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Women survivors of intimate partner violence 
and post-traumatic stress disorder: Prediction 
and prevention
DeJonghe ES, Bogat GA1, Levendosky AA1, von Eye A1

ABSTRACT
A considerable body of research has demonstrated that women who are abused by their male romantic partners 
are at substantially elevated risk for the development of post-traumatic stress disorder (PTSD). This article 
reviews recent literature regarding intimate partner violence (IPV) and resultant PTSD symptoms. The article 
is intended to be an introduction to the topic rather than an exhaustive review of the extensive literature in 
this area. Factors that enhance and reduce the risk for PTSD, including social support, coping styles, and types 
of abusive behavior experienced, are described. In addition, the unique risks associated with IPV for women 
who have children are discussed. Prevention efforts and treatment are briefly reviewed.
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T  here are numerous forms of violence to which women 
 can be exposed. This article will focus on women�s 

experiences of intimate partner violence (IPV, defined here as 
men�s violence toward their female partners). We will discuss 
how IPV leads to post-traumatic stress symptoms as well as 
preventive interventions and treatment for this group of women. 
In addition, we will discuss how IPV affects those women who 
are pregnant or are mothers. The current article is intended to 
provide the reader with a broad overview of research on IPV and 
post-traumatic stress disorder (PTSD). Articles in peer-reviewed 
journals and more recent research were given preference for 
citation whenever possible.

Rates and Types of Intimate Partner Violence 

Intimate partner violence is a serious problem that results 
in significant costs to individuals, the healthcare system, 
and society. About 20-64% of all violence against women is 
from romantic partners,[1,2] and more than half of the women 
experiencing IPV live with children under age 12.[3] Particularly 
troubling is that IPV is a common experience of women who 
are pregnant or raising children.[4] In such cases, not only are 
women negatively affected, but also are their developing fetuses 
and children.[5]

Post-traumatic Stress Disorder 
as a Consequence of Intimate Partner Violence 

Intimate partner violence can be life-threatening for some 
women, but more commonly results in injuries, immune 
disorders, difficulty in sleeping, and gastrointestinal problems. 
The mental health impairments associated with IPV include 
depression, low self-esteem, psychological distress, and 
PTSD.[6-11] Post-traumatic stress disorder is a syndrome of 
intrusive re-experiencing, avoidance and emotional numbing, 
and hyperarousal symptoms that occurs in some individuals 
in the aftermath of a traumatic event.[12] A traumatic event 
is defined as experiencing or witnessing an event involving 
threat to life or physical integrity that results in feelings of fear, 
helplessness, or horror.

Among all women, not just those who experience IPV, PTSD is 
usually associated with multiple other mental health problems. 
Cross-sectional survey research examining prevalence of PTSD 
in a sample of young Germans (14-24 years old) indicates that 
the vast majority (87.5%) of persons meeting the criteria for 
PTSD have at least one additional diagnosis and that PTSD is 
significantly correlated with almost all other mood and anxiety 
disorders.[13] The same authors so found that diagnoses such as 
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somatoform disorders, and social and simple phobias, tended 
to precede traumatic events, whereas depressive disorders, 
agoraphobia, and substance dependence tended to occur at 
the same time or after the trauma. When PTSD is chronic, it 
is comorbid with depression more than half the time.[14,15]

The prevalence of PTSD among battered women is high, 
ranging from 45-84%.[8,10,16,17] Numerous studies find a dose-
response relationship between IPV and PTSD: the more types 
of IPV experienced (e.g., physical, sexual, or emotional abuse), 
the greater the number of the woman�s PTSD symptoms.
[18] Research also found that depressive symptoms, somatic 
complaints, and PTSD symptoms were higher in pregnant 
women, at a hospital in India, who reported a history of IPV 
and sexual coercion compared to those who did not.[19] Similarly, 
in another study, both physically and psychologically abused 
women displayed higher rates of PTSD, depressive, and anxiety 
symptoms, as well as thoughts of suicide when compared to 
nonabused controls.[20] 

Why Does Intimate Partner Violence Result in 
Post-traumatic Stress Disorder?

