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The Centers for Disease Control and Prevention (CDC) define “intimate partner  

 

violence” or IPV as “a serious, preventable public health problem that affects millions of  

 

Americans” (CDC, 2017).  The term “intimate partner violence” is an umbrella term that  

 

describes physical violence, sexual violence, stalking, and psychological aggression as  

 

part of an ongoing pattern of power and control perpetrated by a current or former  

 

intimate partner – a multifaceted phenomenon that is prevalent among millions of people  

 

around the globe irrespective of age, race, ethnicity, religion, socioeconomic status, or  

 

sexual orientation (CDC, 2017; Murray & Graves, 2012).   

 

 The negative, and oftentimes, long-term health consequences of IPV are well 

documented in the research literature, ranging from physical health consequences to long-

term psychological impact (Bergman & Brismar, 1991; Campbell & Soeken, 1999; Coker 

et al., 2005, 2002, 2000; Lindhorst & Beadnell, 2011; Mertin & Mohr, 2001; Neustifter & 

Powell, 2015; Sutherland, Bybee, & Sullivan, 1998; Zlotnick et al., 2006).  While the 

destructive ramifications of IPV represent a harsh reality for many survivors, many of 

these same survivors also endorse positive, growth-promoting experiences within the 

recovery process from past IPV.  

The Intimate Partner Violence Recovery Measure (IPVRM) was created to assess 

the unique recovery experiences of IPV survivors in the long-term. Data analysis results 

testing the psychometric soundness of the instrument yielded preliminary evidence for a 



 
 

valid, 15-item IPV recovery-specific instrument characterized by two primary subscale 

factors: Self-Love, Purpose and Transformation and Advocacy and Psychoeducation. 

Internal consistency of the IPVRM yielded an overall Cronbach’s alpha of 0.851. The 

Self-Love, Purpose and Transformation yielded a Cronbach’s alpha of 0.845 while the 

Advocacy and Psychoeducation subscale yielded a Cronbach’s alpha of 0.661. 

Convergent validity results computed between final IPVRM scores and the Posttraumatic 

Growth Inventory produced a Pearson’s Product Moment correlation of 0.653, which was 

significant at the 0.01 level (r = 0.653, p = 0.000). Divergent validity results computed 

between the final IPVRM, Kessler Psychological Distress Scale (K10; Kessler et al., 

2002) and the PTSD-8 (Hansen et al., 2010) produced a Pearson’s r of -0.595 and -0.338, 

respectively, both of which were significant at the 0.01 level (r = -0.595, p = 0.000; r = -

0.338, p = 0.000). 

From a research perspective, researchers now have an instrument to begin 

rigorous, quantitative investigations of the long-term IPV recovery process (e.g., cross-

sectional designs, longitudinal studies). Future studies are needed to confirm the accuracy 

of initial findings and stability of the overall IPVRM model and identified subscales. 

Clinically, the IPVRM can be utilized to help inform treatment intervention strategies and 

outcome-based assessment in clinical settings from a strengths-perspective. Finally, 

training programs might consider purposeful integration of mandatory inclusion of 

trauma-informed care and/or specific, evidence-based trauma treatment modalities that 

have proven successful with IPV survivors.
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CHAPTER I 

 

INTRODUCTION 

 

 

As reported by the National Intimate Partner and Sexual Violence Survey, in the 

 

minute it takes one to read this brief paragraph, nearly 20 people in the United States will  

 

be physically abused by an intimate partner. This adds up to more than 10 million women  

 

and men per year across our nation (Black et al., 2011). The National Coalition Against  

 

Domestic Violence (NCADV) define intimate partner violence (IPV) as “the willful  

 

intimidation, physical assault, battery, sexual assault, and/or other abusive behavior as  

 

part of a systematic pattern of power and control perpetrated by one intimate partner  

 

against another” (NCADV, 2017). Similarly, the Centers for Disease Control (CDC)  

 

describe IPV as any form of physical violence, sexual violence, stalking, and  

 

psychological aggression (including coercive acts) perpetrated by an intimate partner  

 

(CDC, 2017). Murray and Graves (2012) noted the inclusion of financial abuse in  

 

addition to the aforementioned components of IPV, which further specifies the  

 

multifaceted dynamics of IPV.  Similar terms that describe the phenomenon include  

 

domestic violence, dating violence, battering, wife abuse, intimate terrorism and intimate  

 

partner abuse (Murray & Graves, 2012). 

