover, when the subscales measuring threats 

and the subscales measuring acts of violence were combined 

to form two global scales of threats of violence ever 

received and acts of violence ever received, these were 

found to be too highly correlated (r = .85) to include in 

the same equation. Since the study focused on violence and 

its relationship to PTSD, the total violence score was 

thought to be more important. Finally, recent acts of 

violence were not included because these scores were found 

to be too highly correlated (r = .77) with the scores for 

acts of violence ever received in the current relationship. 

Therefore, because the score for violence ever received 

included recent violence, this was chosen as the variable to 

represent the violence women had endured in their current 

relationship. 

Physical severity of the worst act inflicted by the 

partner was assessed by the treatment women sought for any 

sustained injuries. The 5-point scale ranged from did 

nothing (0) to remained in the hospital (4). The most 

extensive treatment reported was used in the analyses. 

After the women completed the SVAWS, a series of follow 

up questions were asked. Included in this section were items 
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about when the first, worst and most recent threat or act of 

violence had occurred. Because women were not directly asked 

how long the violence had been occurring, duration had to be 

calculated using other questions throughout the interview. 

Duration of the violence was calculated by subtracting the 

number of months since the last incident of violence from 

the number of months since the first incident of violence. 

The first incident of violence was calculated by subtracting 

how long the woman had been with her partner before the 

violence started from the number of months she had been in 

the relationship. The percentage of time in the relationship 

during which violence was present was calculated by dividing 

the duration of the violence by the length of the 

relationship. Additionally, to calculate an estimate of the 

frequency with which conflicts escalated to the point of 

violence, women were asked the number of incidents of 

violence that had ever occurred. Finally, women rated their 

fear of serious injury and death from their partner's 

violence on a scale from never (0) to a great many times 

(5). The mean of these two questions was used to obtain an 

index of fear induced by the violence. 

Current stressors. Five areas were assessed to measure 

current stressors, other than partner violence, in the 

women's lives; crime and violence, perceived stress, 



57 

education, employment status and whether women were 

currently receiving public aid. For purposes of 

conceptualizing and testing Dutton's (1992) model, these 

stressors were further divided into two categories: personal 

stressors and environmental stressors. 

Personal stressors included the receipt of public aid 

(AFDC, assistance with rent, food stamps, WIC), education 

and whether the woman or her partner were employed. Although 

all women in the study were recruited with income level as 

an inclusion criterion, the necessity of public aid was 

thought to represent an even greater amount of financial 

strain. If a woman indicated she received any of the above 

forms of aid, this variable was then coded as a one and 

those receiving no aid were given a code of zero. 

Environmental stressors included crime and violence and 

perceived stress. No standardized measure was available to 

assess women's perceptions of and experiences with crime and 

violence. Consequently, questions were developed for this 

study. Women rated how safe they felt doing various daily 

activities (doing errands, going to visit someone, walking 

around the neighborhood, when outside in the yard, inside 

the home) on a 7-point scale (1 = not at all safe, 7 = 

extremely safe). They then rated how often any crime 
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occurred in their area on a 10-point scale(0 = never, 9 = 

almost daily). 

To assess recent life stress, women completed the 

Perceived Stress Scale (PSS; Cohen, Kamarack, & Mermelstein, 

1983). This 14-item measure yields a global score which 

assesses the degree to which situations in one's life are 

appraised as stressful. The scale was normed on two college 

samples of men and women as well as participants of a 

smoking cessation program. Coefficient alpha for the PSS was 

reported to be .84 and .85 for the two college samples and 

.86 for the smoking cessation sample. The rating scale was 

modified to 7-points, never (1) to always (7). A mean score 

was used in the analyses to measure perceived global stress. 

Social support. Two aspects of social support were 

measured, network size and satisfaction. The three-item 

short form of the Social Support Questionnaire (SSQ3; 

Sarason, Sarason, Shearin & Pierce, 1987) and items derived 

from Belle (1982) were used. The SSQ3 is a short form of 

Sarason, Levine, Basham, and Sarason1s (1983) measure which 

has been shown to be as effective as the popular original 

version. It assesses the number of people available to 

provide social support and the respondent's satisfaction 

with the available support. As suggested, a six-point 

response scale ranging from extremely dissatisfied (1) to 
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extremely satisfied (6) was used. Internal consistency 

reliabilities of the SSQ3 are reported to be .75 for number 

of available people and .79 for satisfaction. The 

correlation of the SSQ3 network and satisfaction scores with 

the adjusted (short-form items removed) SSQ were reported to 

be .80 and .84 respectively. 

A scale was developed for this study from Belle's 

(1982) research on social support among poor women. Four 

items measured instrumental support (e.g., help with 

shopping or errands) and five items measure emotional 

support (e.g., talking to about important things going on in 

your life). These questions were combined with the SSQ3 in 

the same format, asking for the number of people available 

then women's satisfaction with these relationships (Appendix 

A). Both the SSQ3 and items derived from Belle's research 

were combined to create a global measure of social support. 

The mean scores for the number of individuals in women's 

social network and for perceptions of satisfaction with the 

support were calculated. However, feedback from interviewers 

concerning participants' confusion about the satisfaction 

questions led to a decision to drop this variable. Reports 

indicated that some participants responded to these 

questions as if they were being asked how satisfied they 

were with the number in their support network and some 



60 

answered as if they were being asked how satisfied they were 

with the quality of the relationship(s). Given this 

variation in interpretation, it was decided only to use the 

number of individuals in the support system as the measure 

of social support. 

Susceptibility factors. Eleven items from the physical 

aggression subscale of the Conflict Tactics Scale (CTS; 

Straus, 1979; Straus & Gelles, 1990) were adapted to assess 

the occurrence of violence from past partners as well as 

parental figures. The modifications were on the response 

scale and rewording items that include both a threat and an 

act as one item asking only about the violent act. To assess 

a history of violence women indicated how many times (never 

to a great many times) a past partner and parental figures 

inflicted each act. Ratings were completed using a six-point 

scale (0-5). In addition, women indicated the number of men 

who had committed each act. So that changes in wording can 

be readily examined, Appendix B lists the items used in the 

current study with the items on the CTS used in the 1985 

national study (Straus & Gelles, 1990). 

The CTS is the most widely used instrument in the 

violence literature. Many authors modify the original rating 

scale because of the skewed distributions and because people 

rarely remember the exact number of times an act occurred. 
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Further, the 7-point scale Straus (1979; Straus & Gelles, 

1990) utilized ranging from never to more than 20 times 

cannot be readily used as if it were an interval scale. The 

subjective frequency scale used in this study corresponds to 

the response scale for acts ever done by women's current 

partner on the SVAWS (Marshall, 1992). Two sums were 

calculated for threats and violence by past partners and 

from parental figures. The mean number of men (partners) who 

committed the acts was also calculated. 

Despite criticisms, the time limitations of the 

interview, length of the SVAWS, and wide usage of the CTS 

made it an appropriate scale for history of violence. 

Internal consistency correlations ranged from .84 to .91 for 

the violence subscale in Straus' (1979) original article and 

similar alphas have been reported by investigators since 

then. It should be noted that the CTS only provides a 

measure of subjective frequency of threats or acts of 

violence. More severe violence cannot be assumed from higher 

scores. 

One last measure of susceptibility was an assessment of 

whether the woman had ever been the victim of a sexual 

assault from someone other than a partner. Given Astin et 

al.'s (1995) findings that childhood sexual abuse 

significantly predicted variance in PTSD severity this was 
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thought to be an important factor to assess. This measure 

consisted of four acts of sexual aggression to which women 

responded "yes" or "no" (Appendix C). These items were 

derived from the literature including Koss and Oros' (1982) 

sexual experiences survey. A more extensive instrument was 

not used due to time limitations and sensitivity to women's 

state of mind during the first of four interviews. Women did 

not indicate whether the act occurred during childhood or as 

an adult, therefore this distinction could not be made 

during the analyses. Using these questions, responses were 

categorized for degree of force used: 1 = no past sexual 

victimization, 2 = most severe act was touching or fondling, 

3 = most severe act was being threatened with physical force 

to engage in a sexual act including intercourse, 4 = most 

severe act was being physically forced to engage in a sexual 

act, and 5 = most severe act was having a weapon used to 

force the woman to engage in a sexual act. 

Other aspects of the relationship. A scale was 

developed to assess men's positive acts toward women during 

the preceding six months. This was a 19 item scale on which 

women reported the frequency with which their partners had 

performed each act on a rating scale ranging from never (0) 

to almost daily (9) (Appendix D). The mean of these items 

was used to provide a positive behavior index. 
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Marshall and Guarnaccia (1998) are developing the Men's 

Psychological-Harm and Abuse in Relationship Measure (MP-

HARM) using this sample and a sample of female students. 

Preliminary analysis has eliminated 116 of the original 

items. Therefore, the 68 items remaining in the preliminary 

scale were used in this study. These items assess both 

subtle (e.g., "somehow keep you from having time for 

yourself" ) and overt (e.g., "criticize something you did 

well or discount it") acts that can undermine a woman's 

sense of self and mental health. The items were developed 

from a social influence perspective based upon an 

exploratory study by Marshall funded by the National 

Institute of Mental Health. The original items represented 

41 categories of behavior that could be psychologically 

abusive (Marshall, 1994). Women responded to each item 

reporting the frequency with which their partner had 

performed each act on a scale ranging from never (0) to 

almost daily (9). Women were told to report acts their 

partner had done in a loving, joking or serious way. Factor 

analysis has yielded subtle and overt factors. However, 

given the high correlation of these (r = .97), the mean of 

all items was used to provide a global psychological abuse 

score (Appendix E). 
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Personality variables. A modification (Scheier & 

Carver, 1985) of the Public and Private Self-Consciousness 

Scale (Fenigstein, Scheier, & Buss, 1975) was utilized. Only 

the Private Self-Consciousness scale was used to assess 

one's tendency to reflect upon and think about hidden 

aspects of the self that are personal in nature and not 

easily accessible to the scrutiny of others (e.g., one's 

privately held beliefs or values). The ten-item scale 

measures such concepts as being aware of oneself or 

constantly examining one's own motives. Scheier and Carver 

(1985) revised Fenigstein et al.'s scale, which was 

developed with college students, to allow women with little 

education to have the same understanding as a college 

population. For example, words that appeared too abstract 

and difficult to understand were simplified. Internal 

consistency of the revised Private Self-Consciousness scale 

was reported as .84. The correlation between the original 

and revised version was high (r = .82). 

The private self-consciousness scale was combined with 

other measures in one section of the interview. The original 

response scale (0, not at all like me to 3, a lot like me) 

was adapted to fit with the other questions in which the 

scale was imbedded. This scale ranged from completely 

false/I'm never like this (1) to completely true/exactly 
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like me (7). A mean score was calculated for purposes of the 

analyses. One item written in a reverse manner was recoded 

so that a high score reflected a greater propensity toward 

private self-consciousness. 

Rosenberg's (1965) scale is the most widely used 

instrument to measure self-esteem. This scale has been used 

extensively with adults and recently with a group of 

Veterans in the assessment of PTSD (Wong & Cook, 1992). The 

items were imbedded with other scales in the interview. The 

original 4-point response scale of strongly agree to 

strongly disagree was modified to reflect the degree to 

which women felt self acceptance and self-worth using the 

same ratings as the Private Self-Consciousness Scale. 

Rosenberg reported a reproducibility coefficient of .92 and 

a scaleability coefficient of .72. A mean score was used in 

the analysis. Half of the 10 items that were written in a 

negative way were recoded so that a high score indicated 

greater self-esteem. 

Interviewers 

Data were collected using structured interviews 

conducted by trained, students; both undergraduate and 

graduate. Given the sensitive nature of many of the 

questions, only female interviewers collected data to 



66 

increase rapport and feelings of security for participants 

during the interview. 

Interviewers were paid $17.00 per completed interview. 

Some students also received psychology course credit for 

participation, others received course credit instead of pay, 

and other students chose to volunteer their time, not 

accepting payment or course credit for their efforts. All 

interviewers were eligible for payment. However, more 

interview times were required from students who wished to be 

paid and receive course credit. 

Interviewers were trained by three doctoral students in 

Clinical and Counseling Psychology under the supervision of 

two faculty advisers (e.g., Guarnaccia and Marshall). 

Training consisted of going through the interview, item by 

item, explaining how each question should be asked and when 

to ask conditional questions. Moreover, standardization and 

confidentiality issues were stressed during the training. 

Trainees were instructed to spend time practicing the 

interview aloud and role playing with one another and with 

friends and family. 

When a student believed she was ready to begin 

interviewing, she was assessed by one of the doctoral 

students. This procedure consisted of videotaping a role 

play session with the doctoral student playing the part of a 
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difficult participant. The videotaping allowed a faculty 

adviser to be consulted when necessary. The doctoral 

students assessed whether the student knew the interview, 

knew when to ask conditional questions, whether she was able 

to handle extraneous questions and comments appropriately, 

whether her pacing was adequate, etc. 

If a student did not pass this part of the training, 

she was asked to continue practicing and return for an 

additional role play. This procedure was repeated until the 

doctoral student believed the interviewer was sufficiently 

competent to begin collecting data. Only one woman was told 

after several role play sessions that she would not be able 

to conduct interviews. Continual feedback was given to the 

interviewers as the study progressed to ensure accuracy of 

the study. A total of 62 students, each conducting between 

one and 57 interviews, participated as interviewers for this 

first wave. 

Procedure 

Subject recruitment. Women were recruited to 

participate in a four wave, longitudinal study of factors 

which impact their health. The study was named "Project HOW, 

Health Outcomes of Women." Participants were given a 

membership card as well as fifteen dollars in cash, a canvas 

tote bag and a "Project HOW" t-shirt in return for their 
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participation in the first wave of interviews. The women 

were also told that the incentive for participation would 

increase each time they returned for the next part of the 

study. Recruitment began in May, 1995, and was completed in 

December, 1996. 

Women were recruited through personal contact, 

distribution of flyers and a mass mailing. In addition, a 

primary source of recruitment was study participants who 

referred their friends and family. Flyers, written in both 

Spanish and English, were distributed through churches, 

schools (pre-schools to junior colleges) and left in public 

places (e.g., libraries, convenience stores and other 

businesses). A mass mailing of over 18,000 letters also went 

to women in the lower income sections of southwest Dallas 

County. A mailing list was purchased from an independent 

company. The mailing consisted of a letter (Appendix F) and 

two to three flyers inviting women to call the project 

offices. 

Participants were also recruited through announcements 

about the study at churches, schools, community gatherings, 

social service and health care agencies. Additionally, 

public service announcements were made, in both English and 

Spanish, on local radio stations and minority newspapers 
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describing the study and giving interested women numbers to 

call (see Appendix G). 

The interviewers were trained to do street recruiting 

in southwest Dallas County. Students went to stores, 

clinics, laundromats, social service agencies, health fairs, 

etc. and talked to women they met. On the contact sheets 

(Appendix H), only women's first names and phone numbers 

were completed by interviewers to maintain relative 

anonymity. Names of friends and family members whom women 

felt might be willing to participate were also obtained. 

After initial information was collected, the contact sheets 

were taken to one of two offices in Oak Cliff. 

Employees of the project with the title "Office Worker" 

received the contact sheets and made follow-up telephone 

calls to the women listed on the forms. These women also 

answered telephone calls from prospective participants 

responding to the mailing or flyers. Participants were then 

screened and given more information over the telephone. 

Screening consisted of asking women how long they had 

been in their relationship, their household income, the 

number of people dependent on that income and their 

race/ethnicity. Income was matched to government figures 

(Appendix I) so women reporting greater than 175% of poverty 

were eliminated. Because women generally underreported 
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income during screening, this was thought to allow for a 

final sample who lived within 200% of poverty according to 

governmental figures. In addition, Mexican American women 

were asked whether they were born in the United States. If 

they were immigrants, they were asked the number of years 

they had gone to school in the United States. 

Women were told that participation would require them 

to answer questions in a total of four interviews, each of 

which would last approximately three hours. Woman were told 

the interviews would occur over a two year period. When 

women were qualified and agreed to participate, office 

workers obtained their full name and address before 

scheduling their first interview. 

Confidentiality. Strict procedures of confidentiality 

were devised for the study. A Certificate of Confidentiality 

was obtained from the Public Health Service to protect 

women's anonymity and the data they provided. With this 

certificate, neither women's names nor their answers can be 

released even to a court of law. 

Interviewers were instructed they could not discuss 

participants' answers or the actual questions with anyone 

except other interviewers, the principal investigator and 

the doctoral students in charge of data. Interviewers did 

not have access to identifying information, such as the 
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participants' last names or addresses. In addition, 

interviewers and office workers were naive to the actual 

purposes of the study, hypotheses and research questions. 

All students and employees of the study, with the exception 

of the principal investigator, statistician, and doctoral 

research assistants, were told that the study was being 

conducted to better understand various factors in the lives 

of low-income women that impact both their physical and 

mental health. 

Full names, addresses and phone numbers were collected 

by the office workers on staff. These women were responsible 

for following up with contact sheets and scheduling 

interviews. When a woman arrived for her interview, a 

registration form was completed to acknowledge informed 

consent and provide information to match subjects to their 

data (Appendix J). Women were given a copy of the informed 

consent information in two ways. One was written in 

technical terms and hand signed by the principal 

investigator. In the other form, simple English was used and 

the information was organized into summary points. Given 

that this study was part of a larger, longitudinal study, 

permission to contact forms were also completed to 

facilitate contacting women for future interviews (Appendix 

K) . 
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Office workers assigned participant numbers that did 

not correspond to subject numbers used with the data. These 

numbers facilitated tracking. Office workers did not have 

access to the questions being asked, participants' answers, 

purposes of the study, hypotheses and research questions. 

Moreover, interviewers were not allowed to be in the waiting 

area while the registration and permission to contact forms 

were being completed to ensure that the participant's last 

name or address would not be overheard. Only one doctoral 

student and the principal investigator had access to both 

women's answers and the registration forms containing 

identifying information. 

When interviews were received in the research room at 

the University of North Texas, subject numbers were 

assigned. The interviews, master sheet matching participant 

codes to the subject number and to participant's names, and 

registration forms were stored in a locked room at the 

University of North Texas. 

Data collection. Data were collected in two store front 

offices in the Oak Cliff area of Dallas. Interviews lasting 

one to 5 hours (M = 2.5) were conducted in one of several 

private rooms at the offices. The interviewer administered 

all questionnaires. Questions were read aloud by the 

interviewer and the participant gave her answer verbally; to 
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be recorded by the interviewer. Response scales were kept in 

a notebook participants used during the interview. 