Recent research suggests that neuroendocrine dysregulation 
may play a role in why PTSD results from IPV. Similar to other 
stressors, IPV activates the biological stress system, of which the 
predominant component is the hypothalamic-pituitary-adrenal 
stress axis (HPA axis), which produces cortisol. Cortisol levels 
naturally increase with stressful stimuli and help organisms 
cope with transient stressors by altering metabolism and 
neural function. However, chronic activation of this system for 
prolonged periods of time can damage physiological functions, 
lower immunity and inflammatory responses, and, importantly, 
lead to psychological problems, such as PTSD, that are related 
to the inability to cope with stress. In fact, chronic activation 
of this system can be neurotoxic. In other words, it can inhibit 
the growth of neurons and alter the activation of neural 
circuits.[21,22] Recent research has suggested that these cortisol-
induced brain changes are related to the emotional response 
that adults and children have to stressful situations.[23]

Few studies have examined whether women�s exposure to IPV 
influences their HPA axis functioning. Extant studies suggest 
that it does[24,25] and that cortisol levels are sometimes further 
associated with PTSD and/or depression within IPV-affected 
samples.[23,26] Currently, it is not clear whether those who 
experience PTSD, compared to those who do not, have higher 
or lower levels of cortisol. For example, Miller et al.[27] in a review 
of the literature, describe how characteristics of a stressor (e.g., 
threat to physical integrity, trauma) affect cortisol secretion. 
Interestingly, for most people, HPA activity increases with 
subjective distress, but in those who have PTSD, researchers 
generally find their HPA activity is lower.[26,28,29] For example, Olff 
et al.[30] compared plasma cortisol levels in people who did and 
did not have PTSD. Severity of PTSD symptoms was negatively 
related to cortisol levels. However, other researchers found that 
IPV-victimized women with prior or current PTSD had higher 
cortisol levels across the day as compared to victimized women 
without PTSD.[23] Clearly, the relationship between changes in 

cortisol levels and the development of PTSD has not been fully 
elucidated; further research is needed in this area.

Risk Factors for the Development of 
Post-traumatic Stress Disorder 

There are several factors that increase the likelihood that 
women will develop PTSD as a result of experiences of IPV. 
First, PTSD from childhood abuse is known to increase the risk 
of repeated victimization in adulthood.[31,32] Childhood abuse 
also appears to increase the likelihood that negative mental 
health consequences will emerge if a woman is victimized by 
a partner. Koopman and colleagues[33] found that depressive 
symptoms were strongly associated with childhood physical 
and sexual abuse among a sample of women who were IPV 
victims. Lewis and colleagues[34] found that childhood emotional 
abuse mediates the relationship between childhood exposure 
to family violence and PTSD which results from adult IPV 
victimization.

Second, the nature of the abusive behavior itself may place 
women at increased risk of PTSD. Sexual abuse often occurs 
in conjunction with other types of IPV and, when it does, 
increases risk for PTSD and other serious mental health 
consequences.[35] Partner rape has been associated with PTSD, 
depression, and suicidal ideation.[35] Sexual assault by a partner 
(vs. a nonpartner) is the stronger predictor of PTSD[36] and 
sexual aggression by a partner is a stronger predictor of negative 
mental health outcomes than is physical abuse.[37] And, Pico-
Alfonso et al.[20] found that for IPV associated with PTSD, the 
co-occurrence of sexual abuse was associated with increased 
depression and suicide attempts.

Third, the timing and exposure to IPV affects women�s 
mental health. In our research, we found that a history of 
exposure to IPV as well as IPV during pregnancy is negatively 
related to women�s mental health symptoms across diagnostic 
categories.[6] The number of partners and the timing of this 
exposure had different effects. Those experiencing chronic IPV 
(across both partners and time) had the worst outcomes. Women 
who experienced IPV recently�during their pregnancies and in 
the year prior to pregnancy with their current partners�had the 
next worst outcomes. In other research, current IPV predicted 
PTSD symptoms (especially avoidance), with psychological 
abuse contributing variance over and above physical abuse.[34]

Protective Factors for the 
Development of Post-traumatic Stress Disorder 

While the risk of PTSD is high among women who are victims 
of IPV, not all women develop these symptoms. Several 
factors have been associated with women who are resilient to 
developing trauma symptoms when they experience IPV; these 
include social support and specific personal characteristics. 
Much research indicates that social support helps mitigate 
the influence of IPV on women�s mental health. For example, 
social support may have both a direct effect on mental health 
in the context of IPV[38,39] as well as moderate the relationship 
between IPV and poor mental health outcomes.[40-42] Similarly, 
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tangible social support moderates the relationship between 
IPV and PTSD symptoms.[43] Martin and Hesselbrock[44] found 
that social support enhanced the capacity for resilience among 
incarcerated women with histories of victimization. Finally, 
Leone et al.[45] compared help-seeking in victims of intimate 
terrorism (the repeated, severe abuse of one person by his/her 
romantic partner) vs. situational couple violence. Those women 
experiencing intimate terrorism were more likely to seek formal 
help, but rates of informal help-seeking were equivalent. 