 

 The extant literature on IPV typically use terms such as victim and/or survivor to 

refer to individuals who have experienced and/or who continue to experience 

interpersonal abuse in an intimate relationship. For purposes of this study, the term victim 
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is best understood as an individual who self-identifies as currently experiencing IPV or 

having experienced IPV in a current or previous intimate relationship, but who has not 

become permanently separated from any form of current victimization (Murray & 

Graves, 2012). The term survivor denotes any individual who self-identifies having 

experienced IPV in a previous intimate relationship, but who has become separated from 

any form of current IPV victimization (Murray & Graves, 2012). 

 Often, survivors of IPV face the possibility of experiencing a wide range of both 

short-term and long-term consequences from the abuse – consequences which can be 

described as physical, psychological, reproductive, economic, and social in nature (CDC, 

2017).  From a short-term perspective, physical consequences of IPV can span from 

immediate physical injuries (e.g. bruises, knife wounds, broken bones, traumatic brain 

injury) to death (Black, 2011). In the long-term, chronic physical health conditions, such 

as cardiovascular disease, migraines, and central nervous system disorders, may persist in 

the years following the traumatic experience of abuse (Black, 2011; Breiding et al., 2008; 

Coker et al., 2005, 2002, 2000; CDC, 2017). The current volume of literature on IPV 

predominantly addresses the short-term impact on victims and survivors of IPV, 

especially as it pertains to removing immediate threats to victims’ physical safety through 

provision of emergency and/or crisis response services primarily through the IPV 

response system (Murray & Graves, 2012).  

Specifically, response interventions that address IPV include healthcare services, 

social services/child protective services, victim advocacy, legal services, and other 

systems (e.g., schools, religious organizations, workplaces) which often require 
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coordinated, multidisciplinary approaches for the best possible care (e.g., coordinated 

community response systems; Murray & Graves, 2012). Several key service components 

of the IPV response system, including the legal system, social services system, and 

healthcare system, are briefly discussed below and will be explained further in Chapter 

Two along with other relevant response systems serving victims of IPV. 

The Legal System 

From a legal perspective, it is important to recognize that many forms of IPV are 

illegal across the country, with legal statutes varying by state. In many cases, the legal 

system becomes activated when a domestic violence-related incident is reported to law 

enforcement and police officers may respond via mandatory and/or discretionary arrest 

policies depending on the local area’s arrest policies (Murray & Graves, 2012). 

Furthermore, law enforcement officials are often involved in serving orders of protection 

(i.e., restraining orders, protective orders) on behalf of the victim to the abuser. After an 

arrest has been made, legal proceedings often follow as it pertains to criminal prosecution 

of the offender. In many cases, the decision to prosecute is determined by the district or 

state attorney’s office and, oftentimes, the decision to prosecute is unlikely due to lack of 

evidence and/or participation of the victim (Tjaden & Thoennes, 2000). Additionally, the 

judicial process is often intimidating and frustrating due to time limitations and the slow 

pace of the criminal prosecution process (Hare, 2006). The justice system’s response to 

IPV continues to represent a critical issue in the discussion of preventing and treating IPV 

across the nation, as many believe that IPV perpetrators are not held fully accountable for 

their actions in the context of the legal system (Murray & Graves, 2012). 
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The Social Services System 

At the societal level, formal interventions are activated when victims of IPV need 

immediate, crisis-focused treatment. These types of services primarily include crisis 

intervention, emergency housing shelters, counseling, legal aid, victim advocacy, and 

economic self-sufficiency programs delivered through domestic violence agencies largely 

funded by the federal Violence Against Women Act of 1994 (Derrington et al., 2010; 