Scoring. After the interviews were completed, they were 

taken to a research room at the University of North Texas. 

Each interview was checked by a graduate student and all 

time related questions were coded for number of months or 

number of weeks depending upon the question asked. Any 

participant who gave information in the interview that 

indicated she did not meet the inclusion criteria was 

dropped from the study via a letter notifying her of this 

fact. Moreover, participants unable to master the use of 

rating scales and those who were obviously intoxicated were 

dropped during the interview, but were given the incentives 

for their efforts. Of the 996 women interviewed, 162 were 

dropped from the study. 



CHAPTER III 

RESULTS 

The reliability of each measure used in the study was 

assessed because modifications had been made to several 

instruments. Modifications were done for two reasons. First, 

questions from each scale had to fit well with other scales 

to allow a reasonable pace to be set by the interviewers. 

Second, many scales were originally developed for use by 

college students rather than less educated people. 

Therefore, some items were adapted and, at times, simplified 

to ensure understanding by participants. Second, some scales 

had not been used with ethnically diverse samples. For these 

reasons, Cronbach's Alpha were calculated to ensure the 

integrity of each instrument was maintained. All tables are 

presented in Appendix L. Table 1 presents the Chronbach's 

Alpha of each scale for the sample as a whole and for each 

ethnic group. As can be seen, all measures, with the 

exception of the Private Self-Consciousness Scale, yielded 

appropriate reliability coefficients. The relatively low 

alpha coefficients for the Private Self-Consciousness Scale 

were likely found because two items were inadvertently 

missed when the interview protocol was written. Given the 
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poor internal consistency of this scale, it was not used in 

any analyses. Therefore, the Rosenberg Self-Esteem Scale was 

the only instrument used to measure aspects of personality. 

Description of the sample 

The mean age of the sample was 32.81 years with a 

standard deviation of 7.76 years and a range of 20 to 47 

years. The mean age of African American, Euro-American and 

Mexican American women was 33.54, 33.04 and 31.69 years, 

respectively. Analysis of variance (ANOVA) revealed a 

significant difference between the groups, F(2,831) = 4.02, 

£ < .05, with African American women being older than 

Mexican American women. Although this was a statistically 

significant difference, the mean ages of the two groups 

differed by less than two years. Therefore, this difference 

is unlikely to have a meaningful, "real world" impact on the 

results of the study. Each woman had been in a self defined, 

serious relationship for one to 32.6 years (M = 7.75, SD = 

6.58). Relationship duration had a mean of 7.0 for African 

American women, 7.9 for Euro-American women, and 8.2 years 

for Mexican American women. Statistically significant 

differences were not found between the groups for 

relationship duration. For the sample as a whole, 24.1% of 

the women were in a "seriously dating" relationship, 12.8% 

were living together, 21.7% self defined their relationship 
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as a common-law marriage, and 41.4% were legally married. 

Education ranged from zero to 19 years (M = 11.96, SD = 

2.06). Twenty-nine percent of the sample did not complete 

high-school (17.2% of African American, 29.9% of Euro-

American and 40.4% Of Mexican American women), 38.4% 

completed high-school or had a GED (39.9% Of African 

American, 36.5% Of Euro-American and 38.8% Of Mexican 

American women), and the remainder had at least some 

college. 

Poverty status was also assessed. Just over half 

(54.8%) of the sample were receiving some kind of public aid 

(e.g., food stamps, AFDC) at the time of the interview. The 

goal of having all women living within 200% of the federal 

poverty level was not met due to calculation errors. 

Initially, it was believed that poverty status determination 

was based on income and the number of people in the 

household. However, level of poverty is actually calculated 

by including aid that has a cash value. Using income alone, 

African American women (M = 77.74% of the poverty level) 

were poorer than Euro-American women (M = 95.32%) or Mexican 

American women (M = 102.08%), F(2,816) = 11.7, 2 < .0001. 

The gap between the groups in level of poverty decreased 

when the value of public aid was included, although African 

American women (M = 98.79%) remained below the poverty 
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level, differing significantly from Euro-American women (M = 

110.62%) and Mexican American women (M = 112.21%), F(2,813) 

= 4.29, e < .02. 

Psychological Symptoms 

PTSD symptoms for the three ethnic groups were first 

examined using the CR-PTSD Scale. An analysis of variance 

(ANOVA) revealed no significant differences between the 

groups, F(2,832) = .63, £ > .5. Women were then classified 

as PTSD positive or negative based on the clinical cut off 

score of .89 suggested by Saunders et al. (1990). Almost 

half of the sample (49.8%) were classified as PTSD positive 

by exceeding the clinical cutoff. Although 54.2% of Euro-

American, 48.8% of African American women, and 46.2% of 

Mexican American women were classified as PTSD positive, the 

groups did not differ, X2(2) = 3.63, p > .10. Table 2 

provides the means, standard deviations and range of the 

scores on the CR-PTSD for the sample as well as each ethnic 

group. In addition to half the sample meeting criteria for 

classification as PTSD positive, it is interesting to note 

that the means for all three groups were above the .89 

clinical cutoff score. 

Because depression and suicidal ideation have been 

found to co-exist with symptoms of PTSD, the groups were 

also compared according to their scores on the suicide item 
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from the Beck Depression Inventory, the Severe Depression 

subscale of the GHQ and items written for the study. Tables 

3 and 4 provide the means, standard deviations and 

percentages in response categories for these measures. As 

indicated in Table 3, group differences existed on the 

social comparison item, F(2,830) = 5.99, £ < .003. Post Hoc 

analyses using the least significant differences procedure 

revealed that African American and.Mexican American women 

considered themselves less likely than others, whereas Euro-

American women were closer to considering themselves equally 

likely to think about suicide. Table 4 shows that 

significant differences between the groups were not found 

for the GHQ Severe Depression Subscale, F(2,831) = .63, p > 

.5, the number of times women seriously considered, F(2,805) 

= 1.10, n > .3, or attempted, F(2,784) = .80, p > .4 

suicide, and on the Beck Suicide Item, X2 = 1.57, p > .4. 

The current study was primarily exploratory. 

Consequently, separate t-tests within each ethnic group, 

rather than factorial ANOVA's, were then performed to 

examine whether women who were positive or negative for PTSD 

differed on the suicide and depression instruments. Table 5 

presents the results of these analyses. 

As indicated, for African American women, all t-tests 

were statistically significant at the .01 level. African 
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American women classified as PTSD positive were more likely 

to feel depressed, felt more likely than other women to 

think about killing themselves, and had seriously considered 

and attempted suicide more often than those who were 

classified as negative. On the suicide item from the Beck 

Depression Inventory, only 13.3% of African American women 

classified as PTSD negative had thoughts or intentions of 

suicide. However, over half (52.7%) of women classified as 

PTSD positive indicated they had these thoughts or 

intentions, X2(l) = 73.30, p < .0001. 

Results for Euro-American women revealed a slightly 

different pattern than was found for the other groups. No 

significant difference was found between women classified as 

PTSD positive or negative for how many times they had 

seriously considered killing themselves. On the other hand, 

there was a significant difference for the number of 

attempts. Women classified as PTSD positive had attempted 

suicide more times than those classified as PTSD negative. 

On the Beck suicide item, only 13.7% of Euro-American women 

who were classified as PTSD negative indicated having 

thoughts or intentions of suicide and 48.3% of those who 

were PTSD positive endorsed having these thoughts or 

intentions, X2(l) = 36.70, p < .0001. 
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The results for Mexican American women were consistent 

with those for African American women. Additionally, 

examination of the Beck item revealed that 15.0% of Mexican 

American women who were classified as PTSD negative 

indicated thoughts or intentions of suicide with 57.5% of 

those classified as PTSD positive endorsing these thoughts 

or intentions, X2(l) = 51.57, £ < .0001. 

To further examine the relationship of PTSD symptoms 

with suicidal and depressive symptoms, Pearson Product 

Moment correlations were calculated within each ethnic 

group. Table 6 presents correlations between CR-PTSD Scale 

scores and the five measures of depressive and suicidal 

symptoms. As shown, these relationships were significant 

within each ethnic group. Specifically, increasing symptoms 

of PTSD were related to increases in severe depression, 

consideration of suicide, attempted suicide, current 

suicidal ideations on the BDI item and the belief they were 

more likely than other women to think about suicide. It 

should be noted that the size of the groups increased the 

probability that a low correlation, would be statistically 

significant. For example, the relationship for the number of 

times women had seriously considered (ranging from r = .18 

to r = .25), and attempted (ranging from r = .18 to r = .25) 

suicide with scores on the CR-PTSD were relatively small, 
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especially among Mexican American women, and may be less 

meaningful in terms of generalization to applied settings. 

Relationships Among Variables 

All of the subsequent analyses were conducted within or 

between the ethnic groups. Calculations were not done for 

the sample as a whole, as the primary purpose of the study 

was to examine the different patterns within these groups. 

Performing calculations for the sample as a whole would 

defeat one purpose of the study which contends that these 

women should not be grouped together as though they are 

similar. Table 7 presents the means and standard deviations 

for all of the variables used in the subsequent regression 

analyses within ethnicity. For ease of reference, the 

variables are grouped to represent the different categories 

of Dutton's (1992) model. 

As seen in Table 7, group differences were found on 

several of the variables. However, no group differences were 

found for any of the violence variables. Among the 

Environmental Stressors, the groups differed on perceived 

stress, F(2,830) = 4.37, 2 < .02 with Euro-American women 

reporting higher scores than African American women, but not 

differing from Mexican American women. The groups also 

differed on reported frequency of crime in the neighborhood, 

F(2,824) = 7.13, £ < .001. Post hoc analyses indicated that 
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Euro-American women reported more crime than African 

American and Mexican American women. No differences were 

found for sense of safety in the neighborhood. 

Within the Personal Stressors category, group 

differences were found for the employment status of women's 

partners, X2(4) = 13.86, p < .01. Among Mexican American 

women, 12.5% reported that their partners were not working 

at all, with 20.1% of Euro-American and 22.6% of African 

American reporting their partners were not working. Group 

differences were also found on education, F(2,831) = 31.77, 

& < .0001. Post hoc analyses revealed that African American 

women had more education than Euro-American and Mexican 

American women. However, it should be noted that the mean 

for both African American and Euro-American women equates to 

a high-school diploma or GED. The mean for Mexican American 

women was just over 11 years. Therefore, this significant, 

but relatively small difference between African American and 

Euro-Americans does not represent "real world" differences. 

The lack of a high-school diploma or GED represented by the 

mean for Mexican American women does, however, represent a 

functional difference. The groups also differed for the 

receipt of public aid, X2(2) = 27.16, p < .0001, with 66.2% 

of African American, 51.8% of Mexican American and 44.9% of 

Euro-American women receiving some kind of public aid at the 
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time of the interview. No group differences were found for 

the employment status of the women. 

For the Social Support category, no group differences 

were found on the one measure of social support (network 

size). Among the Susceptibility Factors, differences were 

found on past partner violence, F(2,813) = 7.13, £ < .001. 

Post hoc analyses indicated that Euro-American women 

reported more violence from past partners than African 

American and Mexican American women. Differences were also 

found on the number of past violent partners, F(2, 668) = 

6.80, p < .001, with Euro-American women reporting more 

violent partners than Mexican American women, but not 

African American women. Finally, differences were found on 

sexual assaults, X2(8) = 37. 68, £ < .0001. Among Euro-

American women, only 21% reported never being the victim of 

any sexual assault, compared to 33% of African American and 

36.9% of Mexican American women. The worst assault reported 

by 21% of Mexican American women was having been fondled or 

touched in an unwelcome manner, but only 12.2% of African 

American and 13.7% of Euro-American reported touching as 

their worst sexual assault. Mexican American women had the 

lowest rate (10.8%) for the most severe category of having a 

weapon used to force a sexual act, in contrast to 17.5% of 

African American women and 18.8% of Euro-American women. No 



84 

group differences were found for violence by parents during 

childhood. 

Within the Other Aspects of the Relationship category, 

group differences were found on psychological abuse, 

F(2, 828) = 3.31, p < .05. Post hoc analyses indicated that 

Euro-American women reported more psychological abuse than 

Mexican American, but not African American women. No 

differences were found for positive partner behaviors. 

Finally, within the Personality category, group 

differences were found on self-esteem, F(2,831) = 9.32, p < 

.0001. Post hoc analyses revealed that African American 

women reported higher self-esteem than both Euro-American 

and Mexican American women. 

Correlation matrices were constructed to check for 

multi-collinearity among the predictor variables. Tables 8, 

9 and 10 present the correlation matrices for African 

American, Euro-American and Mexican American women, 

respectively. Although, relationships were statistically 

significant, the absolute value of each correlation was 

considered when assessing the risk of multi-collinearity 

(Berry & Feldman, 1985). Therefore, none of the variables 

were dropped from consideration in subsequent regression 

equations. Moreover, the tolerance of each variable was 

observed in the regression equations, with the computerized 
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data analysis package (SPSS) not allowing variables in the 

equation with a tolerance level below .0001. Finally, given 

the large sample size, the standard error of the partial 

slope coefficient estimator decreases, thereby offsetting 

the effect of any multicollinearity that may exist (Berry & 

Feldman, 1985). Table 11 presents the Pearson Product Moment 

correlations between the CR-PTSD and each of the predictor 

variables for each ethnic group. 

Model Development 

Model development proceeded in a series of planned 

phases within each ethnic group. In Phase One, mediation of 

the relationship between PTSD and violence through fear of 

injury or death by one's partner was tested. Phase Two 

consisted of testing for moderating effects of the variables 

representing the categories of Dutton's (1992) model. This 

was done using a series of forced entry multiple 

regressions. The remaining phases successively built on the 

results of the previous phases. For Phase Three, a series of 

stepwise regression equations were calculated to test which 

variables, within each of Dutton's five categories, were 

significant predictors of CR-PTSD scores. This procedure 

built on the previous phase by using only those variables 

found to contribute to PTSD in Phase Two. In Phase Four, 

only variables which made contributions to PTSD symptoms in 
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Phase Three were combined in the three final regressions. 

These within ethnic group equations were done to examine 

similarities and differences in predictors of PTSD symptoms. 

The primary purpose of the current study was to 

empirically examine Dutton's (1992) model of moderating 

factors of violence and PTSD. Although she refers to these 

as "mediating" variables, the terms mediator and moderator 

mean very different things (Baron & Kenny, 198 6; Sharma, 

Durand, & Gur-Arie, 1981). Gogineni, Aslup, and Gillespie 

(1995) described this difference. Mediation implies that a 

third variable accounts for all or part of the effects of a 

given independent variable on the dependent variable. This 

assumes the mediator occurs after the independent variable 

so that the influence of the independent variable is 

transmitted to the dependent variable through the mediator. 

Moderation, on the other hand, occurs when a variable 

interacts with the independent variable so as to change its 

contribution to the dependent variable. A true moderator 

variable is one that interacts with the independent 

variable, but is not related linearly to the dependent 

variable. 

Phase one: Mediation. The correlation matrices and 

theoretical consideration suggested fear of injury or death 

at the hands of women's partners may mediate the 
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relationship between violence and the development of PTSD 

symptoms. This was tested within each ethnic group using 

procedures outlined by Baron and Kenny (1986) . First, CR-

PTSD was regressed on the total violence score of the SVAWS. 

Then the fear index was regressed on the total violence 

score. Finally, CR-PTSD was regressed on the fear index and 

the total violence score. Mediation is indicated if the 

relationship between the total violence score and the CR-

PTSD is no longer significant when controlling for fear. 

Table 12 indicates that fear of injury or death functions as 

a mediator of violence for African American and Mexican 

American women, but not for Euro-American women. 

Phase two: Moderation. The next step in assessing 

Dutton's (1992) model was to determine whether each variable 

served as a moderator for the effects of violence on PTSD 

symptoms. According to Baron and Kenny (1986), moderation is 

tested by regressing the dependent variable (CR-PTSD) on the 

independent variable, the moderator variable and the product 

of the independent and moderator variables (i.e., the 

interaction term). Moderation is indicated by a significant 

effect for the interaction while the independent and 

moderator variables are controlled. 

Combining each of the 15 variables representing 

Dutton's (1992) categories with the interactions in one 
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equation would result in a variable to subject ratio too low 

to produce meaningful results. Moreover, conducting separate 

regression procedures for each of Dutton's (1992) five 

categories would involve excessive variables in the 

Susceptibility Factors category equations. Consequently, the 

moderating effects of each variable were tested 

individually. The probability of making a Type I error 

(rejecting a true null hypothesis) was increased by this 

procedure. However, the study was exploratory in nature. 

Therefore, a Type I error was preferred over a Type II error 

(accepting a false null hypothesis). 

Forced entry regression equations were performed within 

each ethnic group, entering the total violence score, the 

moderator variable and then the interaction of these two 

variables. The violence variables (percent of the 

relationship with violence, number of violent incidents, 

treatment for injuries sustained from partner violence and 

fear of injury or death) were not tested for moderating 

effects. This was done for two reasons. The first was to be 

consistent with Dutton's (1992) model which does not include 

violence among the categories of moderators. These variables 

were thought to be more likely to have direct effects on 

PTSD scores and were included in the study to improve on 

previous measurement of other aspects of the violence which 
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may be important in predicting PTSD. Second, theoretical 

preferences include that the moderator is uncorrelated with 

both the predictor and dependent variables (Baron & Kenny, 

1986). The other violence variables, therefore, did not fit 

this assumption, as they were direct results of the 

violence. 

Tables 13, 14 and 15 present the results of the 

regression equations testing the moderating effects of each 

variable on the relationship between the total violence 

score and the CR-PTSD for African American, Euro-American 

and Mexican American women, respectively. For African 

American Women, only Susceptibility Factors moderated the 

impact of violence on PTSD scores. These were past partner 

violence, childhood violence and being the victim of a 

sexual assault. All three interactions also appeared to 

enhance the direct effects of violence. Only Environmental 

Stressors were moderators for Euro-American women. These 

were sense of safety and frequency of crime in their 

neighborhood. Sense of safety appeared to decrease the 

direct effects of violence, while neighborhood crime 

appeared to enhance these effects. It should be noted that 

the probability of finding a chance, significant result for 

the sense of safety interaction term was .0546. This is not 

the generally accepted level of £ < .05. However, given the 
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exploratory nature of the study, this variable was accepted 

as a moderator and included in Phase Four analyses. None of 

the variables had moderating effects for Mexican American 

women. Precise interpretation of the interactions is beyond 

the scope of the current study. To properly examine the 

nature of the moderating relationship of a variable, every x 

data point would have to be regressed on every y data point, 

and the slopes examined (Aiken & West, 1991; Baron & Kenny, 

1986; Darlington, 1990; Pedhazur, 1997) . 