Personal characteristics have also been associated with resilience 
among women experiencing IPV. In a study of survivors of 
violent trauma (including IPV), several personal characteristics, 
including control, commitment, goal-orientation, self-esteem, 
adaptability, social skills, and humor were associated with 
greater general levels of mental health, as well as lower PTSD 
severity.[46] In addition, particular intrapersonal coping 
mechanisms can attenuate the negative mental health 
consequences of IPV. Reviere et al.[47] found that, among a 
sample of low-income, African-American women, those who 
attempted suicide were more likely to use coping strategies 
that focused on accommodating abusers. Those who did not 
attempt suicide used coping strategies focused on leaving the 
relationship or avoiding harm. In particular, engagement coping 
(such as goal- or solution-oriented behaviors) seems to predict 
better outcomes as compared to disengagement coping, such as 
avoidance.[37] Finally, specific cognitions and/or cognitive styles 
have been associated with resilience to IPV. For example, Calvete 
et al.[48] found that cognitive schemas of disconnection and 
rejection mediated the link between violence and depression. 
Among survivors of childhood abuse, persistence of PTSD 
symptoms was related to perceptions of the intensity of 
negative emotions and fear of these negative emotions.[49] And, 
finally, Feldner and colleagues[50] found that anxiety sensitivity 
moderated the relationship between traumatic events (not 
specifically IPV) and PTSD symptoms.

Intimate Partner Violence and Mother’s Pregnancy

During pregnancy, women are at elevated risk of becoming 
victims of IPV, placing both the woman and her developing fetus 
at risk. Based on a systematic review of published prevalence 
data for partner abuse during pregnancy, Gazmararian and 
colleagues report that the incidence of physical abuse during 
pregnancy may be as high as 20% among women seeking prenatal 
care.[51] Importantly, the high rates of IPV during pregnancy are 
confounded by women�s age. Younger women are more likely 
to experience IPV[52] and also more likely to become pregnant. 

During pregnancy, research suggests that the stress associated 
with IPV and the resultant psychological disorders that occur 
may negatively affect the developing fetus. Women survivors of 
childhood intrafamilial maltreatment and sexual trauma may 
be particularly likely to experience high PTSD levels across 
gestation, due to psychosexual triggers associated with pregnancy 
and maternity care.[53,54] They are also more likely to have 
comorbid conditions and associated features that complicate 
recovery and may be as disruptive to perinatal and parenting 
outcomes as PTSD itself: affect (emotion) dysregulation and 

interpersonal reactivity.[55,56] For example, Seng and colleagues[57] 
found that lifetime victimization was associated with PTSD 
in pregnant women, and the PTSD symptom count of these 
women was significantly negatively associated with perinatal 
outcomes. In our research, IPV experienced during pregnancy 
was associated with greater likelihood of premature labor, later 
entrance into prenatal care, greater utilization of healthcare 
resources, and more prenatal substance use.[58] Seng et al.[59] 
also found that PTSD diagnosis was associated with pregnancy 
and birth complications. Rosen et al.[60] found that prevalence 
of prenatal IPV was two times as high among women who gave 
birth to low birth-weight infants as compared to those with 
normal birth-weight infants. 

Intimate Partner Violence and Children

Although not the focus of this article, it is important to note 
that when mothers are victims of IPV, their children are often 
affected. More than half the women who experience IPV live 
with children under age 12.[61] Multiple studies indicate that 
about 20-25% of children report witnessing incidents of IPV 
between their parents.[62-64] 

Intimate partner violence may affect children even before they 
are born. Prenatal IPV has been associated with compromised 
infant attachment to mothers at six months[65] and at age 
one.[66] In our own research, we found that women who had 
been abused during their pregnancies had significantly more 
negative thoughts and expectations about their unborn babies 
than did nonabused women.[67] We also examined the stability 
of these maternal representations of caretaking (i.e., how 
mothers thought about their relationships with and care for their 
infants) from pregnancy to one year postpartum.[68] Women 
who changed from positive to less positive representations were 
more likely to be abused during pregnancy than were nonabused 
women. And, women with more negative prenatal schemas were 
more controlling and hostile with their infants at one year.[69] 

Once born, the effects of maternal IPV victimization may be 
seen beginning in infancy. Our research indicates that at age 
one, infants exposed to IPV were more reactive to adult anger 
than those who were not exposed[70] and were likely to exhibit 
trauma symptoms.[71] Preschool and school-age children also 
exhibit trauma symptoms as a result of witnessing IPV.[72-76] And 
a recent meta-analysis indicated that effect sizes for trauma 
symptoms occurring as a result of IPV exposure were greater 
than those for other forms of internalizing behaviors.[77] Of 
course, problems other than PTSD or trauma symptoms occur 
when children are exposed to IPV. Recent meta-analyses find 
an increased risk of behavioral and emotional problems among 
children living in households with IPV.[77,78] 

Impaired parenting may result from IPV, and it has been 
hypothesized as one of the causal mechanisms that influence 
child outcomes. Much research has documented the deleterious 
effects of parental depression on parenting behavior and 
children�s functioning across many age ranges.[79-84] Depression 
contributes to less optimal caretaking behaviors because the 
mother�s attention and interest in the child is reduced[85,86] 

! DeJonghe, et al.: PTSD and intimate partner violence  



J Postgrad Med October 2008 Vol 54 Issue 4 297 !

