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Abstract

Objectives To examine the role of abuse severity in pre-
dicting women’s trajectories in mental and physical health
and psychological quality of life during the 18 months
following abuse identification in a health care setting.
Methods The present analysis used growth curve modeling
in a sample of 411 women positive for abuse on the
Composite Abuse Scale.

Results A high proportion of women experienced severe
combined abuse (SCA; 55 % at baseline and 29 % at 18
months). On average, there was an improvement in
depressive symptoms and psychological quality of life over
time. Controlling for sociodemographic characteristics,
women scoring positive versus negative for SCA experi-
enced increased depressive symptoms and decreased
quality of life; however, exposure to severe abuse did not
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affect the rate of change over time in these outcomes.
Severe abuse was not associated with physical health.
Conclusions There is an important association between
abuse severity and women’s health and well-being over
time. Understanding the role of different abuse experi-
ences, risk and protective factors, and trajectories can assist
in more accurate identification and appropriate care pro-
vision for women exposed to IPV.

Keywords Intimate partner violence - Abuse severity -
Depression - Life quality - Physical health

Introduction

Intimate partner violence (IPV) is defined by the World
Health Organization as “behaviour by an intimate partner
or ex-partner that causes physical, sexual or psychological
harm, including physical aggression, sexual coercion,
psychological abuse and controlling behaviours” (World
Health Organization 2010). In Canada past 5-year IPV
against women is estimated at 4 % (Statistics Canada
2016), and lifetime IPV at 30 % (Rodgers 1994); self and
official reports underestimate IPV, and rates will vary
according to where and how women are asked (e.g., rates in
health settings are generally higher). Women are four times
more likely to be victims of intimate partner homicide than
are men (Miladinovic and Mulligan 2015).

Women exposed to IPV suffer from significant physical
and mental health problems, and reduced life quality
compared to women in the general population (Afifi et al.
2009; Campbell 2002; Coker et al. 2002; Hegarty et al.
2004; Rees et al. 2011; Ellsberg et al. 2008). However, this
substantial body of evidence is largely based on cross-
sectional studies (e.g., Campbell and Soeken 1999).
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Emerging longitudinal research has begun to show that the
mental health of women who have experienced IPV,
recruited primarily through shelters or domestic violence
services (which likely differ from “general population”
samples), generally improves over time, with the greatest
improvements noted after the cessation of violence (An-
derson et al. 2003; Beeble et al. 2009; Campbell et al.
1995; Gerber et al. 2008). Some studies indicate that more
severe and/or frequent abuse is associated with higher re-
victimization rates, more serious injury, and poorer mental,
and possibly physical health (Garcia-Moreno et al. 2005;
Campbell 2002; Coker et al. 2002; Golding 1999). How-
ever, substantial gaps remain in understanding trajectories
of women’s health over time, and whether severity of IPV
(and not simply exposure), and other contextual and abuse-
specific factors, including the cumulative effects of vio-
lence across the lifespan (Maclntosh et al. 2015; Davies
et al. 2015), affect women’s mental and physical health and
quality of life over time.

Using data from a randomized controlled trial (RCT)
(MacMillan et al. 2009), this secondary-analysis study
examines how the health trajectories of abused women
change over time and in particular how one key factor—
abuse severity—influences these trajectories. We used
growth curve modeling to address the following questions:
(1) (how) do the physical health, depressive symptoms, and
quality of life of women who have disclosed past-year IPV
change over an 18-month period? (2) What is the role of
abuse severity in predicting these outcome trajectories? (3)
(how) is abuse severity associated with the rate of change
in outcome trajectories over time? (4) Do any effects of
abuse severity remain after adjusting for key demographic
variables? and (5) (how) are key demographic variables
associated with women’s outcome trajectories?