Phase three: Testing the categories. This phase used 

only those variables or interaction terms which were 

significant in Phase Two (testing for moderation). Stepwise 

regression equations grouped by the categories of Dutton's 

(1992) model were calculated. In addition, the other 

violence variables (percent of the relationship with 

violence, number of violent incidents, and treatment for 

injuries) were also combined, with stepwise regressions 

performed to understand their contribution to PTSD symptoms. 

Fear of injury or death was not included in these equations 

with the violence variables. By nature of being a mediator 

of violence for African American and Mexican American women, 

fear would serve to suppress violence and perhaps other 

variables. Therefore, to more fully understand the 

contribution of the other violence variables to PTSD 
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symptoms, this variable was left out. Since the purpose of 

the study was to understand which variables, in addition to 

violence, predicted PTSD symptoms, the total violence score 

was included in every equation. If in the Phase Two 

equations, a variable was significant in the second step, 

but lost significance when combined with the interaction 

term in the third step, it was still included in this phase 

if the interaction was nonsignificant. This was done so that 

those variables which lost significance because of a 

nonsignificant interaction term were not eliminated from the 

category equations. In addition, if a variable was not 

significant in the second step of the Phase Two equations, 

but was significant in the third step (with violence and the 

interaction), it was included in this phase if the 

interaction term was also significant. This was done because 

including the interaction term without the variable in the 

Phase Three equations would not be appropriate if it was the 

relationship of the two which contributed to their 

significance in predicting PTSD in the Phase Two equations. 

Several variables did not make significant 

contributions to PTSD symptoms in Phase Two. Therefore, 

among African American women frequency of crime in the area, 

receipt of public aid, education, and social support were 

not included in the regression equations for this 
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categorical phase of model development (see Table 13). For 

Euro-American women, Table 14 shows that frequency of crime 

in the area, partner's employment, the woman's employment 

status, receipt of public aid, education, social support, 

the number of past violent partners, and sexual assault 

victimization were not significant in predicting PTSD 

symptoms. Finally, for Mexican American women, Table 15 

shows that partner's employment, women's employment, receipt 

of public aid, education, the number of past violent 

partners, and positive partner behaviors did not make 

significant contributions. Therefore, these variables were 

not included in this phase of the model development. Tables 

16, 17 and 18 present the results of the Phase Three, 

stepwise regression equations for African American, Euro-

American and Mexican American women, respectively. 

Table 16 shows the results of regression equations for 

each of Dutton's categories among African American women. 

Total, current partner violence was the only violence 

related variable that emerged to predict CR-PTSD scores and 

accounted for 10.9% of the variance in PTSD symptoms. 

Examination of Environmental Stressors shows that three 

significant predictors accounted for 37.5% of the variance. 

These were perceived stress, total violence and sense of 

safety. For the Personal Stressors, total violence and 
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partner's employment status were significant predictors, 

accounting for 11.7% of the variance. When examining the 

Susceptibility Factors, childhood and total current violence 

were significant predictors that accounted for 12.8% of the 

variance. Psychological abuse was the only significant 

predictor in the Other Aspects of the Relationship category, 

accounting for 24.6% of the variance of the CR-PTSD score. 

Finally, for the Personality category, self-esteem and total 

violence were significant predictors that accounted for 

32.2% of the variance. Given that social support was non-

significant in Phase Two, and because it was the only 

variable in the Social Support category, no regression was 

calculated for this category among African American women. 

Table 17 shows.results for Euro-American women. Total 

violence was the only significant predictor of CR-PTSD 

scores among the violence variables, accounting for 11.2% of 

the variance. Among the Environmental Stressors, perceived 

stress, the interaction of sense of safety with total 

violence, sense of safety, and the interaction of frequency 

of crime with total violence were significant predictors, 

accounting for 48.6% of the variance. When examining 

Susceptibility Factors, total current, childhood, and past 

partner violence were significant predictors, accounting for 

18.7% of the variance of PTSD symptoms. Consistent with 
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findings among African American women, psychological abuse 

was the only significant predictor in the Other Aspects of 

the Relationship category, accounting for 29.3% of the 

variance. Finally, self-esteem and the total violence score 

were significant predictors in the Personality category. 

Together, they accounted for 38.9% of the variance in CR-

PTSD scores. No regression equation was calculated for the 

Social Support or Personal Stressors categories, as all of 

these variables were non-significant when used in Phase Two 

forced entry regressions. 

Table 18 presents the stepwise regressions for Dutton's 

(1992) categories among Mexican American women. Among the 

violence variables, total violence was the only significant 

predictor of CR-PTSD scores and accounted for 4.3% of the 

variance. Among the Environmental Stressors, perceived 

stress, sense of safety, and total violence were significant 

predictors that accounted for 33.9% of the variance. For the 

Social Support category, total violence and social network 

size were significant predictors, accounting for 5.6% of the 

variance. Among the Susceptibility Factors, childhood, past 

partner, and current partner violence were significant 

predictors of CR-PTSD scores that accounted for 11.1% of the 

variance. When examining the Other Aspects of the 

Relationship category, psychological abuse was the only 
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significant predictor, accounting for 26.2% of the variance. 

Finally, within the Personality category, self-esteem was 

the only significant predictor, accounting for 31% of the 

variance in the CR-PTSD score. No equation was calculated 

for the Personal Stressors category, as no variable was 

significant in the Phase Two, forced entry procedures. 

Phase four: Combined predictors of PTSD. The final step 

in assessing Dutton's (1992) model was to examine the 

significant predictors of PTSD by performing a stepwise 

regression equation for each ethnic group. In these 

equations, all of the variables which had made significant 

contributions in Phase Three were included. Fear of injury 

or death was not included however. This was done because 

fear was a mediator of violence for African American and 

Mexican American women. The nature of mediation is such that 

the independent variable has its effect through the mediator 

variable and will not be directly important in predicting 

the dependent variable. Therefore, fear would likely serve 

to suppress the importance of the total violence score in 

these equations. Table 19 presents the results of these 

final equations testing Dutton's (1992) model. 

For African American women, perceived stress, 

psychological abuse, self-esteem, sense of safety, and 

childhood violence contributed to PTSD symptoms. Partner's 
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employment status and the total violence score, which had 

been significant during Phase Three, were nonsignificant and 

did not emerge in this equation. 

The results for Euro-American women showed that 

perceived stress, psychological abuse, self-esteem, 

childhood violence, and past partner violence were 

significant predictors of PTSD. The interactions of violence 

with sense of safety and frequency of crime were not 

important. Further, main effects for sense of safety, and 

total current violence score did not make significant 

contributions. 

Finally, the equation for Mexican American women 

revealed that self-esteem, psychological abuse, past partner 

violence, perceived stress, sense of safety and childhood 

violence were significant predictors of CR-PTSD scores. 

Social support and the total violence score were not 

significant in this overall equation. 

The last step to looking at the differences and 

similarities between the three groups, was to examine the 

percent of variance in the CR-PTSD for which the variables 

accounted, as well as the standardized betas of significant 

predictors in Phase Four. As seen, the significant 

predictors of PTSD accounted for 57% of the variance for 

Euro-American women. A lesser, but similar percent of the 
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variance was accounted for among African American (48.9%) 

and Mexican American (47.8%) women. Thus, the variables 

tested in the current study more clearly explained Euro-

American women's PTSD symptoms than those of African 

American and Mexican American women. 

Perceived stress was a significant predictor for all 

three groups. However, from examination of the standardized 

betas it appears that this is a stronger predictor (.375) of 

PTSD symptoms for Euro-American women than African American 

(.281) or Mexican American (.220) women. In all other 

instances, when variables emerged in two or more regression 

equations, their contribution was similar in strength across 

the groups. Psychological abuse and self-esteem were 

predictors which all three groups had in common. However, 

self-esteem may play a different role within each group. It 

was the strongest predictor for Mexican American women and 

emerged third among African American and Euro-American 

women. Past partner violence was a predictor for both Euro-

American and Mexican American women, but was not important 

for African American women. Sense of safety in the 

neighborhood was a significant predictor for African 

American and Mexican American women, but was not important 

for Euro-American women. Finally, childhood violence was a 

significant predictor for both African American and Mexican 
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American women, but was not significant for Euro-American 

women. 



CHAPTER IV 

DISCUSSION 

The purpose of the study was to begin the examination 

of Dutton's (1992) theoretical model of mediating and 

moderating factors which may influence the impact of 

domestic violence on the development of PTSD symptoms. 

Although understanding how these factors interact with 

violence is important, identifying different effects for 

ethnically diverse groups of women is even more important. 

To date, most of our understanding of the influence of 

violence and other life stressors on the development of PTSD 

symptoms has come from studies consisting primarily of Euro-

American women (Houskamp & Foy, 1992; Kemp et al., 1995, 

Saunder, 1994; Vitanza et al., 1995). The current study was 

exploratory in nature, but provides the first step in 

determining how violence, as well as other aspects of 

women's lives, may contribute to the development of PTSD. 

Incidence of PTSD 

Women were categorized as positive or negative for PTSD 

according to the Crime Related-PTSD scale (Saunders et al., 

1990). The three groups did not differ in rates of those 

endorsing symptoms sufficiently serious to be classified as 
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having PTSD. The similar rates across ethnic groups are 

inconsistent with studies of combat veterans and natural 

disaster victims which have found differences (e.g., Fontana 

& Rosenheck, 1994; Norris, 1992; Sutker et al., 1995a). 

Investigators have speculated that differences have arisen 

as a result of the disparity between resources available to 

minority and majority culture individuals (e.g., Allen, 

1996; Rasche, 1988). The most likely reason for the similar 

rates of PTSD in the current sample is that all women had 

similar income levels. That is, ethnicity and social class 

were not confounded as they usually are in research. These 

low income women, therefore, were likely to be homogeneous 

with regard to resources. 

Another point of interest is that the incidence found 

in the current investigation is similar to those in studies 

which drew their samples primarily from shelters (e.g., 

Houskamp & Foy, 1991; West et al., 1990) or outpatient 

treatment centers (e.g., Astin et al, 1993; Gleason, 1993). 

This was surprising because those studies consisted only of 

women who were victims of domestic violence and seeking help 

for the violence. In contrast, the current sample was drawn 

from the community and specifically did not target women in 

abusive relationships. Other studies which used community 

samples have found much lower rates, ranging from one 
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percent (Gleason, 1993) to 12.3% (Resnick et al., 1993). The 

most obvious implication of the current findings is that the 

PTSD symptoms of women seen in shelters likely result from 

more than the violence women suffer. Ecological variables, 

among which poverty is one, have been considered by others 

as risk factors to the development of PTSD (Hough, Vega, 

Valle, Kolody, Griswold del Castillo, & Tarke, 1990; 

Meichenbaum, 1994). Most women who enter these shelters are 

of lower socioeconomic status than those who seek help from 

other sources (e.g., psychologists in private practice) and, 

therefore, are at greater risk for stress related symptoms. 

It is also interesting that the mean score for each 

ethnic group was above the clinical cut-off on the CR-PTSD. 

Because this sample was not restricted to women in abusive 

relationships, this finding also supports the notion that 

low income women are at risk for stress related symptoms as 

a function of living in poverty. Partner violence may be a 

second, independent risk factor. The higher rates found in 

this sample might be expected if the additional stressors 

women of low income often face are considered. Many elements 

which are taken for granted by others (e.g., housing, health 

care, safe neighborhoods) may be the source of much worry 

and crises for women with lower incomes and, in turn, leave 

them more vulnerable to the development of stress related 
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symptoms, even in the absence of partner violence. The 

current results indicate that differences previously found 

between ethnic groups for other kinds of trauma may be more 

reflective of socioeconomic differences rather than race or 

ethnicity. This conclusion is tentative, in that previous 

research has used different kinds of samples (e.g., men and 

children) and examined different kinds of traumas (e.g., 

combat and natural disasters). However, the results should 

push the field to more closely examine what has contributed 

to previous differences found between ethnic groups as well 

as the high prevalence rates observed in clinical samples. 

Depression and Suicidal Ideation 

Depression and the risk of suicide were examined 

because of their association with PTSD (American Psychiatric 

Association, 1994; Gleason, 1993; Meichenbaum, 1994). The 

three ethnic groups were compared on each of the measures 

assessing suicidality. Group differences were found only for 

the social comparison item. African American and Mexican 

American women perceived themselves as different from Euro-

American women and less likely to think about killing 

themselves as compared to other women. Euro-American women's 

scores indicated they thought of themselves as more similar 

to other women. However, no differences were found between 

the groups for the number of times they had actually 
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considered or attempted to kill themselves. Although the 

prevalence of seriously considering and attempting suicide 

was similar across the groups, the perceptions of Euro-

American women differ in a less optimistic way. This may 

reflect a difference in coping. African American and Mexican 

American women may make "downward" comparisons (Festinger, 

1954; Taylor, 1983) thereby assuming they cope better than 

other women. This could be an example of an optimism among 

these women, but not among Euro-American women who perceive 

their suicide risk as similar to other women. However, this 

is an example of a statistical difference that may have 

little real meaning. On the scale, a one was less likely, 

and two was equally likely to think about killing themselves 

than other women. Although higher than the other groups, the 

mean for Euro-American women was 1.34. With this in mind, 

African American and Mexican American women's scores may 

still be thought of as indicating the presence of downward 

comparisons, but Euro-American women were also making 

downward comparisons. The effect was just not as strong. 

The differences found for this measure may not be 

related to differences in social comparison alone. The issue 

at hand is likely more related to the acceptability of 

discussing suicidal thoughts. As Festinger (1954) has 

discussed, social comparison is important for the validation 
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of beliefs about one's abilities. If women are not engaging 

in behaviors that can provide accurate feedback about their 

beliefs and abilities, then their assessments may be more 

likely to be inaccurate. For example, for African American 

women, the image of the "strong black woman" (Rashe, 1988; 

Richie, 1985), may prevent them from talking about this with 

others; for even considering suicide may be interpreted as 

weak. Therefore, African American women may believe they are 

less likely to think about killing themselves than others 

because they do not have the social "sound boarding" 

required to make this assessment. Moreover, thinking of 

themselves as less likely to consider suicide is more 

consistent with the image of toughness of character 

(Pinderhughes, 1982) with which these women may identify. 

The strong role of the church within the African American 

and Mexican American community may also play a role in the 

frequency and honesty with which they are willing to discuss 

such issues as suicide (Rasche, 1988). Fear of judgement 

based on religious beliefs may have prevented women from 

openly discussing such issues, and, therefore, leave them 

feeling they must indicate they are less likely than other 

women they know. More research is needed to understand how 

ethnicity affects women's social comparison of their 

strengths and weaknesses. 
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The second step in the examination of depression and 

suicidality was to consider women's responses as they 

related to PTSD status (positive or negative). With the 

exception of one question, results were consistent within 

each group. In comparison to PTSD negative women, those 

categorized as PTSD positive indicated more feelings of 

severe depression, having seriously considered and attempted 

suicide more frequently, more suicidal ideation and 

considering themselves more likely to think about suicide 

than other women. These results are consistent with other 

findings that depression and suicide are risk factors 

associated with PTSD in battered women (Gleason, 1993; 

Kilpatrick & Resnick, 1993; West et al., 1990) as well as 

victims of other traumas (American Psychiatric Association, 

1994; Briere & Zaidi, 1989). 

The one exception to this pattern was found for Euro-

American women. Despite the similarity of rates, there was 

no difference between PTSD positive and negative Euro-

American women on serious consideration of suicide. Euro-

American women who were PTSD positive indicated they 

attempted more than those who were negative, however, they 

reported seriously considering suicide no more than those 

who were negative. One explanation for this finding may be 

an ethnic difference in the meaning of the question. The 
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perception of what "seriously consider" actually means to 

Euro-American women may be different than for African 

American and Mexican American women. Perhaps Euro-American 

women more readily endorsed this item if they had merely 

thought about suicide, whereas the other two groups reported 

only those instances which they considered serious. 

Therefore, the presence of PTSD symptoms would logically be 

related to more thoughts of suicide for African American and 

Mexican American women and not Euro-American women. 

Another possibility is that, for Euro-American women, 

thinking about suicide may not be related to action. This 

would explain why there were no differences by PTSD for 

seriously considering, but there were for attempted 

suicides. Euro-American women who are PTSD positive may be 

more likely to act on these thoughts when they do occur. 

There are clinical implications for these findings. 

Given that a history of seriously considering suicide is a 

risk factor for future suicide attempts, reports from Euro-

American women should be more thoroughly examined. They may 

indicate fewer thoughts, but are not necessarily less likely 

than African American and Mexican American women to attempt 

suicide if they are suffering from PTSD. 
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Fear as a Mediating Variable (Phase One) 

The primary purpose of Dutton's (1992) model is to 

facilitate the understanding of other variables that may 

influence the impact of violence on the development of PTSD 

symptoms. Mediation and moderation have different meanings 

(e.g., Baron & Kenny, 1986; Gogineni et al., 1995) although 

both types of variables influence the impact of violence. 

Mediation occurs when the independent variable affects the 

dependent variable through another variable. Therefore, the 

independent variable does not have a direct effect on the 

dependent variable. Moderation occurs when a variable 

affects the direction and or strength of an independent 

variable's relationship with a dependent variable. The 

independent variable may or may not also have a direct 

effect on the dependent variable (Baron & Kenny, 198 6). 

Therefore, the categories in Dutton's (1992) model would be 

classified as moderators. 

Before moderation was tested, the presence of a 

mediator was examined. The fear of being seriously injured 

or killed by one's partner mediated the impact of violence 

on PTSD symptoms for African American and Mexican American 

women, but not Euro-American women. Therefore, for African 

American and Mexican American women, when fear of injury or 

death was considered, violence did not have a direct effect 
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on PTSD. It's effect can be thought of as passing through 

fear (i.e., violence leads to fear then fear leads to PTSD 

symptoms). For Euro-American women, fear did not alter the 

direct effect of violence on PTSD symptoms. Violence did 

indeed predict fear, however, fear was not related to PTSD. 