DeJonghe, et al.: PTSD and intimate partner violence !

and she is not available to assist the child with emotion 
regulation.[86,87] English et al.[88] found that caregiver functioning 
(including depression) was a mediator between IPV and child 
outcomes between the ages of four and six. The studies did 
not test for PTSD, so although there is a large literature 
examining the effects of depression on parenting, the effects 
on parenting of PTSD alone or with depression have been rarely 
examined.[89-91]

Prevention of Intimate Partner Violence 

Efforts to prevent the occurrence of IPV and the resultant 
PTSD include both broad-based and targeted interventions 
with adolescents prior to the onset of violence between 
romantic partners. Cornelius and Resseguie[92] reviewed current 
intervention programs for adolescent dating violence. Although 
most programs are able to produce changes in attitudes and 
beliefs about dating violence, changes in behavior are either 
not assessed or, when assessed, not maintained over time. 
For example, Foshee and colleagues[93] implemented a dating 
violence prevention program with eighth and ninth graders 
that focused on changing behavioral norms, gender stereotypes, 
conflict resolution styles, and altering cognitive factors 
associated with help-seeking for those in dating relationships. 
At a one-year follow-up, the authors found changes in beliefs 
and attitudes toward dating violence but no significant change 
in dating violence behaviors. Thus, further research is needed 
to ascertain effective preventive interventions for IPV. 

Treatment of Post-traumatic Stress Disorder 

Efforts to mitigate trauma symptoms once they emerge have 
been effective. Among adults suffering from PTSD, several 
psychotherapy treatments have received empirical support. (For 
a review see the article of Bisson and Andrew.[94]) Treatments 
categorized as �probably efficacious� by the American 
Psychological Association�s Division of Clinical Psychology[95] 
include exposure therapy,[96,97] stress inoculation treatment,[96] 
and eye movement desensitization and reprocessing[98]; however, 
whether rapid eye movement is a key ingredient in treatment 
is debatable.[99] In addition to these psychotherapies, medical 
treatment may be helpful. For example, selective serotonin 
reuptake inhibitors have effectively treated PTSD.[100] 

Newer treatments specifically targeted for violence against 
women are currently being developed. For example, in contrast 
to a purely �exposure-based� intervention, cognitive processing 
therapy is an evidence-based 12-session manualized treatment 
for PTSD.[101,102] This treatment was specifically developed 
for rape and sexual assault victims, but it has been used with 
individuals experiencing other types of trauma (e.g., war 
veterans).[103] Therapy clients write about their memories of 
the traumatic incident and the impact it has had on their lives. 
These narratives are read aloud during treatment sessions so 
that distorted cognitions involving depression, guilt, and anger 
can be challenged. 

Some research has examined the efficacy of treating acute stress 
disorder (ASD) so that PTSD does not develop.[104] The ASD 

symptoms are similar to those of PTSD, but they only last up 
to four weeks after a traumatic event. About 80% of people 
experiencing ASD will go on to develop PTSD.[105] A six-session 
cognitive behavioral therapy treatment for ASD, following motor 
vehicle accidents, industrial accidents, and nonsexual assaults, 
prevented the development of chronic PTSD at six months[106] 
and four years after the event.[107] To date, this intervention has 
not been tested with women who experience IPV. 

However, it is important to note that not all preventive 
treatments for PTSD are effective. Many recent review articles 
indicate that at least one popular treatment�psychological 
debriefing, in which individuals are encouraged to engage in 
discussion about the critical incident�may actually increase 
or maintain symptoms.[108-110] 

Conclusion

It is clear that women who experience IPV are at considerable risk 
of developing PTSD. The effects of IPV on victims are profound. 
Factors such as victimization during childhood, sexual abuse by 
a partner, type of abuse (e.g., sexual, physical), and timing of 
abuse (chronic, recent) may increase the probability that women 
will develop PTSD. When considering the effects of IPV on 
women, practitioners must also be mindful of how the IPV and 
the woman�s experiences of it may affect families and children. 
However, there are factors that reduce the chance that women 
will develop PTSD as a result of IPV experiences. Social support 
and proactive coping styles may reduce the likelihood that 
PTSD will develop, and recent research suggests that effective 
psychological and pharmacological treatments are available. 
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