Methods
Design and participants

Between July 2005 and December 2006, 6743 English-
speaking female patients (ages 18—64) from 26 primary
health care settings, including family medicine practices,
women’s health clinics, and emergency departments in
Ontario, Canada were recruited for a cluster randomized
controlled trial evaluating the effectiveness of universal
IPV screening (MacMillan et al. 2009). All women who
presented to a study site were approached by a study
recruiter to determine eligibility. The current research
involves the subset of 411 women who were positive for
IPV exposure during the previous 12 months according to
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both the screening instrument (Woman Abuse Screening
Tool (WAST); Brown et al. 2000), and the validated abuse
measure [Composite Abuse Scale (CAS), Hegarty et al.
1999, 2005] at time of enrolment in the trial, and who
consented to participate. All women completed both
instruments—the screened group prior to the clinical visit
with the results reported on their chart to the health care
provider, and the control group as part of their exit inter-
view—i.e., not reported to the health care provider.
Women provided sociodemographic information at time of
enrolment and completed a questionnaire package con-
taining key predictor and outcome measures, including
standardized instruments on depressive symptoms, quality
of life, and global physical health at baseline (i.e., within
2 weeks of trial enrolment), and at 6, 12, and 18 months.
Further methodological details can be found in MacMillan
et al. (2009).

Measures

Our analysis involves three types of variables: (1)
time-invariant predictors (i.e., demographics: age,
education, minority status, born outside Canada); (2)
time-varying predictors [ongoing IPV (re-) exposure;
demographics: marital status, number of children at
home, current pregnancy, employment, income, rural
residence]; and, (3) time-varying primary outcome
variables (depressive symptoms, quality of life, and
physical health).

IPV (re) exposure

The Composite Abuse Scale (CAS; Hegarty et al. 2005) is
a 30-item validated self-report tool with four subscales
measuring the frequency with which participants’ partners
engaged in a variety of abusive behaviours. Sample items
include “[My partner]... slapped me”; “...kept me from
medical care”; “...harassed me over the telephone”; and
“...told me I wasn’t good enough”. It comprises four
subscales that reflect various acts of physical and sexual
abuse, emotional abuse, and harassment (Hegarty et al.
2005), and uses a response scale ranging from 0 (never) to
5 (daily). Items were summed, and based on recommended
scoring, a score of 7 or higher was used as the criterion for
IPV exposure (MacMillan et al. 2009). At time of enroll-
ment, the reference period was the previous 12 months;
subsequent time points used a reference point of the pre-
vious 6 months (i.e., since last completion of the
instrument for the study). The Cronbach alpha () in this
sample is .92.
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IPV severity

In this study, all women at baseline, by definition, had
experienced some form(s) of partner abuse within the last
12 months, as determined by the CAS. The most severe
forms of violence are captured in the 8-item severe
combined abuse (SCA) subscale, and this was used to
measure IPV severity. In accordance with the scoring
recommendation of Hegarty et al. (2005), SCA was
scored dichotomously such that women who reported at
least one episode of SCA (e.g., “[My partner] ...used a
knife or gun or other weapon”) scored positively for SCA.
For the purpose of our analyses, we grouped women’s
abuse status into two categories: “no SCA” (i.e., not
scoring positive for SCA at a specific time-point), and
“SCA” (scoring positive for SCA). [Note: while all
women included in the analysis were positive for past
12-month IPV at baseline, some women may have had
CAS scores at subsequent follow-up point(s) that were
below the CAS-positive cut-point of 7. These women
were still included in the analysis, and categorized as “no
SCA” for analytical purposes].

Depressive symptoms

Depressive symptoms were assessed using the 20-item
Center for Epidemiologic Studies Depression Scale (CES-
D; Radloff 1977), which uses a 4-point scale on which
respondents indicate the number of times during the past
week that a symptom has been experienced (0 = not at all,
1 = occasionally, 2 = frequently, 3 = almost all the
time). Sample items include “I felt sad” and “I could not
get ‘going’”. Scores range from 0 to 60, with high scores
indicating greater depressive symptoms (o = .92 in this
sample).

Psychological quality of life

The 6-item psychological subscale from the World Health
Organization Quality of Life (WHOQOL)-Brief instrument
was used to measure psychological quality of life (Bonomi
et al. 2000; WHOQOL Group 1998). The six domains
covered by these items are: bodily image and appearance;
negative feelings; positive feelings; self-esteem; spiritual-
ity, religion, personal beliefs; and thinking, learning,
memory and concentration. Using 5-point scales, partici-
pants responded to items such as “How often do you have
negative feelings such as blue mood, despair, anxiety,
depression?” (1 = never, 3 = quite often, 5 = always)
and “How satisfied are you with yourself?” (1 = very
dissatisfied, 5 = very satisfied). After score transformation,
scores range from O to 100, with high scores indicating
greater quality (« = .79 in this sample).