These findings are important for clinicians as well as 

those who may encounter women in crises (e.g., in shelters). 

The fear of being injured and or killed by a partner for 

African American and Mexican American women, is equally or 

more important than the violence. Regardless of how severely 

abused a woman may be, if she is African American or Mexican 

American, it is her fear of injury or death that relates to 

the development of PTSD symptoms rather than the violence in 

and of itself. It may, at times, be tempting to make value 

judgements about the severity of abuse suffered by a woman 

and expectations about her reactions. This study shows the 

importance of asking about a woman's fear of injuries or 

death when working with African American and Mexican 

American women who are the victims of domestic violence. 

The mediating impact of fear for African American and 

Mexican American women is not surprising in light of a meta-

analysis by Weaver and Clum (1995) examining the relative 

magnitude of objective violence and subjective factors on 

stress symptoms. They found that objective factors have been 
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studied more frequently, however, subjective factors (e.g., 

fear) contributed twice as much to stress symptoms as did 

objective characteristics of the violence. Similarly, Bowman 

(1997) reviewed studies which examined personal and event 

(e.g., severity of violence) characteristics. She concluded 

that individual characteristics are more powerful in 

accounting for distress symptoms. What is perplexing, is why 

fear did not mediate violence for Euro-American women. 

One issue related to this question of "why?" is the 

reasons for women's fear of injury or death. The groups did 

not differ for how often they felt afraid. Additionally, 

violence was predictive of fear for all three groups. 

However, what is not clear is why women perceived their 

lives or bodies to be in danger. Even though analyses 

indicate that fear increases as violence increases, there is 

no information about what prompted women to have these 

perceptions. Perhaps different kinds of events were related 

to fear for Euro-American women than African American and 

Mexican American women. For example, other behaviors a man 

exhibits may be more threatening. These acts (e.g., the look 

in his eye; whether he was using drugs or alcohol, how 

illogical his reasoning sounds) often increase as violence 

increases and may be what is related to fear among Euro-

American women. Perhaps because of the way violence was 
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measured (e.g., specifics about acts of violence and not 

other personality characteristics of the man), fear did not 

function as a mediator. Specifically identifying factors 

that lead to women's fear, was not done in the current 

study. These factors constitute an area for future research. 

Another implication that can be drawn from the 

differences between the groups relates to the measurement of 

violence. The accuracy of measuring the severity of violence 

and distinguishing it from verbal threats has been thought 

to be an important issue in the domestic violence literature 

(e.g., Marshall, 1992). For Euro-American women, accurate 

measurement appears to be more important than for African 

American or Mexican American women. On the other hand, the 

measure used to assess the violence in the current study 

(SVAWS; Marshall, 1992) was likely developed primarily with 

samples of Euro-American women. This is not clear from the 

description. However, if so, it may be that fear is not 

necessarily more important for African American and Mexican 

American women, but that the way in which violence was 

measured was not appropriate for these two groups. 

Therefore, violence would not emerge as a significant 

predictor of PTSD symptoms. More research is needed to 

further explore these differences in measurement and 

perception. 
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Moderating Variables of Violence (Phase Two) 

Another important part of Dutton's (1992) model is to 

identify and understand variables that moderate the impact 

of violence on PTSD symptoms. Her model has six categories 

of variables: Other Current Stressors, Social 

Support/Resources, Susceptibility Factors, Other Aspects of 

the Relationship, Personality Variables and Others' 

Responses to the Violence. Because archival data were used, 

others' reactions to the violence was not included in the 

current study. Dutton contends that violence does not 

necessarily have a direct effect on the development of PTSD 

symptoms. Rather, other moderating/mediating factors 

influence the impact of the violence in a woman's life. 

Several variables representing five categories were 

measured. The pattern of results for each ethnic group 

differed. 

When examined individually, none of the variables 

representing Dutton's (1992) categories served to moderate 

the impact of violence on PTSD for Mexican American women. 

Many variables were independent predictors. Others had no 

effect in helping to explain PTSD symptoms in Mexican 

American women. 

For African American women what Dutton (1992) termed 

Susceptibility Factors moderated the relationship between 
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violence and PTSD. Having been in a past violent 

relationship, suffering violence as a child, and having been 

the victim of a sexual assault all moderated the effect of 

violence. The exact nature of these interactions is beyond 

the scope of the current study. However, it is clinically 

relevant to note that not only is current violence in a 

woman's life important, but past victimizations of African 

American women are also important when devising a treatment 

plan. Moreover, clinicians should understand that in 

addition to the interaction, these moderators also enhanced 

the direct effect of violence on PTSD. 

Several hypotheses should be considered to explain why 

past victimizations moderated the impact of violence for 

African American women and not Mexican American or Euro-

American women. African American women did not report more 

past victimizations than the other groups. However, they may 

have been treated more poorly if they sought help for these 

past assaults. This treatment, and not necessarily the past 

violence, may actually be what moderates the impact of 

current partner violence on the development of PTSD 

symptoms. Because this was not measured, the severity of 

these past acts appear to be what is moderating violence. 

Dutton (1992) argues that others' responses to the 

current violence impacts PTSD. This assertion can be 
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extended to include others' responses to past violence. 

Community and family support during the recovery of 

traumatic events has been found to be extremely important. 

Astin et al. (1993) found that post-trauma variables were 

more important than pre or trauma variables in explaining 

PTSD symptoms. Although these were examined for current 

partner violence, the same rationale could be extended to 

past traumas. Additionally, Meichenbaum (1994) discusses how 

a parent's reaction to the sexual abuse of a child can be 

more important than the characteristics of the abuse itself. 

This includes whether a child is taken seriously and 

believed (Ruma, 1993). If African American women were 

treated as if they somehow were to blame or that their 

suffering was not important, they were thereby re-victimized 

by the system. These women may then form assumptions about 

the quality of assistance likely to be received for these 

kinds of "problems." Thus, past experiences may leave 

African American women more vulnerable than Euro-American or 

Mexican American women. This would also explain why these 

moderators increased the effect of violence on PTSD. Past 

victimizations not only leave African American women more 

vulnerable to PTSD, but make the impact of the current 

violence even worse. Euro-American women who were victims of 

past abuses may have received more support from others. In 
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contrast, the private nature of the family and resources 

available for Mexican American women may have -kept them from 

asking for assistance for past abuses. Therefore, past 

victimizations may not diminish hopefulness about the 

accessibility and quality of help for the current situation 

among these groups. 

These speculations are based primarily on global 

generalizations of ethnic differences and discrimination. 

Research is needed to explore more thoroughly the help-

seeking behaviors of women in abusive relationships as well 

as for past victimizations. Why or why not women seek 

assistance, the type of aid they receive, the perceived 

helpfulness of this aid, and the reactions of the community 

need to be extensively assessed to understand the 

differential impact of past victimizations on African 

American, Mexican American and Euro-American women. 

Dutton's (1992) category of Other Stressors was divided 

into environmental and personal stressors. Two of the 

environmental stressors, sense of safety and frequency of 

crime in Euro-American's neighborhoods, moderated the 

effects of violence on PTSD. It should be noted, that the 

interaction of violence with sense of safety was of 

borderline significance in the analyses. However, because 

the study was exploratory in nature, it will be discussed as 
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a moderator of violence. These findings are consistent with 

the literature which considers PTSD as resulting from one's 

life being threatened and the increased need for a 

heightened sense of arousal (which is a symptom of PTSD) to 

feel safe (e.g., Foy, Osato, Houskamp, & Neumann, 1993). 

Although, the exact nature of the interactions is unknown, 

it can be assumed that if women feel the neighborhood in 

which they lives is unsafe, hypervigilance would be a 

natural and appropriate reaction. Coupled with an abusive 

relationship, this heightened sense of arousal may reach 

clinical significance. One implication is that practitioners 

should be alert to the impact physical environment may have 

on Euro-American women's symptoms, and work to address this 

basic need in treatment. 

It is unclear why current crime and sense of safety 

were important for Euro-American women and not the other 

groups, especially because fear of injury or death at their 

partners' hands was not related to their PTSD symptoms. One 

element which was not measured was whether women had been 

the victims of crimes (other than sexual assault and 

domestic violence). It may be that Euro-American women were 

the victims of more crimes than the other groups. 

Identifying the kinds of crimes and how they differentially 

relate to current partner violence and PTSD symptoms will be 
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important for future research. Also, others' reactions to 

these crimes would be an important element in understanding 

these relationships. Although being the victim of a crime 

would actually fall in the susceptibility category, it may 

impact how current environmental stressors are perceived by 

women which, in turn, may affect the relationship of partner 

violence and PTSD symptoms. 

Finding that environmental stressors moderate violence 

for Euro-American but not African American or Mexican 

American women may, in part, be explained by Houts and 

Kassab (1997). They examined differences between Euro-

American and minority individuals in how social learning 

theory impacts the fear of crime. While others have found 

that Euro-American's exhibit less fear of crime than 

minorities (Thompson, Bankston, & St. Pierre, 1992), Houts 

and Kassab argued that the issue was more complicated and 

related to locus of control, reinforcement and the social 

context of the crime. One of their findings was that 

education, gender and area crime rates had a significant 

impact on the fear of crime for Euro-American's but not 

minority participants. Euro-American's who were women, with 

fewer years of education and living in areas with higher 

crime rates reported greater fear. From this perspective, 

the importance of sense of safety and frequency of crime as 
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moderators for Euro-American and not African American and 

Mexican American women would be expected. This is because 

the current sample consisted only of women, many of whom had 

relatively little education and, because of their low 

income, likely lived in high crime areas. 

Additionally, Houts and Kassab (1997) found that both 

Euro-Americans and minorities who were the victims of crime 

or knew someone who had been a victim had high fear of crime 

scores. Moreover, Euro-Americans and minorities who 

displayed less trust in their neighborhoods reported higher 

fear of crime. However, trust in one's neighborhood was 

found to offset the adverse effects of crime victimization 

on fear scores for Euro-Americans but not minorities. Thus, 

trust in one's neighborhood can have a powerful positive 

effect for Euro-American women. Perhaps the Euro-American 

women in the current sample had low levels of trust in their 

neighborhood and therefore, the frequency of crime and sense 

of safety affected the impact of violence on PTSD symptoms. 

It could be speculated that Euro-American women may have 

less trust in the neighborhoods than African American and 

Mexican American women who have traditionally had more 

communal orientations (Falicov, 1982; Pinderhughes, 1982). 

This orientation may allow these women to have more feelings 

of comfort and trust in the community. Therefore, sense of 



118 

safety and crime would be less likely to moderate violence 

for African American and Mexican American women. More 

research is needed to understand women's perceptions of 

their neighborhoods and how the trust or lack of trust of 

one's neighbors and community impacts the development of 

fear and PTSD. 

Finally, the interaction term for sense of safety with 

violence eliminated the direct impact of violence on PTSD, 

whereas the interaction including frequency of crime 

strengthened the direct impact of violence. The difference 

may be that sense of safety is an internal process or 

perception women have. In contrast, frequency of crime, 

although a perception, assesses more external occurrences. 

The results of Houts and Kassab (1997) are again relevant. 

If women believed crime rates in the area were high, their 

fear of crime may increase. Euro-American women in the 

current study reported crime occurring more frequently in 

their neighborhoods than the other groups. Therefore, the 

impact of a crime (i.e., violence) in their own home may 

become stronger. To the degree that sense of safety is 

similar to Houts and Kassab's trust in the neighborhood, the 

strong positive effect they found for Euro-Americans may 

have caused both the interaction between violence and sense 

of safety as well as elimination of the direct impact of 
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violence. More research is needed to understand these 

effects. 

In sum, different variables moderated the relationship 

of violence and PTSD symptoms, depending on ethnicity. For 

African American women, past susceptibility factors emerged, 

whereas for Euro-American women, current stressors or 

concerns about their environment moderated the effects of 

violence. Only direct effects were found for Mexican 

American women. 

Categorical Predictors of PTSD (Phase Three) 

The next step in testing Dutton's (1992) model was to 

examine the predictive quality of each category of 

variables. These equations were based on results of the 

analyses in the second phase testing moderation. Only 

variables that made a significant contribution to PTSD when 

violence was in the equation were included. For African 

American women, the frequency of crime in the neighborhood, 

receipt of public aid, education and the number of people in 

their social support network were not included. For Euro-

American women, the personal stressor variables (the woman's 

and her partner's employment status, receipt of aid and 

education), size of their social support networks, the 

number of past violent partners, and sexual assault were 

nonsignificant. For Mexican American women, neither the 
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personal stressor variables nor the number of past violent 

partners were included in Phase Three equations. 

PTSD requires stressors which are extreme and 

traumatic. Consequently, all of the personal stressor 

variables emerging as nonsignificant for Mexican American 

and Euro-American women was not surprising. Only two ot 

these stressors were important for African American women. 

Personal stressors such as finances and education are rather 

commonplace factors with which women of lower socioeconomic 

status must contend on a daily basis. Therefore, these are 

not likely to contribute to clinical levels of symptoms. It 

is other aspects of poverty that probably predict PTSD 

symptoms. 

In addition, social support was not important for 

African American and Euro-American women when predicting 

PTSD. Kemp et al.(1995) found that perceived social support 

helped explain PTSD symptoms better than the size of the 

network. Unfortunately, social support was not used in this 

study because anecdotal evidence suggested that women 

misunderstood the questions about satisfaction with support. 

Therefore, the most relevant variable may not have been used 

in this study. On the other hand, Belle (1982) found that 

network size was a major stressor for poor women. Future 

research with low income women should include both variables 
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in this category as well as measures indicating type of 

support received (e.g., tangible or emotional). 

Examination of the sets of variables representing 

Dutton's (1992) categories of "moderating" factors resulted 

in many interesting findings. For African American women, 

several variables contributed to PTSD symptoms in addition 

to partner violence. Among the Environmental Stressors, 

perceived stress and sense of safety were significant 

predictors. The only Personal Stressor was partner's 

employment status. Although it is logical to assume that 

unemployment may increase men's stress and, therefore, lead 

to more frequent or unexpected expressions of violence, 

partner's employment did not moderate the impact of violence 

on PTSD symptoms. Therefore, the direct relationship between 

employment and PTSD may be indicative of other kinds of 

stressors inherent in unemployment. Among the Susceptibility 

Factors, only violence in childhood remained significant 

when including all variables. All three moderators 

(interactions of past partner, childhood and sexual violence 

with current partner violence) which were significant when 

considered individually, lost importance with other 

Susceptibility Factors in the equation. Among the Other 

Aspects of the Relationship category, only psychological 

abuse was predictive of PTSD. Finally, the Personality 
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variable, self-esteem, was significant. Current partner 

violence maintained its importance when combined with other 

variables for all of the categories tested except Other 

Aspects of the Relationship. The impact of psychological 

abuse appeared to suppress the importance of violence, as 

found by Marshall (1998) when she assessed other aspects of 

women's lives (e.g., self-esteem, depression). 

When the categories were examined among Euro-Americans, 

a different pattern was evident. Of the Environmental 

Stressors, perceived stress, interactions of partner 

violence with crime and sense of safety in the neighborhood, 

as well as a direct effect of sense of safety were 

significant predictors of PTSD. Among the Susceptibility 

Factors variables, childhood, past partner, and current 

partner violence were significant predictors. For the Other 

Aspects of the Relationship category, psychological abuse 

was again the only significant predictor. Finally, the 

Personality category yielded self-esteem as a significant 

predictor. When examined within the tested categories of 

Dutton's model, violence continued to be important for all 

except the Other Aspects of the Relationship category; with 

an indirect impact (the interaction terms of the moderators) 

among Environmental Stressors. Again, psychological abuse 

suppressed the importance of violence in its category. 
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For Mexican American Women, percieved stress and a 

sense of safety in the neighborhood were significant 

Environmental Stressors predictive of PTSD. Network size was 

a significant predictor in the Social Support category. Like 

Euro-American women, childhood, past partner and current 

partner violence were significant Susceptibility Factors. As 

with the other two groups, psychological abuse was the only 

significant variable in the Other Aspects of the 

Relationship category. Finally, self-esteem emerged in the 

Personality category, appearing to suppress the direct 

impact of violence. Current partner violence made 

independent contributions in the Environmental, Social 

Support and Susceptibility Factors categories. Unlike 

African American and Euro-American women, social support 

(network size) was a significant predictor for Mexican 

American women. The reason for this is unclear. Perhaps the 

size of their social network is also related to Mexican 

American women's perceptions of how supportive the network 

is for them. This would then explain why it would be related 

to PTSD symptoms. 

In all three groups, current partner violence was not 

important when considered with psychological abuse. The 

profound impact of this form of subtle abuse apparently 

suppresses the effect of violence. When reporting 
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psychological abuse, women reported behaviors of their 

partners. However, the impact of these behaviors likely has 

a profound internal impact on women. These kinds of 

behaviors are subtle in comparison to verbal threats or 

other verbal aggressions (e.g., yelling) which often occur 

during a conflict. As Marshall (1998) discusses, these 

messages are communicated in ways that do not prompt women 

to defend themselves with such things as rationalizations. 

For example, if a woman is told something during an 

argument, she can attribute this to her partner's anger and 

be less likely to internalize this as a truth about herself. 

In contrast, subtle, consistent messages from a partner may 

prompt a woman to attribute these to her own deficiencies, 

rather than to the situation or her partner. Because the 

very nature of PTSD symptoms causes women to be more 

vigilant, behaviors of partners which cause women to be self 

critical would therefore be very important to the 

development of symptoms and explain the suppression of 

violence. Additionally, psychological abuse may play a 

reciprocal role with PTSD. As a woman endures more 

psychological abuse, she may become more hypervigilant to 

signs of danger in her environment. This, in turn, leaves 

her more vulnerable to the effects of the subtle abuse and 

so on. 
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Self-esteem was predictive of PTSD for all three 

groups, however, only among Mexican American women did 

violence not continue to have an independent effect when 

considered with self-esteem. The zero order correlations of 

self-esteem and current violence were nonsignificant for 

Mexican American women, but were significant in the other 

groups. Research on violence has found an inverse 

relationship with self-esteem (e.g., Cascardi & O'Leary, 

1992; Meichenbaum, 1994), but it does not generally consider 

results or patterns for Mexican American women separate from 

the sample as a whole. The reason self-esteem appeared to 

suppress violence in the prediction of PTSD for this group 

is unknown. Perhaps the same dynamic that appears to occur 

for psychological abuse within all three groups is occurring 

for Mexican American women with self-esteem. Mexican 

American women may look to external forces to develop 

feelings of self worth more so than the other groups. 