Gorde et al., 2004). In many instances, these services may be housed within one 

community agency or spread across multiple agencies where interventions range from 

safety planning to psychoeducation programming. Additionally, victim advocates 

represent a notable group of professionals who serve victims of IPV as they navigate a 

complex spectrum of services, including crisis intervention (including hotlines), 

connecting victims with community resources, court proceedings accompaniment, 

assisting with relevant paperwork, providing information about the court process, and 

case management services (Murray & Graves, 2012). 

The Healthcare System 

The physical health consequences of IPV often interface with the healthcare 

system as victims and survivors of IPV seek medical care for injuries and other 

conditions (Phelan, 2007; Taket et al., 2003; Yawn et al., 1992). Numerous researchers 

continue to cite the importance of regular IPV screening in routine medical service visits 

due to increased access to potential victims and survivors; however, these same 

researchers also note issues around lack of specialized training, knowledge, and comfort 

level related to research-informed IPV assessment strategies and procedures (Glowa et 
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al., 2002; MacMillian et al., 2009; Phelan, 2007; Taket et al., 2003; Yawn et al., 1992). 

According to Phelan (2007), physicians reported only screening for IPV after the patient 

self-reported victimization, which highlight the notion that unreported cases may be 

missed if screening is only conducted via voluntary self-report.  

Summary 

 As briefly discussed above, high rates of IPV and the significant consequences 

that victims and survivors face in many areas of their lives are overwhelming. Short-term, 

crisis-focused interventions are needed to address victims’ immediate safety concerns. 

While it remains important for professionals to be properly informed on how to 

appropriately and effectively respond to victims in immediate crisis, it remains equally 

important to understand the long-term impact experiences of survivors given the 

possibility of the enduring consequences briefly noted above. However, these recovery 

experiences or survivors of IPV, both negative and positive, are less understood in the 

IPV literature to date. 

Potential Long-Term Consequences of IPV 

High rates of IPV translate into significant costs and consequences – for 

individual victims and survivors, for communities, and for society – making IPV a 

notable public health problem [Coker et al., 2002; Dutton, 2009; Humphreys & Thiara, 

2003; Mechanic, Weaver & Resick, 2008; Tjaden & Thoeness, 2000; World Health 

Organization (WHO) 2012]. As previously discussed, most of the historical IPV literature 

discusses the immediate effects, consequences, and treatment interventions that address 

the short-term impact of IPV. However, researchers who study the long-term effects of 
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IPV support the fact that physical and psychological difficulties may persist even after 

the violent relationship has ended (Campbell, 2002; Coker et al., 2002, 2000; Neustifter 

& Powell, 2015; Zlotnick et al., 2006). The vast spectrum of consequences stemming 

from IPV range from adverse physical and mental health effects on the victim, negative 

impacts on children who witness the abuse, impaired economic self-sufficiency for 

victims and survivors, and significant costs for society, including lost work productivity 

and long-term support services for individuals impacted by IPV (Murray & Graves, 

2012).  

Physical and Mental Health Consequences 

 Researchers suggest that individuals who have experienced IPV are more likely to 

report negative physical and mental health outcomes over time (Bergman & Brismar, 

1991; Campbell & Soeken, 1999; Coker et al., 2002, 2000; Jones, Hughes, & 

Unterstaller, 2001; Lindhorst & Beadnell, 2011; Mertin & Mohr, 2001; Neustifter & 

Powell, 2015; Sutherland, Bybee, & Sullivan, 1998; Zlotnick et al., 2006). For example, 

Bergman and Brismar (1991) found that abused women continued to report ongoing use 

of physical and psychiatric medical care compared to non-abused women in the general 

population over a five-year period. In another study that investigated battered women 

approximately 14.5 months after leaving a battered women’s shelter, researchers found 

that these women had both physical and mental difficulties (Sutherland et al., 1998). 