Physical health

The Short-Form 12 Health Survey, version 2 (SF-12 v2;
SF-36.0org online; Ware et al. 2002), a valid and reliable
brief version of the Short-Form 36, measures functional
health and well-being. The SF-12 v2 has 12 questions
covering eight health domains: physical functioning, role-
physical, bodily pain, general health, vitality, social func-
tioning, role-emotional, and mental health. A sample item
is “During the past 4 weeks, how much did pain interfere
with your normal work (including both work outside the
home and housework)?” Responses are made on a 5-point
scale (e.g., 1 =not at all, 5 = extremely), most with
respect to the last four weeks. To assess current physical
health functioning for the analysis, we used the physical
component summary score that is derived from the scale
and standardized by using an algorithm so that mean = 50
and SD = 10. Higher scores indicate better overall health
(o = .84 in this sample).

Demographics

The following sociodemographic characteristics were
assessed using women’s self-report to survey questions:
age in years, years of education attained, marital status
(married or live with a common-law partner versus other
status), working full- or part-time outside the home, total
annual household income of less than $24,000 Canadian
dollars, living with child(ren) age 16 or younger at least
half the time, currently pregnant, minority status, born
outside Canada, and living in a rural area (a community
with fewer than 3000 residents).

Analysis

Women’s demographic characteristics at baseline were
analysed using descriptive statistics. The mean and stan-
dard deviation for each of the three outcomes at all four
time points—baseline, 6, 12, and 18 months—were asses-
sed by women’s IPV exposure status. Age, education,
minority status, and birth place were fixed (time-invariant)
characteristics collected at baseline only; all other demo-
graphic characteristics were assessed at four time points
and treated as time-varying covariates in the growth curve
models.

The effects of exposure to SCA on trajectories of
depressive symptoms, physical health, and psychological
quality of life were examined using growth curve modeling
(Singer and Willett 2003). Variables were added to the
model in a hierarchical manner: the first step in the growth
model estimated the unconditional means (null) model; the
second step added the time variable to estimate the
unconditional linear model, where time was centred such
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that the model intercept represents the outcome score at the
last time-point; the third step added SCA exposure and its
interaction with time; and, the final step added the
sociodemographic co-variates to provide unbiased esti-
mates of effects. Full information maximum likelihood was
used to account for missing data in the models. Bayesian
information criterion (BIC) was assessed for an overall
model fit (lower scores indicate better fit). All analyses
were conducted in SAS v 9.3 (SAS Institute Inc.), and
growth curve models were estimated using PROC MIXED.

Compliance with ethical standards

The original trial from which these data were drawn was
approved by the Research Ethics Board (REB) of
McMaster University/Hamilton Health Sciences, protocol
#05-102.

Results
Sample characteristics

Table 1 presents the demographic characteristics of the 411
women by IPV exposure status at baseline. Compared to
those without SCA, women with exposure to SCA had
attained fewer years of education, were less likely to be
employed, and less likely to be married or living with a
common-law partner. There were no group differences in
other demographic characteristics at baseline. Table 2
presents women’s IPV exposure across time; while over
half of women (55 %) report SCA at baseline, this drops to

35 % by 6 months, but still remains relatively high (29 %)
at 18 months. A significant proportion (from a quarter to
more than a third) fell below the CAS criterion score of 7
for current IPV exposure across the three follow-up times.
Table 3 presents the means and standard deviations of row
scores of outcome variables by SCA exposure status at all-
time points.