Because PTSD prompts women to be more alert to the external 

environment, self-esteem which is derived primarily from 

external relationships may indeed be more important than 

violence for these women than the other groups. Cultural 

experiences are widely accepted as influencing the 

development of the self (Basic Behavioral Science Task Force 

of the National Advisory Mental Health Council, 1996), of 
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which self-esteem is a part. More research is needed to 

further explore how self-esteem develops for Mexican 

American women in comparison to other groups and the role it 

plays in coping with stressors in their lives. 

Predictors of PTSD (Phase Four) 

The last phase of the study combined all variables 

which were significant in the categorical equations. For 

African American women, perceived stress, psychological 

abuse, self-esteem, a sense of safety in the neighborhood, 

and childhood violence contributed to PTSD symptoms. 

Together, these variables accounted for 48.9% of the 

variance. Neither partner's employment status nor men's 

violence remained significant when considered with these 

variables. 

For Euro-American women, percieved stress, 

psychological abuse, self-esteem, childhood violence and 

past partner violence helped explain PTSD symptoms. Partner 

violence alone and as moderated by sense of safety and 

frequency of crime in the neighborhood were not important 

nor did, sense of safety make an independent contribution to 

PTSD. More of the variance (57%) was explained for these 

women than African American or Mexican American women. 

Finally, for Mexican American women, self-esteem, 

psychological abuse, past partner violence, sense of safety 
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in the neighborhood and childhood violence accounted for 

47.8% of the variance in PTSD scores. Neither social support 

nor partner violence were significant predictors. 

This last set of analyses illustrates the differences 

as well as similarities between the groups. They also 

indicate that Dutton's (1992) model is a useful tool to 

understand the development of PTSD irrespective of violence. 

For each group, significant predictors in the final phase 

were representative of each of Dutton's categories, with the 

exception of social support. Common to all groups were 

effects for perceived stress, psychological abuse and self-

esteem. The relationship for perceived stress is not 

surprising. The scale used in this study measured women's 

perceptions of how well they were coping with the stress in 

their lives, rather than assessing stressful events. Thus, 

all three of these variables were measuring current, 

internal processes which may be why they maintained their 

importance, throughout each phase of the study in each of 

the groups. The findings of Bowman (1997) and Sutker, Davis, 

Uddo and Ditta (1995b) help to explain this assumption. 

These authors have found that personality variables are more 

predictive of stress related symptoms than demographic or 

stress severity variables. Self-esteem, how well women cope 

with stress and the internal process inherent in being 
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victimized by psychological abuse could all be considered 

personality variables or at the very least, variables which 

contribute to personality development. Therefore, the 

results of the current study are consistent with findings of 

more general PTSD research. 

One of the most surprising results was that violence 

lost its importance in the final phase of equations in each 

group. However, when other research is examined along with 

the findings of this study, it becomes clearer that the 

context within which a trauma occurs is equally, or more 

important than the trauma itself. For example, Meichenbaum 

(1994) reviewed a series of studies examining risk factors 

for PTSD. His final conclusion is emphasized with a caveat 

given by Mc Farlane (as cited in Meichenbaum, 1994), who 

observed that the majority of studies examining PTSD have 

demonstrated the importance of the stressor in influencing 

outcome (symptoms) when conducted with patient populations. 

However, when community samples are studied, the 

relationship between the severity of symptoms and exposure 

to the stressor does not hold up. This is consistent with 

the findings of Sutker et al. (1995b), Weaver and Clum 

(1995), as well as Bowman (1997), all of whom have 

emphasized other factors to be more important than the 

stressor or traumatic event itself. Therefore, the loss of 
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importance of violence is no longer surprising when 

considered with these results in mind. 

Violence has likely been important in past studies 

because the samples were selected for the presence of 

violence, with most using samples of women seeking help 

specifically for or because of the violence (e.g., Astin et 

al., 1993, Gleason, 1993; Kemp et al., 1991). If from the 

current sample, only the 571 women who reported sustaining 

violence, or the 31% who had sustained at least one act of 

severe, life threatening violence were used, perhaps 

violence would have played a larger role in predicting PTSD 

symptoms. Of even more importance however, is the fact that 

few studies have examined violence within the overall 

context of women's lives (e.g., Astin et al., 1993, Houskamp 

& Foy, 1991; Kemp et al., 1995). In the past, violence or 

variables related to the violence (e.g., injuries, duration 

of the violence) have been considered in isolation of other 

factors that may protect against or exacerbate PTSD 

symptoms. This is likely why it has continued to be 

considered the primary or most important stimulus for PTSD 

among battered women. Finally, it should be kept in mind 

that fear was found to mediate violence for African American 

and Mexican American women. Thus, the results do not 

indicate that violence is unimportant in the development of 
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PTSD, however, it likely has an indirect impact through more 

subjective experiences of the violence (Weaver & Clum, 

1995). 

Dutton's (1992) model appears to be a helpful base from 

which to conceptualize the development of PTSD. She 

emphasizes that each of the moderating categories should be 

assessed when working with battered women. However, the 

findings of the current study do not apply only to those 

working with women labeled as "battered." What may bring 

many women to the attention of professionals, other than 

those in shelters or abuse specific clinics, may not 

actually be domestic violence. The results indicate that 

violence should be assessed in addition to other factors 

such as psychological abuse, self-esteem, childhood abuse, 

past abusive relationships and the woman's perception of 

stress in her life when working with women with PTSD. 

Although these factors may be the focus of attention in 

treatment, the fact still remains that if a woman is being 

battered, she is in physical danger. Consequently, to 

responsibly treat these women, clinicians need to consider 

that violence may be an aspect of the clinical picture. 

Differing variables were important for women of varying 

ethnicity. Moreover, the variables assessed in the current 

study appeared to explain a larger portion of the variance 
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of PTSD for Euro-American women than African American and 

Mexican American women. This is likely a by-product of the 

measures used, which have been primarily normed with samples 

of Euro-American women. Future research must more closely 

consider how scales are developed and the potential impact 

this can have on the interpretation of results. What the 

results of this study ultimately indicate are that there are 

similarities in the factors which put women at risk for 

development of PTSD. However, the differences should be 

considered, assessed and treated when working with women of 

different ethnic backgrounds. 

Limitations of the Research 

The current findings should be interpreted with certain 

limitations. First, the measurement of past sexual assault 

was somewhat vague and did not differentiate whether the act 

occurred when the woman was a child or an adult. This is 

particularly important given Astin et al.'s (1995) finding 

that childhood sexual abuse, but not physical abuse was an 

important predictor of PTSD symptoms. Sexual victimization 

was not significant for any of the three ethnic groups in 

the final equation. Perhaps, the lack of specificity of the 

instrument weakened its predictive impact. Second, there was 

no measure of crimes other than domestic violence. This 

would likely be an important aspect of the susceptibility 
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factors discussed by Dutton (1992). Third, the measures that 

assessed current partner, past partner and childhood 

violence were not consistent with one another. The 

measurement of past partner and childhood violence is an 

improvement on past research which has merely asked for 

presence or absence of abuse in general. However, a more 

consistent way of measuring these variables would allow for 

better discrimination in their importance in predicting 

PTSD. When different measures are used to assess the same 

kinds of behaviors, it is difficult to know if it is the 

measure or the construct that is having an effect. Finally, 

the measurement of social support was poor and did not 

capture what has been deemed the most important aspect of 

social support; one's perception of its helpfulness and 

reliability. 

Directions of Future Research 

Future research must continue to explore the 

similarities and differences among women of varying 

ethnicity. Combining women into one group, regardless of 

ethnicity, will not increase understanding of the differing 

effects of violence and other variables in the development 

of PTSD for battered women. Moreover, the results show that 

samples should not be divided into majority and minorities. 
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Important differences are obscured when these procedures are 

used. 

Perhaps the most important area of improvement needed 

is to more thoroughly examine the reactions of the community 

to the struggle of victimized women, including but not 

limited to those who are battered. This would include the 

reactions of police, doctors, friends, family, churches, 

clinicians etc. to current, as well as past abuse. This is 

the sixth category of Dutton's (1992) model and is obviously 

an important part of understanding the clinical picture of 

PTSD. However, it is even more important when considering 

the differences among women of varying ethnicity, as the 

reactions of society may differ depending upon a woman's 

ethnic background (Rasche, 1988). More studies are also 

needed in which women rate the effectiveness and helpfulness 

of these groups. Details, rather than global ratings, are 

also needed to identify what aspects of the help or helper 

need changing and which are effective. 

Related to the issue of other's reactions is that of 

the guilt women may feel and how this relates to PTSD 

symptoms. Because of the differential treatment of women of 

varying ethnicity, different messages may be conveyed which 

create feelings of shame and guilt. These have been examined 

for survivors of natural disaster and combat veterans 
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(Kubany, 1994) as well as battered women (Saunders, 1994) 

and play a major role in PTSD symptoms. These feelings would 

likely be an important part of PTSD for women in abusive 

relationships, particularly if there are children in the 

home. 

Another issue that was not assessed, which may be 

important in understanding the symptom picture of PTSD for 

women of varying ethnicity is that of the role of racism and 

discrimination. The current study was able to differentiate 

the role of poverty from that of ethnicity, however, the 

experience of discrimination is likely to be different for 

Euro-American, African American and Mexican American women 

even if they are from similar socioeconomic backgrounds. The 

impact of chronic racism on a woman would likely make her 

more vulnerable to such symptoms as PTSD. 

Future research should also strive to incorporate 

aspects which serve to buffer women from PTSD symptoms. The 

role of social support has already been discussed. However, 

religion or spirituality may act to protect women from 

development of symptoms. 

Finally, when looking specifically at Dutton's (1992) 

model, the categories of "mediation/moderation" have 

differing importance within each group. This model continues 

to be a useful base from which to examine factors which 
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impact PTSD symptoms, not only among battered women in 

treatment, but women in the community. The statistics used 

to assess these relationships in the current study provide 

only a preliminary understanding. To more completely 

understand how these variables relate to one another, 

violence and the symptoms of PTSD, more sophisticated 

analyses such as structural equation modeling need to be 

used. 
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Appendix A 

Social Support Questions 

Next is about adults in your life. I'll ask for a number 
then rate your satisfaction with those relationships. 

A) number of people 

actual number 

B) how satisfied with relationships 

1 2 3 4 5 6 
extremely extremely 
dissatisfied satisfied 

a) HOW MANY PEOPLE... [actual number] 

[if 0 say: HOW SATISFIED ARE YOU WITH THAT] 

b) HOW SATISFIED ARE YOU [WITH THOSE RELATIONSHIPS] 

[a] [b] 
# satisfied 

accept you totally, including both your worst and your best 
points 
can you really count on to tell you, in a thoughtful 
manner, when you need to improve in some way 
do you feel truly love and care about you 
would help you with household tasks if you needed it 
would help you with shopping or other errands if you needed 
it 
would loan you money if you needed it 
would help you in an emergency 
would help you make a decision 
can you talk to about casual things going on in your life 
can you talk to about important things going on in your 
life 
are so close they're like family but really aren't 
feel responsible for you 
do you feel responsible for 
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Appendix B 

Modified Conflict Tactics Scale* 

1. threatened to hit or throw something at you 
2. thrown or smashed or hit or kicked something 
3. thrown something at you 
4. pushed, grabbed or shoved you 
5. slapped you 
6. tried to hit you with an object 
7. kicked, bit, or hit you 
8. hit you with an object 
9. choked you 
10. threatened you with a knife or gun 
11. used a knife or fired a gun 

"Modified for the current study. 

Conflict Tactics Scale" 

A. Minor Violence Acts 

1. threw something 
2. pushed / grabbed / shoved 

3. slapped or spanked 

B. Severe Violence Acts 

4. kicked / bit / hit with fist 
5. hit, tried to hit with something 
6. beat up 
7. threatened with gun or knife 
8. used gun or knife 

"Straus, M. A., & Gelles, R. J. (1990). Societal change and 
change in family violence from 1975 to 1985 as revealed by 
two national surveys. In M. A. Straus & R. J. Gelles (Eds.), 
Physical violence in American families: Risk factors and 
adaptations to violence in 8,145 families (pp.95-131). New 
Brunswick, NJ: Transaction Books. 
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Appendix C 

Sexual Assault Questions 

Now I have to ask about unpleasant sexual experiences you 
had with someone other than your partner. 

HAS ANYONE EVER... l=no 2=yes 

touched you or fondled you in a sexual way when you did 
not want them to 
threatened to use physical force on you to have sexual 
intercourse or engage in a sexual act 
physically forced you to have sexual intercourse or 
engage in a sexual act 
used a weapon of any kind to have sexual intercourse or 
engage in a sexual act 
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Appendix D 

Positive Partner Behaviors 

Next is a list of things that may be positive. I'll ask how 
you feel when he does an act, how often he did it in the 
past 6 months and how often he'll do it in the next 6 
months. Then say how often you've done it in the past 6 
months and will do it in the next 6 months. 

(Note, only the frequency of the acts was used in the 
current study) 

how often... 
he's done it past 6 months 

never 0 1 2 3 4 5 6 7 8 9 almost daily 

How Often Has He.... 

done something nice for you 
said something nice 
showed love and caring to you 
made you feel good about yourself 
act proud of you 
needed you 
showed affection 
been gentle 
been especially kind 
been especially loving 
showed concern 
gave you something nice 
told you how much he needs you 
taken care of you 
said he loves you 
showed he cares 
acted like he respects you 
paid special attention to you 
complimented you 
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Appendix E 

MP-HARM 

Both men and women do these kinds of things but this time we want your 
partner's behavior. Some may be nice and others may be unpleasant. Men 
may do these acts in a loving way, a joking way, or a serious way. 

HOW OFTEN DOES HE. . . 

how often does he... 

never 0 1 2 3 4 5 6 7 8 9 almost daily 

use money you need or keep money from you when you need it 
act like you don't matter to him 
act like he doesn't believe you 
act like he knows you better than you know yourself 
act like you can do what you want, but get upset if you do 
act like there's something wrong with you mentally or emotionally 
get angry or hurt when you didn't do something the way he wanted 
it done 
act secretive or try to keep things from you 
ignore your needs or what you want 
argue about little things 
blame you for making him angry or upset 
accuse you of wanting to be with another man 
check on you to see if you're doing what you said you'd be doing 
criticize something you did well or discount it 
do something that makes you feel small or less than what you were 
(like less smart, less competent, less attractive, less moral) 
discourage you from having interests that he isn't part of 
discourage you from having your own friends 
try to keep you from seeing your friends or family 
do or say something that harms your self-respect or your pride in 
yourself 
encourage you to do something then somehow make it difficult to do 
get angry or hurt if you talk to someone about him or your 
relationship 
change how you feel, you mood (so you feel bad when you'd felt 
good or feel good when you felt bad) 
ignore you, act like you're not there 
tell you that your friends or family upset you 
make you feel like nothing you say will have an effect on him 
make you choose between something he wants and something you want 
or need 
make you worry about whether you could take care of yourself 
make you worry about your physical health and well-being 
make you feel guilty about something you have done or have not 
done 
make you feel ashamed of yourself 
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make you worry about your emotional health and well-being 
make you feel like you have to fix something he did that turned 
out badly 
make you feel like you can't keep up with changes in what he wants 
point out that he's the only one who really understands you 
put himself first, not seeming to care what you want 
get you to question yourself, making you feel insecure or less 
confident 
remind you of times he was right and you were wrong 
say his actions (which hurt you) are good for you or will make you 
a better person 
say something that makes you worry about whether you're going 
crazy 
say or do something that makes you feel guilty 
somehow talk you out of seeking help for your health 
somehow keep you from sleeping when you're tired or eating when 
you're hungry 
somehow make you feel worried or scared even if you're not sure 
why 
somehow make it difficult for you to go somewhere or talk to 
someone 
somehow keep you from having time for yourself 
take advantage of you in some way 
tease you in a way that embarrasses you 
get upset when you did something he didn't know about 
tell you the problems in your relationship are your fault 
tell other people things that make you look bad 
tell others that you have emotional problems or are crazy 
tell you someone told him what you did or said when he wasn't 
around 
tell you that your friends or family don't care about you 
tell you what he likes about you then get upset about the same 
thing 
tell you that something he did was your fault 
check up on you 
interrupt or sidetrack you when you're doing something important 
avoid you 
discourage you from talking to his family, friends or people he 
knows 
discourage you from making new friends 
try to keep you from showing what you feel 
try to get you to apologize for something that wasn't your fault 
try to find out things you don't want to tell him 
try to convince you something was like he said when you know that 
isn't true 
try to convince you not to talk to anyone about him or your 
relationship 
try to get you to say you were wrong even if you think you were 
right 
use an offensive or hurtful tone of voice with you 
wear you down emotionally (like keep at you about something until 
you feel worn out) 
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Appendix F 
Recruitment Letter 

Fall, 1995 

To Women in the Southwest Area of Dallas County 

My name is Linda Marshall. I am writing this letter to tell you about an 
important project in your area. I planned Project HOW, Health Outcomes of 
Women, for many reasons. We know that women without much money are more 
likely to have some diseases (like diabetes) and more likely to die of 
other diseases (like breast cancer or high blood pressure) than women with 
more money. There are also differences in health care and rates of specific 
problems and illnesses depending on whether women are African American, 
Mexican American, or white but very little specific information is known. 
Unless more is learned, we can't make changes in health education and care 
that would help women of different ethnic backgrounds who don't have much 
money. 

This project is dedicated to finding out HOW to help improve women's 
physical and mental health. Too often "experts" decide what we think and 
what is good for us or bad for us. Project HOW is different. We want to 
interview you to find out what you think and what your life is like. In 
return, we give gifts to women who participate. The more women we talk to, 
the better our information will be. 

We need women who are willing to be interviewed once every 6 to 8 months 
about where they go for help, their background, beliefs, feelings, 
neighborhood, relationships, stress, health and health care. All of these 
things are related to health and well-being and we need information from 
your point of view. We want you to feel comfortable talking with us so our 
office staff will explain the many ways we protect each woman's privacy. 
Everyone with Project HOW is here because we want to help. Unfortunately, 
we are not able to provide counseling or services. 