Long-term physical health effects of IPV have been found to persist even after the abuse 

has ended, including health conditions such as chronic pain (i.e., headaches, back pain); 

recurring central nervous system symptoms (i.e., fainting, seizures); neurological 
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sequelae as a result of injuries related to incomplete strangulation, blows to the head, and 

loss of consciousness, gastrointestinal problems (i.e., loss of appetite, eating disorders, 

irritable bowel syndrome); and gynecological issues (e.g., vaginal bleeding, sexually-

transmitted infections, fibroids, chronic pelvic pain, decreased sexual desire, urinary-tract 

infections) (Campbell, 2002; Campbell et al., 2002; Coker et al., 2002, 2000; Plichta, 

2004).   

 Perhaps even more common, pervasive, and long-lasting are the psychological 

and/or psychosocial consequences of IPV that may continue to persist in the long-term. 

Neustifter and Powell (2015) highlighted that researchers have found a wide range of 

lingering psychological consequences to IPV across the literature, including anxiety 

disorders, posttraumatic stress disorder (PTSD), self-harming and suicidal behaviors, 

guilt, shame, decreased self-esteem, substance abuse, eating disorders, obsessive-

compulsive disorder, and other stress-related concerns.  In a one-year follow-up study on 

PTSD, depression, and anxiety in Australian victims of IPV, Mertin and Mohr (2001) 

found a significant decrease in the incidence of PTSD at 14%; however, a substantial 

portion of women continued to report a range of posttraumatic symptoms, including 

intrusive thoughts and feelings associated with the abuse, difficulty sleeping, distressing 

dreams, difficulty concentrating, and hypervigilance. Related to psychosocial 

functioning, Campbell and Soeken (1999) found that women who reported being abuse-

free during the 3.5-year follow-up period continued to maintain lower levels of self-

esteem as compared to the norms of self-esteem for the selected measure. Warshaw and 

colleagues (2009) highlighted additional mental health implications of IPV, including the 
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presence of mental health stigma in victims’ likelihood of continued partner 

manipulation, the increased likelihood of future abuse, and PTSD development in IPV 

victims who are diagnosed with a mental illness. Importantly, many studies acknowledge 

overall improvements in physical and mental health outcomes over time; however, these 

same studies highlight that symptoms continue to persist in the long run (Campbell & 

Soeken, 1999; Lindhorst & Beadnell, 2011; Mertin & Mohr, 2001; Sutherland et al., 

1998). Thus, the long-term experiences of survivors of IPV are complex and can include 

both positive and negative outcomes over time.   

Transition to a Strengths-Focused Perspective 

 In summary, a preponderance of research evidence documents the potential 

overwhelming, negative, long-term consequences of IPV for survivors, including mental 

health issues, physical health problems, career and educational concerns, and increased 

risk of experiencing a future abusive relationship comprise most of the research base on 

IPV. In contrast, the section below begins to highlight an emergent, strengths-based focus 

on the positive, long-term experiences that many IPV survivors endorse in their recovery 

process – including topics related to resilience, posttraumatic growth, and trauma 

recovery (Ai & Park, 2005; Flasch, Murray, & Crowe, 2015; Herman, 1992a, 1992b; 

López-Fuentes & Calvete, 2015; Neustifter & Powell, 2015; Ulloa, Hammett, Guzman, & 

Hokoda, 2015). 