SCA and trajectories

Table 4a—c and Figs. 1, 2, and 3 present results from the
growth curve models for depressive symptoms, psycho-
logical quality of life, and physical health, respectively. In
Table 4a, Model 2 shows an overall decrease in depressive
symptoms over time (B = —1.09, SE = 0.21, p < .001).
The significant random effect covariance (B = 14.22,
SE =2.95, p <.001) indicates a positive association
between the intercept and slope. As shown in Model 3,
women with exposure to SCA had higher depressive
symptoms compared with those without SCA (B = 2.08,
SE = 0.87, p = .017). SCA had no significant effect on the
rate of change in depressive symptoms over time
(B =—-0.58, SE =042, p =.163). Model 4 shows the
adjusted association for SCA, which remained significant
(B =233, SE=0.92, p = .012), as well as significant
associations between older age, not being employed, and
not being married or in a common-law relationship, and
increased depressive symptoms. These results are depicted
in Fig. 1.

Table 4b presents the results for women’s quality of life
trajectories. Model 2 shows the overall increase in psy-
chological quality of life over time (B = 1.51, SE = 0.29,

Table 1 Characteristics of sample by baseline intimate partner violence exposure (Canada, 2005-2006)

Characteristics No SCAn =184

SCA n = 227 Test statistics

Age, years, M (SD) 33.95 (10.47)

Education, years, M (SD) 13.95 (2.78)
Income <$24,000 CAD 419 %
Not employed® 39.1 %
Married/CL 45.1 %
1+ children at home® 549 %
Pregnant 5.46 %
Minority status 14.8 %
Born outside Canada 14.8 %
Rural residence® 143 %

33.42 (10.71) 1(409) = 0.51

13.33 (2.77) 1(409) = 2.22%
49.8 % (1, N = 402) = 2.48
52.4 % 721, N = 411) = 7.22%*
26.9 % 721, N = 405) = 14.50%x*
55.5 % 71, N = 411) = 0.02
7.08 % 71, N = 409) = 0.44

18.3 % 71, N = 407) = 0.91

115 % x*(1, N = 410) = 0.98
12.5 % yX(1, N = 406) = 0.28

CAD Canadian Dollars, CL common-law relationship, SCA severe combined abuse

*p < .05, *F p <.01, *** p <.001
* Work full or part-time outside the home
® Live with child(ren) age 16 or younger at least half the time

¢ A community with fewer than 3000 residents
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Table 2 Exposure to intimate partner violence (IPV) across time
(Canada, 2005-2006)

IPV status Baseline 6 months 12 months 18 months
n =411 (%) n =367 (%) n=2369 (%) n=379 (%)

No SCA" 44.8 60.2 60.1 70.2
SCA 55.2 35.1 36.9 29.0
Missing 0 4.6 3.0 0.8

SCA severe combined abuse

? Includes women whose CAS scores had fallen below the IPV+
criterion cut-off (7) at the three follow-up periods, as follows:
6 months = 24.5 %; 12 months = 27.9 %; 18 months = 36.7 %

Table 3 Outcome variables by exposure to intimate partner violence
across time (Canada, 2005-2006)

Outcome Time No SCA SCA
Depressive symptoms Baseline  23.0 (10.8) 28.2 (11.6)
(CES-D), M (SD) 6m 209 (11.3) 279 (11.3)
12m 20.6 (11.4) 25.9 (13.3)
18 m 20.6 (11.3)  28.4 (12.0)
Psychological quality Baseline  53.4 (16.5) 49.7 (18.1)
of life (WHOQoL-Bref), ¢ 56.6 (172) 472 (17.7)
M (D) 12 m 56.5 (17.1)  51.5 (19.3)
18 m 577 (17.3)  49.8 (19.7)
Physical health (SF-12), Baseline 452 (11.7) 43.8 (11.9)
M (SD) 6 m 46.6 (11.1) 443 (11.5)
12 m 46.6 (11.0)  43.5 (12.8)
18 m 457 (12.2)  43.3 (12.4)

SCA severe combined abuse

p < .001). The significant random effect covariance
(B =126.71, SE = 6.10, p <.001) indicates a positive
association between the intercept and slope. Model 3
indicates the significant negative effect of exposure to SCA
on women’s quality of life (B = —3.15, SE = 1.25,
p = .012). The exposure to SCA had no effect on the rate
of change in quality of life scores over time (B = —0.01,
SE = 0.60, p = .989). The main effect of SCA remained
significant in Model 4 when covariates were added
(B = —3.00, SE = 1.30, p = .021). Model 4 also indicates
that older age, low income, and not being employed were
associated with lower quality of life, whereas currently
being pregnant, born outside Canada, and rural residence
were associated with better quality of life. These results are
depicted in Fig. 2.