If you decide to participate, I will need you to come 4 times over 18 
months and answer our questions honestly and openly for about 3 hours each 
time. In return, we will give you more valuable gifts for each interview. 
You will get $26 in cash and goods for Interview 1 and $37 or more for 
Interview 2 next spring. We will give you more than that for each of the 
last 2 interviews. I will send summaries of what we learn during and after 
the study and will use the combined results from all women to try to help 
women here and elsewhere. 

We do interviews at 9, noon, 3, and 6 Sundays through Thursdays and at 9, 
noon, and 3 on Fridays and Saturdays. Sometimes different times can be 
arranged. Our offices are very near bus stops. Ora McQueen at the Mountain 
Lake office (467-8098) and Vernette Moss at the Zang office (943-3223) are 
our office managers. They and other staff members would like to talk to you 
about participating in Project HOW. 

Please call or come by soon to see if you can join Project HOW. Please be 
patient with us because a lot of women are calling and our office staff 
wants to talk to each of you. Your participation is important to us. We 
will continue accepting new participants until we have completed this first 
set of interviews. 

Thank you very much, 

Dr. Linda L. Marshall 
Director, Project HOW 
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Appendix G 

Public Service Announcements 

English: (30 Seconds) 

"You can make a difference in the health and welfare of 

future generations by participating in a local study called 

Project HOW: Health Outcomes of Women. Dr. Linda Marshall of 

the University of North Texas designed the study to learn 

how to improve the health of low income women. If you are a 

woman who lives in southwest Dallas County, are between the 

ages of 20 and 47, are in a long term dating relationship, 

and have a household income below or near the poverty level, 

you are eligible to participate. Volunteers will receive 

cash and gifts for completing interviews over a two years 

period. Interested women should call 467-8089 or 943-3223." 

English: (15 Seconds) 

"You can make a difference in the health and welfare of 

future generations by participating in a local study called 

Project How: Health Outcomes of Women. Women who live in 

southwest, Dallas County, and who meet other qualification 

criteria will receive cash and gifts for completing 

interviews over a two-year period. Call 943-3223 for 

information." 
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Spanish: (30 Seconds) 

"listed puede hacer la diferencia en la salud y bienestar de 

futuras generaciones al participar en un proyecto de salud 

llamado HOW: Health Outcomes of Women. La Dra. Linda 

Marshall de la Universidad de el Norte de Texas quiere saber 

como mejorar la salud de mujeres de escasos recursos. Si 

used es una mujer que vive en el suroeste de el condado de 

Dallas, tiene entre los 20 y 47 anos, se encuentra en una 

relacion amorosa duradera, y sus recursos economicos son 

bajos o cercanos al nivel de pobreza, usted puede 

participar. Vlountarias recibiran dinero en efectivo y 

regalos al completar cada entrevista por un periodo de 2 

anos. Interesadas llamar al 467-8098 o 943-3223." 

Spanish: (15 Seconds) 

"Usted puede hacer la diferencia en la salud y bienestar de 

futuras generaciones al participar en un proyecto de salud 

llamado HOW: Health Outcomes of Women. Mujeres que vivan en 

el suroeste de el condado de Dallas, y que llenen otros 

requisitos recibiran dinero en efetivo y regalos al 

completar cada entrevista por un periodo de 2 anos. Llama al 

943-3223 para mas informacion." 
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Contact Form 

Project H.O.W. - Recruitment and Contacts: Time 1 

Initial contact by 

Date 

Type of contact: in person called office referred to 

her other (explain) 

How she learned about 

pro j ect 

Qualifications: 

(circle): African American Mexican Immigrant 

Mexican American (US born) White American 

Does she consider herself to have a low income (circle) no yes 

If Mexican Immigrant, how long has she been in the U.S. (at 

least 10 years) 

Age (19 [in 1994] to 49 [during 1995]) 

How long she's been in a serious, long term relationship with a man 

(1+ yrs) 
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Information needed to schedule interview (print): 

Participant name: 

Phone 

Address: 

City, State, Zip: 

Times available for interviews: (3 hours for forms & interview) 

Mondays 

Tuesdays 

Wednesdays 

Thursdays 

Fridays 

Saturdays 

Sundays 

Office: 1 = West Oak Cliff, 2 = East Oak Cliff, 3 = East Dallas 
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Contacts (notes on back): 

Date Method Result 

(phone, home, office, left note) (scheduled, left message) 

1. 

2. 

3 . 

4 . 

5 . ' 

6 . 

7 . 

8 . 

Day, Date, Time Scheduled & Rescheduled / Day, Date, Time of Interview 

1. 

4. 



APPENDIX I 

POVERTY INCOME FIGURES FOR 1995 AND 1996 
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Appendix I 

1995 and 1996 Poverty Figures Based on the Number of People 

in the Household 

1995 Poverty Figures 

# Yearly Yearly Yearly Monthly Monthly Monthly 
Poverty 150% 175% Poverty 150% 175% 

1 7,470 11,205 13,072 623 934 1,090 
2 10,030 15,045 18,030 836 1,254 1,463 
3 12,590 18,885 22,033 1, 049 1,574 1, 836 
4 15,150 22,725 26,513 1, 263 1, 894 2,210 
5 17,710 26,565 30,993 1,476 2,214 2,583 
6 20,270 30,405 35,473 1, 689 2,534 2, 956 
7 22,830 34,245 39,953 1, 903 2, 854 3,330 
8 25,390 38,085 44,433 2,116 3,174 3,703 

# 

1 
2 
3 
4 
5 
6 
7 
8 

Yearly 
200% 

14,940 
20,060 
25,180 
30,300 
35,420 
40,540 
45,660 
50,780 

Monthly 
200% 

1,246 
1, 672 
2,098 
2,526 
2, 952 
3,378 
3, 806 
4,232 
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1996 Poverty Figures 

# Yearly Yearly Yearly Monthly Monthly Monthly 

Poverty 150% 175% Poverty 150% 175% 

1 7,740 11,610 13,545 645 968 1,129 

2 10,360 15,540 18,130 863 1,295 1,511 

3 12,980 19,470 22,715 1,082 1, 623 1,893 

4 15,600 23,400 27,300 1,300 1, 950 2,275 

5 18,220 27,330 31,885 1,518 2,278 2, 657 

6 20,840 31,260 36,470 1,737 2, 605 3,039 

7 23,460 35,190 41,055 1, 955 2, 933 3,421 

8 26,080 39,120 45,640 2,173 3,260 3, 803 

Yearly 
200% 

Monthly 
200% 

1 
2 
3 
4 
5 
6 
7 
8 

15,480 
20,720 
25,960 
31,200 
36,440 
41,680 
46,920 
52,160 

1,290 
1,727 
2,163 
2, 600 
3, 037 
3, 473 
3, 910 
4,347 
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Appendix J 

Project H.O.W. 
Master Form 

This is the only form which would allow your identity to be 
matched with answers you give in the interviews. The office 
worker who administers this form will never know any of your 
answers to interview questions. Ms. Deirdre Harris, the 
interview co-ordinator, will give this form to Ms. Anne C. 
Freeman at the Dallas County Health Department for safe-
keeping. Ms Freeman will not see any completed interviews. 
Dr. Linda L. Marshall at the University of North Texas will 
keep completed interviews. Dr. Marshall will not see this 
form unless funding for a follow-up study is obtained 
several years from now. 

Completion of this form and your signature at the bottom 
shows that you received a copy of the Informed Consent Form 
signed by Ms. Anne C. Freeman and Dr. Linda L. Marshall. 

Please print the information requested. 

Date: 

Full Name; 

first 

Current address: 

middle last 

Telephone number: 

Social Security Number: 

Driver License Number: 

Texas Identification Number: 

The following information will be used as your code on the 
interview forms. We will assign you a number so interviews 
can be connected without ever using names. This allows the 
researchers to identify changes in each woman's health and 
life situation so results can be used to find ways to help 
women become healthier. 
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Your first name or nickname used for interviews: 

Your Birthdate: 

Where you were born: 

Race/ethnicity (circle): African American 
Mexican American White American 

Mother's First Name: 

Number of Brothers and Sisters: 

Name of Mother's First(oldest)Child: 

Your Partner's Initials: 

Your Partner's race/ethnicity (circle): African American 
Mexican American White American Other 

Your partner's Birthdate: 

The information I provide is true to the best of my 
knowledge. 

signature 
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Informed Consent Form 
Project H.O.W., Health Outcomes of Women - Time 1 

1. The purpose of this study is to find out HOW to help 
women become healthier. We want to identify ways to help 
women. We are looking at your total health and well-being. 
When the study is over, we will try to change things that 
you and the other women identify as important here in 
Dallas. We will also report the combined results from all 
women nationally, hoping that changes can be made elsewhere, 
too. 

2. This study is being funded by the Centers for Disease 
Control and Prevention. It is being conducted jointly by Ms. 
Anne Freeman of the Dallas County Health Department and Dr. 
Linda Marshall of the University of North Texas, Psychology 
Department. 

3. We are looking at HOW stress and life situations hurt and 
help women's health and well-being. This is the first of 
four interviews over the next two years to find out how your 
life changes and how it stays the same. It is very important 
that you complete all four interviews. You will be asked 
about how you have been thinking and feeling lately; 
relationships with friends and family; how you think about 
yourself, your self-concept; and how you cope with your 
problems, etc. The questions are about good things and bad 
things in your life. 

4. Because we need personal information, we want to explain 
our procedures. The office workers will not know exactly 
what we ask or any of your answers. The interviewer will not 
know your full name. No one can connect your full name to 
the answers you give us unless you want us to, or unless Dr. 
Marshall does a follow-up study in several years. For your 
interviews, you will use a code. The project is covered by 
Certificates of Confidentiality so no one (including a court 
of law, the housing department, etc.) can find out what you 
say to us. We got the Certificates from the public because 
it is important that you answer our questions truthfully, 
even when doing so violates some rule (like if you make more 
money than you are supposed to). No one can learn anything 
about you from us. When we make reports, write articles, and 
give presentations, we will use only the combined answers 
from many women. 
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5. We need your help to keep the content of this study 
confidential. Please do not talk about specific questions we 
ask with anyone else, even the office worker or other women 
participating in this study. Some women could be hurt if 
people find out what questions we ask. 

6. Besides keeping track of all the women who participate, 
our office workers will provide child care during 
interviews. As with anyone else in an "official" capacity 
(like teachers, doctors, etc.), we will report child abuse 
if we see evidence of it or are told about it. That is the 
ONLY exception to our rule of not telling anyone anything 
about individual women. 

7. It may be difficult to answer some questions, use rating 
scales, or tell us things you have never told anyone else. 
You may feel frustrated, sad, offended or angry. These 
feelings should be temporary. On the other hand, the 
questions may help you in some way. You may come to think 
about yourself in a different way, even if the interview 
upset you. 

8. The time you spend on the project will be compensated 
with a combination of cash, vouchers, and other goods. To 
show how valuable your time is and the increasing importance 
of what you tell us, we will give you more cash and gifts 
for each of the later interviews. To contact you for later 
interviews we may send postcards, call you and/or visit your 
home. We may try to find you through the people you give us. 
If you tell us when your address or telephone changes, we 
will not need to contact anyone else. These procedures are 
used because each woman is very important to us. 

9. It is very important to us that you are treated well. If 
anyone on the project is impolite or unkind, please report 
it to Dr. Marshall (817-565-4329) or Ms. Anne Freeman (819-
1900) at the Health Department. We want to make this 
experience as easy for you as possible. Also feel free to 
contact Ms. Deirdre Harris, 819-1930, if you have any ideas 
about making the project better for you. 
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10. Results of the study will be used to identify ways to 
more effectively help those of you who have problems that 
affect your health and well-being. We hope to be able to 
tell you some of the things we find out as we go along, but 
we will not be able to tell you everything about the study 
until it is over. A few months after the last set of 
interviews, we will have a series of meetings for women who 
participated. At that time we will answer all your questions 
and report our findings to you. While the study is going on, 
we will try to provide information that could help you as 
often as possible. 

11. This study was approved by the University of North Texas 
Institutional Review Board for the Protection of Human 
Subjects in Research. 

Ms. Anne C. Freeman Dr. Linda L. Marshall 



165 

Project HOW 
Summary of Informed Consent 

1. The purpose of the study is to find out how to help low 
income women become healthier. The results will help us make 
changes to serve you better. 

2. The Centers for Disease Control and Prevention is funding 
the study. Dr. Linda L. Marshall from the University of 
North Texas and Ms. Anne C.Freeman from the Dallas County 
Health Department are directing the study. 

3. We are looking at how stress and life situations hurt and 
help your health and well-being. You will be interviewed (in 
English)4 times in the next 2 years so we can learn how 
women's lives change and how they stay the same in ways that 
affect their health. The first time you come may take about 
3 hours for you to register, report the history of your 
health, and be interviewed. You will also have the 
opportunity to make suggestions to improve the project. 

4. Procedures for confidentiality are very strict so you can 
feel safe answering questions truthfully. The office workers 
will not know the questions we ask or your answers. The 
interviewers will not know your full name or where you live. 
Certificates of Confidentiality protect you. No one (even a 
court of law) can ever find out what you tell us without 
your written permission. 

5. Some women could be hurt if people learn about our 
questions. Please help us protect these women by not talking 
about specific questions asked during interviews. Do not 
even discuss it with others in the study or our office 
workers. 

6. We will not ask questions about current or recent abuse 
of children. However, if the office worker notices abuse 
while she is providing child care during interviews, we will 
report it. 

7. You may feel frustrated, sad, offended or angry during 
interviews. The feelings will be temporary and may cause you 
to see things in a new way. 
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8. It is important that you come for all 4 interviews. The 
gifts we give you will increase in value each time. We may 
contact you for later interviews through the mail, by 
telephone, in person, or (if necessary) through other 
people. You will tell us what is best for you. 

9. If anyone on the project is impolite, unkind, or 
offensive in any way please contact Ms. Freeman or Dr. 
Marshall. Call Ms. Harris if you have ideas about making the 
project better. 

10. After the project is over, we will have meetings to tell 
you everything we learned. In the meantime, we plan to 
provide you with useful information through our offices. 

11. The procedures for this study were approved by the 
University of North Texas Institutional Review Board for the 
Protection of Human Subjects in Research. 
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Appendix K 

Permission to Contact Forms 

Project HOW 
Permission to Contact Agencies or Departments 

Project HOW is a study of Health Outcomes of Women sponsored 
by the Centers for Disease Control and Prevention and 
conducted by the University of North Texas and the Dallas 
County Health Department. 

I, 
give the departments and/or agencies I circled my permission 
to help Project HOW staff locate me in the future. The 
departments and/or agencies have permission to release my 
address and telephone number. This permission does not allow 
Project HOW staff to release any information about me to 
those departments and/or agencies. 

Department of Health for WIC 

other 

Department of Human Services for AFDC Food Stamps 

other 

Parkland Hospital Dallas Housing Authority 

Other 

signature 
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Project HOW 
Permission to Contact Dallas Independent School District 

Project HOW is a study of Health Outcomes of Women sponsored 
by the Centers for Disease Control and Prevention and 
conducted by the University of North Texas and the Dallas 
County Health Department. 

1/ , 
give the Dallas Independent School District my permission to 
help Project HOW staff locate me in the future. DISD has 
permission to release my address and telephone number. This 
permission does not allow Project HOW staff to release any 
information about me to DISD. 

Student's name; school in Spring, 1995; grade in Fall, 1995 

Student's name; school in Spring, 1995; grade in Fall, 1995 

Student's name; school in Spring, 1995; grade in Fall, 1995 

Student's name; school in Spring, 1995; grade in Fall, 1995 

signature 
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Project HOW 
Permission to Contact People 

Project HOW is a study of Health Outcomes of Women sponsored 
by the Centers for Disease Control and Prevention and 
conducted by the University of North Texas and the Dallas 
County Health Department. 

I, 
give the person named below my permission to help Project 
HOW staff locate me in the future. This person has 
permission to release my address and telephone number. This 
permission does not allow Project HOW staff to release any 
information about me to the person listed. 

name telephone 

address including apartment number and city if not Dallas 

new telephone 

new address including apartment # and city if not Dallas 

new telephone 

new address including apartment # and city if not Dallas 

signature 
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Table 1 

Chronbach's Alpha Reliability Coefficients for the Sample 

and Each Ethnic Group 

African Euro- Mexican 
Instrument Sample American American American 

CR-PTSD .95 .95 .94 .95 
GHQ Depression .92 .91 .93 .92 
SVAWS-Total Viol. .95 .94 .95 .95 
Fear Index .88 .90 .88 .85 
Perceived Stress .79 .75 .85 .75 
Perception of Safety .87 .88 .87 .86 
Social Support Index .92 .93 .88 .91 
Past Partner CTS .96 .95 .96 .97 
Childhood CTS .91 .88 .91 .93 
Positive Acts .96 .96 .96 .97 
Rosenberg Self-est. .83 .80 .86 .82 
Private Self-Consc. .57 .55 .56 .55 
MP-HARM .99 .99 .99 .99 
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Table 2 

Descriptive Statistics of the CR-PTSD Scale 

Group M SD Range 

Sample (N = 834) 1. 05 .78 0 .0 - 3. 89 

African American (n = 303) 1. 04 .84 0 .0 - 3. 89 

Euro-American (n = 271) 1. 09 .74 0 .0 - 3. 75 

Mexican American (n = 260) 1. 01 .76 0 .0 - 3. 61 
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Table 3 

Means and Standard Deviations for Suicidalitv Measures 

African Euro- Mexican 
American American American 

M (SD) M (SD) M (SD) 

G.H.Q., Severe depression 2.08 (1.36) 2.12 (1.35) 2.29 (1.47) 

Frequency of seriously 1.63 (6.04) 2.03 (6.00) 1.43 (5.14) 
considering suicide 

Frequency of attempted .42 (0.95) .58 (1.34) .54 (2.21) 
suicides 

'Comparison to other 1.17 (0.49) 1.34 (0.63) 1.23 (0.59) 
women 

Note. Comparison to other women was l=less, 2=equally, or 
3=more likely to think about killing yourself than other 
women. 