Table 4c shows the results for women’s physical health
trajectories. Model 2 indicates that physical health scores
stay unchanged over time (B = 0.22, SE = 0.19,
p = .252). The significant random effect covariance
(B=11.13, SE = 2.68, p <.001) indicates a positive

association between the intercept and slope. There was no
effect of exposure to SCA on this outcome (B = 0.77,
SE = 0.84, p = .360, Model 3). The final model indicates
that older age, not being employed, being married or in
common-law relationship, currently pregnant, and minority
status were associated with lower physical health scores.
These results are depicted in Fig. 3.

Discussion

Our findings provide important new knowledge regarding
the relationship, over time, between abuse severity and
health and psychological quality of life. These results also
show the high prevalence of severe abuse among a sample
of women experiencing I[PV who presented to an Ontario
health care setting. Looking at bivariate associations
between demographic characteristics and abuse severity,
we found that only education, employment and relationship
type differed significantly according to IPV severity status.
This adds to previous literature regarding risk indicators
correlated with IPV versus no IPV exposure (Wathen et al.
2007), pointing to the factors that might be predictive of
more severe forms of violence, or, on the other hand, those
factors that might be protective in terms of severe abuse.
For example, there is emerging evidence that being
employed may both mediate (Adams et al. 2013a) and
moderate (Wathen et al. 2016) the negative health effects
of IPV exposure. While acknowledging the complexity of
the inter-relationships among these variables (Swanberg
and Logan 2007; Rothman et al. 2007), the added role of
abuse severity is under-explored. That said, given the
relationship between IPV, educational attainment and
employment status (Adams et al. 2013b), it is perhaps not
surprising that these were two of the demographic char-
acteristics where bivariate differences between the SCA
and no SCA group were found. The finding that women
who were not married or living in a common-law rela-
tionships were more likely to experience SCA is more
difficult to explain. It may be that women who are dating,
or separated from, abusive partners have, on average, more
transitional or less stable relationships. For example, there
is good evidence that women’s risk of violence increases in
the early period after separation (Hardesty 2002; Johnson
and Sacco 1995). More information is needed about the
nature of women’s partner relationships in this sample in
order to more fully explain these findings.

In terms of violence exposure, we found that the pro-
portion of women reporting SCA declined across time,
with the most precipitous drop from baseline to 6 months.
In fact, a significant proportion of women, as time went on,
fell below the cut-point for IPV exposure as measured by
the CAS, perhaps reflecting more episodic periods of IPV,
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Table 4 Growth curve analyses of (a) depressive symptoms, (b) psychological quality of life and (c) physical health scores (Canada,

2005-2006)

Model 1 Null

Model 2 Time

Model 3 SCA

Model 4 Covariates

(a) Depressive symptoms
(CESD Scale)

Fixed effects
Intercept
Slope
1PV
SCA
SCA x time
Demographics
Age in years
Education in years
Low income (t)
Not employed (t)
Married/CL (t)
14 children at home (t)
Pregnant (t)
Minority
Born outside Canada
Rural residence (t)
Random effects
Intercept
Slope
Covariance
Residual
BIC

(b) Psychological quality of life

(WHOQoL-Bref scores)
Fixed effects
Intercept
Slope
1PV
SCA
SCA x time
Demographics
Age in years
Education in years
Low income (t)
Not employed (t)
Married/CL (t)
14 children at home (t)
Pregnant (t)
Minority
Born outside Canada
Rural residence (t)
Random effects
Intercept
Slope

Covariance

23.81 (0.50)%**

84.25 (7.06)%+*

59.27 (2.51)***
11,300.7

53.49 (0.76)***

203.04 (16.57)%#*

22.11 (0.61)%%*
—1.09 (0.21)%%x

114.18 (10.59)%%*
7.48 (1.28)%%%
14.22 (2.95)%**
44,37 (2.33)%**
11,229.2

55.83 (0.91)%**
1.51 (0.29)%#%

259.03 (23.47)%#*
14.10 (2.55)%**
26.71(6.10)%%*

21.57 (0.66)%**
—0.61 (0.27)*

2.08 (0.87)*
—0.58 (0.42)

109.33 (10.48)%**
74T (1.27)%%%
14.47 (2.96)%**
43.37 (2.35)%%*
10,978.8

56.79 (0.98)%**
1.27 (0.38)%*

—3.15 (1.25)*
—0.01(0.60)

249.75 (23.20)%%*
13.58 (2.56)%%*
25.41 (6.09)%%*

20.77 (0.91)%%*
—0.57 (0.28)*

2.33 (0.92)*
—0.55 (0.44)

0.10 (0.05)*
—0.13 (0.18)
1.05 (0.70)
2.30 (0.65)%%*
—1.69 (0.74)*
—0.12 (0.62)
—0.75 (1.17)
1.02 (1.31)
—2.06 (1.47)
—0.54 (0.92)

103.84 (10.40)%++
7.58 (1.37)%+
15.05 (3.08)%**
44.05 (2.56)***
10,172.6

58.33 (1.34)%%*
1.31 (0.40)*

—3.00 (1.30)*
0.01 (0.62)

—0.21 (0.07)%*
0.09 (0.27)
—2.34 (1.02)%
—2.51 (0.94)**
—0.66 (1.09)
0.17 (0.89)
3.98 (1.67)*
—~1.02 (2.02)
4.66 (2.28)*
3.74 (1.32)%*

242.81 (22.90)%#*
15.33 (2.70)%**
29.72 (6.30)%%*
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Table 4 continued

Model 1 Null

Model 2 Time

Model 3 SCA

Model 4 Covariates

Residual
BIC

(c) Physical health scores (SF-12)

Fixed effects
Intercept
Slope

1PV
SCA
SCA x time

Demographics
Age in years
Education in years
Low income (t)
Not employed (t)
Married/CL (t)

1+ children at home (t)

Pregnant (t)

Minority

Born outside Canada

Rural residence (t)
Random effects

Intercept

Slope

Covariance

Residual

BIC

120.96 (5.12)%%**
12,460.8

45.08 (0.50)%#*

88.83 (7.21)***

49.48 (2.15)%**
10,742.7

92.85 (4.87)***
12,399.2

45.42 (0.60)%**
0.22 (0.19)

112.27 (10.34)%#%
576 (1.11)*+
11.13 (2.68)%**
39.42 (2.14)%%%
10,721.4

94.00 (5.04)***
12,174.7

45.11 (0.66)%**
—0.11 (0.25)

0.77 (0.84)
0.75 (0.40)

114.83 (10.59)%+*
5.95 (1.11)##*
11.72 (2.72)%%%
38.36 (2.13)%#*
10,504.6

88.00 (5.05)***
11,224.2

47.43 (0.87)%#*
—0.19 (0.26)

0.73 (0.88)
0.74 (0.41)

—0.26 (0.04)%%*
0.34 (0.18)
—0.36 (0.67)
—2.16 (0.62)%**
—1.74 (0.71)*
0.038 (0.59)
—3.88 (1.10)%%*
—4.10 (1.30)**
1.58 (1.46)
—0.18 (0.89)

97.66 (9.73)%%%*
5.07 (1.14)%+
11.08 (2.67)%**
39.90 (2.38)%#*
9703.0

Values denote mean (standard error). (t) Time-varying covariates

BIC Bayesian information criterion, CL common-law relationship, SCA severe combined abuse, CESD Center for Epidemiologic Studies
Depression scale, WHOQoL-Bref WHO Quality of Life Brief instrument, SF-/2 Short-Form 12-item Physical Health instrument