*E> < .05 
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Table 4 

Response Categories for the BDI Suicide Item 

African Euro- Mexican 
American American American 

No thoughts of suicide 70.3% 67.5% 65.4% 

Thoughts & ideations 29.7% 32.5% 34.6% 
Of suicide 
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Table 5 

T-tests for Suicidalitv for PTSD Positive and Negative Women 

PTSD 
M 

Positive 
(SD) 

PTSD 
M 

Negative 
(SD) 

df t 

AFRICAN AMERICANS 

General Health Quest. 
[Severe depression] 

2.82 (1.53) 1.37 (0.58) 301 -11. ,09* 

Frequency of seriously 
considering suicide 

2.42 (8.43) 0.32 (0.64) 292 -3. ,01* 

Attempted suicides 0.64 (1.20) 0.19 (0.51) 280 -4. 02* 

Comparison to other 
women 

1.33 (0.66) 1.02 (0.14) 300 -5. 83* 

EURO-AMERICANS 

General Health Quest. 
[Severe depression] 

2.65 (1.50) 1.49 (0.76) 269 -7. 85* 

Frequency of seriously 
considering suicide 

2.50 (5.90) 1.45 (6.12) 261 -1. 41 

Attempted suicides 0.78 (1.43) 0.33i (1.19) 259 -2. 73* 

Comparison to other 
women 

1.52 (0.75) 1.12 I (0.35) 269 -5. 38* 

MEXICAN AMERICANS 

General Health Quest. 
[Severe depression] 

3.13 (1.59) 1.56 (0.85) 258 -10. 11* 

Frequency of seriously 
considering suicide 

2.44 (7.24) 0.53 (1.18) 249 -2. 98* 

Attempted suicides 0.91 (3.09) 0.19 (0.53) 242 -2. 56* 

Comparison to other 
women 

1.37 (0.73) 1.12 (0.39) 258 -3. 63* 

3=more likely to think about killing yourself than other 
women. 

£ < -01 
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Table 6 

Correlations Between CR-PTSD and Suicidalitv Measures* 

African Euro- Mexican 
American American American 

G.H.Q. .71 .62 .65 
(Severe depression) 

Frequency of seriously .25 .20 .18 
considering suicide 

Attempted suicides .28 .25 .18 

Comparison to other .48 .45 .33 
women 

BDI suicide item .58 .48 .48 

*A11 correlations were significant at p < .01 
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Table 7 

Descriptive Statistics for Variables Used in the Regression 
Equations 

African Euro- Mexican 
Variable American American American 

(n> (n) (fi) 

VIOLENCE VARIABLES 

Total Violence (SVAWS) (303) (271) (260) 
M 7.16 7.82 6.09 
SD 11.59 12.82 10.66 
Range 0.0 - 89.43 0 .0 - 76.09 0 .0 - 81.07 

Mean % of relationship (303) (271) (260) 
with violence 34.0% 36.0% 33.0% 

No. of violent incidents (303) (271) (260) 
M 3.72 6.37 4.25 
SD 11.89 17.15 11.93 
Range 0.0 - 88.00 0 .0 - 88.00 0 .0 - 88.00 

Treatment for injuries (303) (271) (260) 
M 0.42 0.43 0.32 
SD 0.85 0. 83 0.74 
Range 

o
 I o
 
o
 0 .0 - 3.0 0 .0 - 4.0 

Fear of injury or death (303) (271) (260) 
M 0.73 0.70 0.71 
SD 1.41 1.28 1.30 
Range 0.0 - 5.0 0 .0 - 5.0 0 .0 - 5.0 

ENVIRONMENTAL STRESSORS 

Perceived stress* (302) (271) (260) 
M 3.65 3.85 3.77 
SD 0.84 0.92 0.80 
Range 1.07 - 6.57 1. 50 - 6.43 1. 50 - 6.57 

Sense of safety (303) (271) (260) 
M 5.07 5.27 5.07 
SD 1.56 1.37 1.43 
Range 1.0 - 7.0 1.0 -7.0 1.2 - 7.0 

How often crime occurs* (302) (269) (256) 
M 3.91 5.31 3.40 
SD 3.13 2.93 2.80 
Range 0.0 - 9.0 0 .0 - 9.0 0 .0 - 9.0 

(table continues) 
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Variable 
African 
American 

Euro-
American 

Mexican 
American 

(n> (n) (n) 

PERSONAL STRESSORS 

% of women working 39.9% 39.6% 42.3% 

% of partners working* 77.4% 79.7% 87.5% 

% Receiving public aid* 66.2% 44.9% 51.8% 

Education* 
M 
SD 
Range 

(303) 
12.54 
1.73 

5.0 - 19.0 

(271) 
12.02 
2.07 

7.0 - 18.0 

(260) 
11.21 
2.17 

0.0 - 17.0 

SOCIAL SUPPORT 

Size of support network 
M 
SD 
Range 

(301) 
5.83 
8.61 

0.33 - 94.9 

(271) 
4.98 
4.77 

0.0 - 37.3 

(260) 
4.59 
4.95 

.42 - 42.4 

SUSCEPTIBILITY FACTORS 

Past partner violence* 
M 
SD 
Range 

(298) 
14.42 
14.18 

0.0 - 55.0 

(267) 
18.50 
15.59 

0.0 - 55.0 

(251) 
14.00 
16.00 

0.0 - 55.0 

No. of violent past partners* (254) 
M 1.47 
SD 0.73 
Range 0.5 - 5.2 

(225) 
1.60 
1.05 

0.0 - 8.5 

(192) 
1.30 
0.65 

0.0 - 4.5 

Childhood violence 
M 
SD 
Range 

(302) 
9.98 
10.73 

0.0 - 55.0 

(271) 
11.48 
11.75 

0.0 - 47.0 

(259) 
9.49 
12.16 

0.0 - 53.0 

Sexual assault* 
None 
Touched or fondled 
Threatened 
W/physical force 

Forced intercourse 
Forced (w/weapon) 
intercourse 

(303) 
33.0% 
12.2% 

7.3% 
30.0% 

17.5% 

(271) 
21.0% 
13.7% 

5.2% 
41.3% 

18.8% 

(260) 
36.9% 
20.8% 

5.8% 
25.8% 

10.8% 

(table continues) 
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Variable African Euro- Mexican 
American American American 

(n) (n) (n) 

OTHER ASPECTS OF THE RELATIONSHIP 

Psychological abuse* (302) (270) (259) 
M 2.15 2.34 1.82 
SD 2.39 2.43 2.19 
Range 0.0 - 9.0 0.0 - 9.0 0.0 - 8.8 

Positive behaviors (298) (271) (260) 
M 5.95 6.05 5.78 
SD 2.05 2.02 2.31 
Range 0.3 - 9.0 0.0 - 9.0 0.0 - 9.0 

PERSONALITY 

Self-esteem* (303) (271) (260) 
M 5.53 5.11 5.26 
SD 1.16 1.21 1.14 
Range 1.9 - 7.0 1.2 - 7.0 1.5 - 7.0 

"Indicates a significant difference between the groups at 

E < .05 
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Table 11 

Correlations between the CR-PTSD and Predictor Variables 

Predictor African Euro- Mexican 
Variable American American American 

1. Total violence .33" .34" .21" 
2. % with violence .18" .25" .19" 
3. Number incidents .10* . 21** .04 
4. Treatment .27" .22" .13* 
5. Fear injury/death .39" .27** .25" 
6. Perceived stress .58" .65" .54" 
7. Sense of safety -.35" -.34" -.26** 
8. Crime .16" .13* .16" 
9. Employment (self) .11* .06 .03 
10. Employment (man's) .14" .12* .01 
11. Education -.09 -.14 -.10* 
12. Public aid .07 .09 .02 
13. Support network -.08 -.15" -.16" 
14. Past violence .29" .28** .25" 
15. Number of viol, partners .22" .17" .18" 
16. Childhood violence .32" .28" .27" 
17. Sexual assault .24" .15" .23" 
18. Psychological abuse .50" .54" .52" 
19. Positive behaviors -.25" -.30" -.15" 
20. Self-esteem -.53" -.60** -.56" 

*£ < .05, **£ < -01 



188 

Table 12 

and PTSD 

Dependent Independent 
Variable Variable I SE B p E 

AFRICAN AMERICAN 

CR-PTSD Total Violence .024 .004 .332 .0000 
Fear Total Violence .081 .005 .664 .0000 

CR-PTSD Fear .180 .042 .303 .0000 
Total Violence .010 .005 .131 .0654 

EURO-AMERICAN 

CR-PTSD Total Violence .020 .003 .339 .0000 
Fear Total Violence .077 .004 .767 .0000 

CR-PTSD Fear .012 .052 .020 .8251 
Total Violence .019 .005 .323 .0004 

MEXICAN AMERICAN 

CR-PTSD Total Violence .015 .004 .213 .0005 
Fear Total Violence .062 .007 .511 .0000 

CR-PTSD Fear .102 .041 .187 .0080 
Total Violence .008 .005 .117 .0943 

was afraid she might be seriously injured or killed by her 
partner. 
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Table 13 

Phase Two: Moderation of Violence to Predict CR-PT5D for 
African American Women 

Moderating Change 
Variable B SE B P & R* Ei & 

1. PERCEIVED STRESS (Environmental Stressor) 

Step 1 .33 .11 .000 
Total violence .024 .004 .331 0000 

Step 2 .60 .25 .000 
Total violence .013 .004 .181 0002 
Perceived stress .522 .048 .524 0000 

Step 3 .60 .00 .529 
Total violence .024 .018 .334 1796 
Perceived stress .537 .054 .539 0000 
Interaction term -.003 .004 -.161 5294 

2. SENSE OF SAFETY (Environmental Stressor) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 0000 

Step 2 .43 .08 .000 
Total violence .019 .004 .261 0000 
Sense of safety -.155 .029 -.289 0000 

Step 3 .44 .00 .305 
Total violence .011 .008 .156 1774 
Sense of safety -.172 .033 -.320 0000 
Interaction term .002 .002 .115 3046 

3. FREQUENCY OF CRIME (Environmental Stressor) 

Step 1 .33 .11 .000 
Total violence .023 .004 .330 0000 

Step 2 .34 .01 .092 
Total violence .022 .004 .311 0000 
Crime .025 .015 .094 0916 

Step 3 .35 .00 .295 
Total violence .029 .007 .401 0001 
Crime .035 .018 .130 0473 
Interaction term -.001 .001 -.118 2948 

(Table Continues) 
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Table 13 Continued 

Moderating Change 
Variable B SE B fi & R* Bf R 

4. EMPLOYMENT (Personal Stressor) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 .0000 

Step 2 .35 .01 .037 
Total violence .024 .004 .334 .0000 
Employment .118 .056 .113 .0374 

Step 3 .35 .00 .818 
Total violence .026 .011 .365 .0131 
Employment .125 .065 .120 .0554 
Interaction term .001 .004 -.034 .8179 

5. PARTNER'S EMPLOYMENT (Personal Stressor) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 .0000 

Step 2 .35 .01 .045 
Total violence .023 .004 .322 .0000 
Partner's employment .111 .055 .110 .0454 

Step 3 .35 .00 .448 
Total violence .030 .010 .413 .0020 
Partner's employment .139 .067 .139 .0378 
Interaction term .004 . 005 -.107 .4481 

6. RECEIPT OF PUBLIC AID (Personal Stressor) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 .0000 

Step 2 .34 .00 .353 
Total violence .024 .004 .328 .0000 
Public aid .089 .096 .051 .3534 

Step 3 .34 .01 .173 
Total violence .033 .008 .451 .0000 
Public aid .167 .111 .095 .1344 
Interaction term .012 .009 -.152 .1729 

7. EDUCATION (Personal Stressor ) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 .0000 

Step 2 .34 .00 .214 
Total violence .024 .004 .327 .0000 
Education .033 .026 -.068 .2137 

Step 3 .35 .01 .114 
Total violence .086 .039 1.187 .0305 
Education .006 .031 -.012 .8476 
Interaction term .005 .003 -.862 .1144 

(Table Continues) 
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Table 13 Continued 

Moderating 
Variable B SE B P R R* 

Change 

Ei £ 

8. SOCIAL SUPPORT (Social Support) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 .0000 

Step 2 .34 

O
 
O
 .328 

Total violence .024 .004 .327 .0000 
Social support -.006 .007 -.054 .3277 

Step 3 .34 

o
 
o
 .747 

Total violence .022 .007 .304 .0008 
Social support -.007 .007 -.061 .3051 
Interaction term .000 .001 .029 .7471 

9. PAST PARTNER VIOLENCE3 (Susceptibility Factor) 

Step 1 .33 .11 .000 
Total violence .024 .004 .330 .0000 

Step 2: .39 .04 .000 
Total violence .020 .004 .275 .0000 
Past violence .013 .003 .215 .0001 

Step 3 .41 

\—i 
o
 .025 

Total violence .035 .008 .All .0000 
Past violence .016 .004 .273 .0000 
Interaction term -.000 .000 -.254 .0254 

10. NO. OF VIOLENT PAST PARTNERS (Susceptibility Factor) 

Step 1 
Total violence .021 .004 288 0000 

Step 2 
Total violence .017 .005 242 0002 
Past partners .169 .073 146 0215 

Step 3 
Total violence .030 .009 425 0005 
Past partners .252 .087 217 0039 
Interaction term - .006 .004 -. 241 0776 

11. CHILDHOOD VIOLENCE3 (Susceptibility Factor ) 

Step 1 
Total violence .024 .004 332 0000 

Step 2 
Total violence .019 .004 261 0000 
Childhood violence .019 .004 243 0000 

Step 3 
Total violence .031 .007 421 0000 
Childhood violence .025 .005 314 0000 
Interaction term -.000 .000 -. 226 0248 

.29 

.32 

.34 

.33 

.40 

.42 

. 0 8 . 0 0 0 

02 .022 

01 .078 

.11 .000 

.05 .000 

.01 .025 

(Table Continues) 



192 

Table 13 Continued 

Moderating Change 
Variable B SE B P & E* £i & 

12. SEXUAL ASSAULT3 (Susceptibility Factor) 

Step 1 .33 .11 .000 
Total Violence .024 .004 .332 .0000 

Step 2 .37 .03 .002 
Total violence .021 .004 .294 .0000 
Sexual assault .091 .030 .169 .0024 

Step 3 .39 .02 .013 
Total violence .047 .011 .648 .0000 
Sexual assault .129 .033 .240 .0001 
Interaction term -.007 .003 -.399 .0131 

13. PSYCHOLOGICAL ABUSE (Other Aspects of 1 Relationship) 

Step 1 .33 .11 .000 
Total violence .024 .004 .331 .0000 

Step 2 .50 .14 .000 
Total violence .004 .005 .051 .4143 
Psychological abuse .165 .022 .471 .0000 

Step 3 .51 .00 .268 
Total violence .013 .010 .179 .1737 
Psychological abuse .177 .024 .504 .0000 
Interaction term -.002 .002 -.160 .2684 

14. POSITIVE BEHAVIORS (Other Aspects of Relationship) 

Step 1 .33 .11 .000 
Total violence .024 .004 .331 .0000 

Step 2 .37 .02 .005 
Total violence .021 .004 .281 .0000 
Positive behaviors -.067 .023 -.162 .0047 

Step 3 .37 .00 .727 
Total violence .017 .010 .238 .0834 
Positive behaviors -.072 . 028 -.175 .0107 
Interaction term .000 .000 .046 .7270 

15. SELF-ESTEEM (Personality) 

Step 1 .33 .11 .000 
Total violence .024 .004 .332 .0000 

Step 2 .57 .22 .000 
Total violence .016 .004 .223 .0000 
Self-esteem -.344 .035 -.477 .0000 

Step 3 .57 .00 .577 
Total violence .008 .015 .114 .5754 
Self-esteem -.355 .041 -.493 .0000 
Interaction term .002 .003 .111 .5667 

indicates Empirical Validation of Moderation 

"All R are significant at £ < .0001 
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Table 14 

Phase Two: Moderation of Violence to Predict CR-PTSD for 
Euro-American Women 

Moderating 
Variable B SE B fi E R* 

Change 
Bf E 

1. PERCEIVED STRESS (Environmental Stressor) 

Step 1 .34 .11 .000 
Total violence • 020 .003 .339 .0000 

Step 2 .67 .34 .000 
Total violence .009 .003 .159 .0009 
Perceived stress .485 .038 .607 .0000 

Step 3 .67 .00 .218 
Total violence .023 .012 .407 .0501 
Perceived stress .505 .041 .631 .0000 
Interaction term -.003 .002 -.263 .2183 

2. SENSE OF SAFETY3 (Environmental Stressor) 

Step 1 .34 .11 .000 
Total violence .019 .003 .339 .0000 

Step 2 .45 .09 .000 
Total violence .017 .003 .298 .0000 
Sense of safety -.163 .030 -.302 .0000 

Step 3 .46 .01 .054 
Total violence -.003 .011 -.048 .7976 
Sense of safety -.199 .035 -.369 .0000 
Interaction term .004 .002 .359 .0546 

3. FREQUENCY OF CRIME3 (Environmental Stressor) 

Step 1 .34 .11 .000 
Total violence .019 .003 .336 .0000 

Step 2 .35 .00 .169 
Total violence .019 .003 .330 .0000 
Crime .020 .015 .080 .1691 

Step 3 .38 .02 .006 
Total violence .038 .008 .667 .0000 
Crime .045 .017 .177 .0090 
Interaction term -.003 .001 -.400 .0060 

(Table Continues) 
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Moderating Change 
Variable B SE B & £i & 

4. EMPLOYMENT (Personal Stressor) 

Step 1 .34 .11 .000 
Total violence .019 .003 .339 .0000 

Step 2 .35 .00 .246 
Total violence .020 .003 .341 .0000 
Employment .058 .050 .067 .2455 

Step 3 .36 .01 .103 
Total violence .006 .009 .098 .5361 
Employment .006 .059 .007 .9190 
Interaction term .006 .004 .265 .1030 

5. PARTNER'S EMPLOYMENT (Personal Stressor) 

Step 1 
Total violence 

Step 2 
Total violence 
Partner's employment 

Step 3 
Total violence 
Partner's employment 
Interaction term 

.020 .003 .339 .0000 

.019 .003 .329 .0000 

.042 .054 .046 .4376 

.027 .007 .476 .0003 

.088 .065 .096 .1757 

.005 .004 -.181 .2010 

6. RECEIPT OF PUBLIC AID (Personal Stressor) 

.003 
Step 1 
Total violence 

Step 2 
Total violence 
Public aid 

Step 3 
Total violence 
Public aid 
Interaction term 

,019 

,019 
,116 

,016 
,067 
,006 

,003 
,085 

,004 
,010 
,007 

.339 

.337 

.078 

.289 

.045 

. 0 8 0 

7. EDUCATION (Personal Stressor) 

Step 1 
Total violence 

Step 2 
Total violence 
Education 

Step 3 
Total violence 
Education 
Interaction term 

,0000 

,0000 

,1732 

,0002 
,5051 
,3483 

.019 .003 .339 .0000 

.019 .003 .326 .0000 
-.036 .020 -.101 .0813 

.024 .017 .416 .1596 
-.032 .024 -.090 .1891 
-.000 .001 -.090 .7575 

,34 .12 .000 

,34 .00 .438 

. 35 .01 .201 

,34 .11 .000 

,35 .01 .173 

.35 .00 .348 

.34 

.35 

.35 

.11 

.01 

. 0 0 

.000 

.081 

.758 

(Table Continues) 
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Table 14 Continued 