¥ p < .05, ¥ p < 01, ¥ p < 001

40.0

35.0

30.0

25.0

CES-D score

20.0

15.0

10.0

Baseline 6 month

Fig. 1 Growth curve of depressive symptom scores for severe
combined abuse (SCA) and no SCA (Canada, 2005-2006). CESD
Center for Epidemiologic Studies Depression Scale, SCA severe

combined abuse

12 month 18 month

60.0

55.0

50.0

Not SCA 450

@
o
>
WHOQol-Bref

40.0

35.0

Baseline 6 month

12 month

Not SCA

18 month

Fig. 2 Growth curve of psychological quality of life scores for severe

combined abuse (SCA) and no SCA (Canada, 2005-2006). WHO-
QoL-Bref WHO Quality of Life Brief instrument, SCA severe
combined abuse
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49.0

47.0

45.0

s0 e SCA

41.0 Not SCA

SF-12 Physical health

39.0

37.0

35.0

12 month 18 month

6 month

Baseline

Fig. 3 Growth curve of physical health scores for severe combined
abuse (SCA) and no SCA (Canada, 2005-2006). SF-12 Short-Form
12-item Physical Health instrument, SCA severe combined abuse

changes in relationship or life status that reduced exposure
to abuse, or regression towards the mean. While the present
data are not able to explain why abuse/abuse severity
declined, findings such as these are not uncommon (Fritz
and O’Leary 2004).

Trajectories of mental health, assessed via depressive
symptoms and psychological life quality, showed similar
patterns of findings: both improved across time for the
entire sample, but were significantly worse for women
reporting SCA (though SCA did not affect the rate of
change in these scores). For both outcomes, the main effect
of SCA remained significant when demographic covariates
were added, and each outcome was associated with unique,
and overlapping, covariates: depressive symptoms were
higher and psychological quality of life poorer for women
who were older, and unemployed; depressive symptoms
were also worse for those not married/in a common-law
relationship, while quality of life was also poorer for
women reporting low income. Of note, quality of life was
better for pregnant women, those born outside Canada, and
those living in rural areas. These findings regarding the
effects of specific characteristics on women’s health and
well-being trajectories—with and without the impact of
severe abuse—deepen our understanding of the nature and
influence of risk and protective factors across time, an area
that has been underexplored in longitudinal research and
requires additional examination.

Our findings did not show effects of SCA on physical
health trajectories. It is possible that impact of IPV on
physical health may be delayed in comparison to mental
health. Additional, longer-term research is needed, building
on emerging findings such as those showing that both
injuries and mental health symptoms may mediate the
relationship between severity of IPV and physical health
(Wuest et al. 2010), and that physical health consequences
of IPV are linked to longer-term cellular and epigenetic

@ Springer

changes (Newton et al. 2011; Fernandez-Botran et al. 2011;
Humphreys et al. 2012; Out et al. 2012).

While this is a relatively large sample of abused women,
all were recruited in health care settings in the same pro-
vince of a high-income country; women recruited from
community settings, or violence-specific services or those
in low- or middle-income countries, may have different
patterns of abuse experiences and trajectories. In addition,
all outcomes were self-reported, and the primary outcome
measures based on brief standardized instruments. While
these had reasonable psychometric properties and have
been used in other IPV-specific research studies, they may
be more limited than comprehensive diagnostic measures.
It is also the case that while this sample provided longi-
tudinal data, the time period—18 months—was relatively
short, especially for certain types of health outcomes;
research over longer time periods is required.

Conclusions

This paper highlights the important association between
abuse severity and women’s mental health and well-being
across time. Trajectories for two of the outcomes—de-
pressive symptoms and psychological quality of life—were
remarkably consistent, with both showing significant main
effects of abuse severity, such that women reporting severe
abuse were more likely to have worse outcomes. The third
outcome—physical health—remained more stable, for all
women, across the 18-month time frame under study.
Specific demographic covariates that showed stronger
bivariate relationships to severe abuse and that influenced
trajectories were also noted, with older age, unemployment
and relationship type showing consistent negative impacts.

Ultimately, preventing IPV and other forms of gender-
based violence should be the highest priority. However,
understanding—and assessing—the role of different abuse
experiences, risk and protective factors, and trajectories
should serve to assist care providers in more accurate
identification of women’s experiences of IPV, and in more
tailored and appropriate care provision. Additional exam-
ination of the factors influencing outcomes for women in
low- and middle-income countries, and their experiences of
abuse, is urgently required.
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