Moderating Change 
Variable B SE B P & R* Bf & 

8. SOCIAL SUPPORT (Social Support) 

Step 1 .34 .11 .000 
Total violence .019 .003 .339 .0000 

Step 2 .35 .01 .090 
Total violence .019 .003 .322 .0000 
Social support -.015 .009 -.099 .0898 

Step 3 .35 .00 .577 
Total violence .020 .004 .350 .0000 
Social support -.013 .010 -.085 .1745 
Interaction term -.000 .000 -.043 .5771 

9. PAST PARTNER VIOLENCE (Susceptibility Factor) 

Step 1 .34 
Total violence 

Step 2 .40 
Total violence 
Past violence 

Step 3 .40 
Total violence 
Past violence 
Interaction term 

10. NO. OF VIOLENT PAST PARTNERS (Susceptibility Factor) 

.020 .003 .345 .0000 

.018 .003 .309 .0000 

.010 .003 .204 .0004 

.014 .006 .252 .0111 

.009 .003 .181 .0067 

.000 .000 .077 .4784 

.12 

,04 

,00 

,000 

,000 

, 478 

Step 1 .32 .11 .000 
Total violence .019 .004 .325 .0000 

Step 2 .34 .01 .067 
Total violence .017 .004 .303 .0000 
Past partners .083 .045 .118 .0672 

Step 3 .34 .00 .959 
Total violence .018 .006 .307 .0036 
Past partners .085 .053 .120 .1088 
Interaction term -.000 .002 -.006 .9586 

11. CHILDHOOD VIOLENCE (Susceptibility Factor) 

Step 1 
Total violence .019 .003 .339 .0000 

Step 2 
Total violence .017 .003 .296 .0000 
Childhood violence .014 .004 .223 .0001 

Step 3 
Total violence .023 .005 .398 .0000 
Childhood violence .017 .004 .275 .0000 
Interaction term -.000 .000 -.153 .1103 

.34 

.40 

.41 

.11 

,05 

,01 

.000 

. 0 0 0 

.110 

(Table Continues) 
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Moderating Change 
Variable B SE B P £ R* & 

12. VICTIM OF SEXUAL ASSAULT (Susceptibility Factor) 

Step 1 .34 .11 .000 
Total violence .019 .003 .339 .0000 

Step 2 .35 .01 .085 
Total violence .019 .003 .324 .0000 
Sexual assault .051 .029 .100 .0846 

Step 3 .36 .00 .241 
Total violence .033 .013 .573 .0098 
Sexual assault .071 .034 .140 .0377 
Interaction term -.004 .003 -.267 .2412 

13. PSYCHOLOGICAL ABUSE (Other Aspects of Relationship) 

Step 1 .34 .12 .000 
Total violence .020 .003 340 .0000 

Step 2 .54 .18 .000 
Total violence -.000 .004 -.015 .8238 
Psychological abuse .168 .020 .553 .0000 

Step 3 .54 .00 .845 
Total violence -.002 .008 -.037 .7789 
Psychological abuse .167 .022 .548 .0000 
Interaction term .000 .001 .028 .8452 

14. POSITIVE BEHAVIORS (Other Aspects of Relationship) 

Step 1 .34 .11 .000 
Total violence .019 .003 .339 .0000 

Step 2 .38 .03 .004 
Total violence .015 .004 .252 .0001 
Positive behaviors -.068 .023 -.187 .0038 

Step 3 .38 .00 .348 
Total violence .009 .007 .154 .2071 
Positive behaviors -.080 .027 -.219 .0028 
Interaction term .001 .001 .103 .3481 

15. SELF-ESTEEM (Personality) 

Step 1 .34 .11 .000 
Total violence .019 .003 .339 .0000 

Step 2 .63 .28 .000 
Total violence .011 .003 .183 .0003 
Self-esteem -.336 .030 -.550 .0000 

Step 3 . 63 .01 .097 
Total violence -.002 .008 -.040 .7792 
Self-esteem -.360 .034 -.591 .0000 
Interaction term .003 .002 .229 .0971 

indicates Empirical Validation of Moderation 

*A11 R significant at £ < .0001 
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Table 15 

Phase Two: Moderation of Violence to Predict CR-PTSD for 
Mexican American Women 

Moderating 
Variable B SE B P £ B* 

Change 
R2 £ 

1. PERCEIVED STRESS (Environmental Stressor) 

Step 1 .21 .05 .001 
Total violence .015 .004 .213 0005 

Step 2 .54 .25 .000 
Total violence .007 .004 .095 0793 
Perceived stress .492 .052 .513 0000 

Step 3 .54 .00 .842 
Total violence .010 .015 .136 5258 
Perceived stress .496 .056 .518 0000 
Interaction term -.000 .003 -.044 8419 

2. SENSE OF SAFETY (Environmental Stressor) 

Step 1 .21 .05 .001 
Total violence .015 .004 .213 0005 

Step 2 .35 .08 .000 
Total violence .017 .004 .231 0001 
Sense of safety -.149 .031 -.278 0000 

Step 3 .35 .00 .589 
Total violence .027 .020 .380 1791 
Sense of safety -.139 .036 -.260 0001 
Interaction term -.002 .003 -.155 5894 

3. FREQUENCY OF CRIME (Environmental Stressor) 

Step 1 .22 .05 .000 
Total violence .015 .004 .219 0004 

Step 2 .27 .03 .009 
Total violence .016 .004 .219 0004 
Crime .043 .016 .159 0091 

Step 3 .27 .00 .618 
Total violence .018 .007 .258 0102 
Crime .048 .019 .178 0131 
Interaction term -.000 .002 -.053 6175 

(Table Continues) 
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Table 15 Continued 

Moderating 
Variable SE B P 

Change 
R2 £ 

4. EMPLOYMENT (Personal Stressor) 

step 1 

Total violence .015 .004 
Step 2 

Total violence .015 .004 
Employment .009 .053 

Step 3 
Total violence .029 .017 
Employment .038 .062 
Interaction term -.005 .006 

.213 

. 2 1 2 

.011 

.412 

.044 

.212 

.0005 

. 0 0 0 6 

.8601 

.0881 

.5426 

.3907 

5. PARTNER'S EMPLOYMENT (Personal Stressor) 

Step 1 
Total violence 

Step 2 
Total violence 
Partner's employment 

Step 3 
Total violence 
Partner's employment 
Interaction term 

6. RECEIPT OF PUBLIC AID (Personal Stressor) 

.015 .004 .214 .0006 

.015 .004 .214 .0006 

.015 .068 .013 .8274 

.026 .009 .359 .0046 

.056 .075 .051 .4503 

.007 .005 -.170 .1870 

.21 .04 .001 

.21 .00 .860 

.22 .00 .391 

.21 .05 .001 

.21 .00 .827 

.23 .01 .187 

Step 1 .21 .05 .001 
Total violence .015 004 .213 .0005 

Step 2 .21 

o
 

o
 .649 

Total violence .015 004 .214 .0005 
Public aid .042 093 .028 .6488 

Step 3 .22 .00 .509 
Total violence .018 006 .250 .0025 
Public aid .077 107 .051 .4697 
Interaction term -.006 009 -.058 .5086 

7. EDUCATION (Personal Stressor) 

Step 1 .21 .05 .001 
Total violence .015 004 .213 .0005 

Step 2 .23 

t—i 
o
 .112 

Total violence .015 004 .209 .0007 
Education -.034 021 -.097 .1123 

Step 3 .24 .00 .317 
Total violence -.002 017 -.026 .9134 
Education -.043 023 -.123 .0637 
Interaction term .002 002 .244 .3165 

(Table Continues) 
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Moderating 
Variable SE B 0 R* 

Change 
Bi & 

8. SOCIAL SUPPORT (Social Support) 

Step 1 
Total violence .015 .004 

Step 2 
Total violence .014 .004 
Social support -.021 .009 

Step 3 
Total violence .006 .007 
Social Support -.026 .010 
Interaction term .003 .002 

.213 

.195 
-.134 

. 0 8 6 
-.169 
.143 

,0005 

,0015 
,0286 

.3705 
,0100 
,1374 

.015 .004 .205 .0011 

.013 .004 .181 .0031 

.011 .003 .234 .0002 

.013 .006 .189 .0322 

.011 .003 .237 .0005 

.000 .000 -.012 .8997 

.21 

.25 

.27 

9. PAST PARTNER VIOLENCE (Susceptibility Factor) 

Step 1 .20 
Total violence 

Step 2 .31 
Total violence 
Past violence 

Step 3 .31 
Total violence 
Past violence 
Interaction term 

10. NO. OF VIOLENT PAST PARTNERS (Susceptibility Factor) 

Step 1 
Total violence .013 .005 .181 .0120 

Step 2 
Total violence .011 .005 .146 .0465 
Past partners .166 .087 .140 .0577 

Step 3 
Total violence .008 .013 .105 .5668 
Past partners .154 .099 .130 .1207 
Interaction term .002 .007 .048 .8046 

11. CHILDHOOD VIOLENCE (Susceptibility Factor) 

Step 1 

.18 

.23 

.23 

Total violence .016 .004 .221 .0003 
Step 2 
Total violence .011 .004 .156 .0125 
Childhood violence .014 .004 .224 .0004 

Step 3 
Total violence .013 .007 .188 .0455 
Childhood violence .015 .004 .238 .0007 
Interaction term -.000 .000 -.047 .6476 

.22 

.31 

.31 

,05 

,02 

01 

,04 

,05 

,00 

,03 

,02 

00 

,05 

,05 

,00 

,001 

,029 

,137 

,001 

,000 

,900 

.012 

.058 

.805 

.000 

.000 

.648 

(Table Continues) 
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Moderating Change 
Variable B SE B P R R* £i & 

12. VICTIM OF SEXUAL ASSAULT (Susceptibility Factor) 

Step 1 .21 .05 .001 
Total violence .015 .004 .213 .0005 

Step 2 .29 .04 .001 
Total violence .013 .004 .186 .0022 
Sexual assault .104 .031 .201 .0010 

Step 3 .29 .00 .718 
Total violence .017 .011 .239 .1318 
Sexual assault .110 .035 .212 .0021 
Interaction term -.001 .003 -.060 .7184 

13. PSYCHOLOGICAL ABUSE (Other Aspects of Relationship) 

Step 1 .21 .05 .001 
Total violence .015 .004 .214 .0005 

Step 2 .52 .22 .000 
Total violence -.002 .004 -.033 .5826 
Psychological abuse .185 .021 .530 .0000 

Step 3 .52 .00 .786 
Total violence -.000 .007 -.010 .9218 
Psychological abuse .188 .024 .539 .0000 
Interaction term -.000 .001 -.031 .7855 

14. POSITIVE BEHAVIORS (Other Aspects of Relationship) 

Step 1 .21 .05 .001 
Total violence .015 .004 .213 .0005 

Step 2 .24 .01 .099 
Total violence .013 .004 .185 .0035 
Positive behaviors -.034 .021 -.104 .0987 

Step 3 .24 .00 .846 
Total violence .012 .009 .163 .2075 
Positive behaviors -.037 .023 -.111 .1204 
Interaction term .000 .002 .024 .8459 

15. SELF-ESTEEM (Personality) 

Step 1 .21 .05 .001 
Total violence .015 .004 .213 .0005 

Step 2 .56 .27 .000 
Total- violence .005 .004 .079 .1399 
Self-esteem -.360 .036 -.539 .0000 

Step 3 .56 .00 .918 
Total violence .004 .011 .063 .6908 
Self-Esteem -.362 .039 -.542 .0000 
Interaction term .000 .003 .016 .9175 

* All R are significant at e < . 05 
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Table 16 

Phase Three: Testing Dutton's Categories for African 
American Women 

P & £ R2 Jf 

VIOLENCE VARIABLES .33 .109 37.97 

Total violence .335 .000 
Percent of rel. with violence .026a .677 
No. of violent incidents -.009a .868 
Treatment for injury .098a .153 

ENVIRONMENTAL STRESSORS .62 .375 61.23 

Perceived stress .479 .000 
Total violence .156 .001 
Sense of safety -.152 .002 

PERSONAL STRESSORS .35 .117 20.53 

Total violence .322 .000 
Partner employment .110 .045 
Employment .095a .082 

SUSCEPTIBILITY FACTORS .37 .128 19.55 

Childhood violence .236 .000 
Total violence .230 .000 
Past partner violence .104a .105 
Sexual assault .072a .243 
No. of violent partners .010a .118 
Interaction -.070a .594 

(Past viol. X total viol.) 
Interaction -.207a .064 

(Childhood viol. X total viol.) 
Sexual Assault -.268a .108 

(Sexual assault X total viol.) 

(Table Continues) 
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P E R R2 F* 

OTHER ASPECTS OF THE RELATIONSHIP .50 .246 97.64 

Psychological abuse .499 .000 
Positive partner behavior .000a .999 
Total violence .056a .371 

PERSONALITY .57 .322 72.64 

Self-esteem -.477 .000 
Total violence .223 .000 

aBeta if in the equation 

*A11 F were significant at e < .0001. 
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Table 17 

Phase Three: Testing Dutton's Categories for Euro-American 
Women 

P R F* 

VIOLENCE VARIABLES 

Total violence 
Percent of rel. with violence 
No. of violent incidents 
Treatment for injury 

ENVIRONMENTAL STRESSORS 

.34 .112 35.17 

.340 

. 083a 

. 054a 

. 029a 

Perceived stress .563 
Interaction .353 

(Sense of safety X total viol.) 
Sense of safety -.202 
Interaction -.208 

(Freq. of crime X total viol.) 
Total violence -.04 6a 

Frequency of crime .068a 

SUSCEPTIBILITY FACTORS 

Total violence .277 
Childhood violence .199 
Past partner violence .173 

OTHER ASPECTS OF THE RELATIONSHIP 

Psychological abuse 
Positive partner behavior 
Total violence 

.000 

.233 

.430 

.686 

.000 
,000 

,000 
,013 

,793 
,185 

.000 

.001 

.003 

.544 .000 

. 036a .572 
-.015a .824 

,70 

.44 

.54 

,486 62.56 

.187 21.43 

.293 112.56 

PERSONALITY FACTORS 

Self-esteem 
Total violence 

-.550 
.183 

.000 

.000 

.63 .389 86.89 

aBeta if in the equation. 

"All F were significant at £ < .0001, 
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Table 18 

Phase Three: Testing Dutton's Categories for Mexican 
American Women 

P F* 

VIOLENCE VARIABLES 

Total violence 
Percent of rel. with violence 
No. of violent incidents 
Treatment for injury 

ENVIRONMENTAL STRESSORS 

. 215 

.114* 
- . 0 8 4 a 

. 017a 

. 0 0 1 

. 1 0 8 

. 2 3 0 

. 8 1 5 

.22 

. 59 

,043 1 2 . 5 3 

. 3 3 9 4 4 . 6 5 

Perceived stress 
Sense of safety 
Total violence 
Frequency of crime 

SOCIAL SUPPORT 

Total violence 
Social support 

SUSCEPTIBILITY FACTORS 

Childhood violence 
Past partner violence 
Total violence 
Sexual assault 

OTHER ASPECTS OF THE RELATIONSHIP 

,483 
.222 
, 123 
,100a 

,195 
.134 

,169 
,188 

,145 
. 0 8 2 a 

.000 

.000 

.021 

. 0 6 4 

. 0 0 2 

. 0 2 9 

. 0 0 9 

. 0 0 3 

.021 

. 2 4 3 

. 2 5 

.35 

. 0 5 6 

.111 

8 . 6 4 

1 1 . 3 4 

.52 .262 9 2 . 7 5 

Psychological abuse 
Total violence 

. 515 
•. 033a 

.000 

. 5 8 3 

PERSONALITY VARIABLES 

Self-esteem 
Total violence 

- . 5 5 9 
. 079a 

.000 

. 1 4 0 

. 5 6 . 3 1 0 1 1 7 . 1 3 

aBeta if in the equation• 

*A11 F were significant at e < .001. 
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Table 19 

Phase Four: Stepwise Regression Equations Predicting PTSD 

0 R2 r 

AFRICAN AMERICAN 

Perceived stress 
Psychological abuse 
Self-esteem 
Sense* of safety 
Childhood violence 
Partner employment 
Total violence 

. 7 1 . 4 8 9 5 7 . 0 5 

.281 

. 2 5 1 
, 2 2 9 
.128 
. 122 
. 046 a 

. 033a 

.000 

.000 

.000 

. 0 0 5 

. 0 0 6 

. 2 7 3 

. 5 3 5 

EURO-AMERICAN 

Perceived stress 
Psychological abuse 
Self-esteem 
Childhood violence 
Past partner violence 
Interaction 
(Safety X total viol.) 

Sense of safety 
Interaction 

(Crime X total viol.) 
Total violence 

. 3 7 5 

. 2 7 0 
- . 2 0 1 

.118 

. 1 0 5 
- . 029 a 

- . 076a 

- . G 9 5 a 

- . 0 6 4 a 

. 7 6 . 5 7 0 7 0 . 8 7 

.000 

.000 

. 0 0 1 

. 0 0 5 

. 0 1 3 

. 5 5 9 

. 0 8 4 

. 0 5 2 

. 2 2 5 

MEXICAN AMERICAN 

Self-esteem 
Psychological abuse 
Past partner violence 
Perceived stress 
Sense of safety 
Childhood violence 
Social support 
Total violence 

- . 2 4 6 
. 2 6 9 
.111 
.220 

- . 1 4 7 
. 1 4 2 
. 035 a 

- . 086 a 

. 7 0 . 4 7 8 3 8 . 7 8 
.000 
.000 
.022 
.000 
.002 
. 0 0 3 
. 4 6 0 
. 1 0 9 

aBeta if in the equation. 

*A11 F were significant at £> < .0001 
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