IPV Recovery, Resilience, Posttraumatic Growth and Trauma Recovery 

 As discussed above, the theme of the current body of research indicates that IPV 

results in a host of negative consequences for victims and survivors, and indeed this is the 
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case for many people who have experienced abuse in an intimate relationship. Minimal 

research has been conducted with respect to the recovery process following an abusive 

relationship and, instead, the existing research focuses primarily on maladaptive 

symptomology and pathology (Ai & Park, 2005; Allen & Wozniak, 2010; Burt & Katz, 

1987; Song, 2012).  However, researchers also have begun to uncover the fact that 

recovery from IPV is possible, and that, although there are many possible challenges, 

growth and resilience are possible, too. Several researchers have investigated the positive 

recovery aspects of IPV, including the potential for positive growth and resilience among 

survivors of trauma and abuse, including IPV survivors, allowing a more complete 

picture of the recovery process (Ai & Park, 2005; Anderson, Renner, & Danis, 2012; 

Cobb, Tedeschi, Calhoun, & Cann, 2006; Hall et al., 2009; Frazier, Conlon, & Glaser, 

2001; Draucker, 2001; Shakespeare-Finch & De Dassel, 2009; Senter & Caldwell, 2002; 

Smith, 2003; Valdez & Lilly, 2015). Despite the dismal view that historical IPV research 

presents of the long-term negative impact that IPV survivors may face, many do 

overcome their abusive experiences and go on to build safe, non-violent, healthy lives 

and relationships (Flasch et al., 2015). Anderson, Renner, and Danis (2012) emphasized 

that pain does not have to represent the focal point of a survivor’s identity within the IPV 

recovery process, as most survivors demonstrate a “…stunning capacity for survival and 

perseverance” (p. 1280). 

 Related to interpersonal violence recovery, Landenburger (1993) defined 

“recovery” as obtaining a new sense of balance and meaning in one’s life post-violence – 

a process that involves restructuring one’s life by (1) learning self-survival, (2) grieving 
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numerous losses, and (3) finding new meaning. To date, many IPV recovery researchers 

have utilized qualitative methodologies, such as Grounded Theory and Interpretative 

Phenomenological Analysis, to develop conceptual process models detailing the recovery 

experiences of IPV survivors in disciplines such as counseling, psychology, social work, 

and nursing (Allen & Wozniak, 2010; Anderson et al., 2012; Farrell, 1996; Flasch et al., 

2015; Hou, Ko, & Shu, 2013; Merritt-Gray & Wuest, 1995; Wuest & Merritt-Gray, 

2001). Many of these conceptual models (e.g., Reclaiming Self, Four Themes of Healing, 

Rites of Passage, Triumph Model of Overcoming Abuse) describe IPV recovery as a 

multifaceted, non-prescriptive, non-linear process consisting of numerous psychological, 

social, cultural and spiritual development factors, which typically occur over time in a 

variety of unique ways (Allen & Wozniak, 2010; Anderson et al., 2012; Farrell, 1996; 

Gillum, Sullivan, & Bybee, 2006; Hou et al., 2013; Merritt-Gray & Wuest, 1995; Wuest 

& Merritt-Gray, 2001).  

 This emergent focus on the potential growth experienced by IPV survivors in the 

long-term is a profound development in our understanding of IPV. First, it represents a 

transition away from a more pathology-based discussion of IPV, which can have a 

stigmatizing effect for victims and survivors who may internalize a belief that they are 

somehow permanently damaged by their experiences, to a more strengths-based approach 

to understanding IPV recovery and healing in the long-term (Flash et al., 2015). Second, 

it validates that many individuals impacted by IPV do overcome their abusive pasts in 

ways that are growth-oriented and transformational in nature related to one’s identity, 

philosophy of life, relationship patterns, and overall goals (Calhoun & Tedeschi, 1998; 
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Flasch et al., 2015; Lewis et al., 2015; Tedeschi, 1999; Ulloa et al., 2015). From a clinical 

perspective, if we know more about the positive, growth-oriented experiences that 

survivors of IPV endorse, helping professionals can be better equipped to help facilitate 

this transformative growth process with their clients (Flasch et al., 2015). 

Limitations of Current IPV Recovery Research 

Flasch et al. (2015) highlighted both the productive, value-added knowledge to 

the research base on IPV recovery that these qualitative studies provide, particularly as it 

relates to understanding the phenomenon of the IPV recovery process as a whole (e.g., 

survivors’ acknowledgment of the abusive past, promotion of positive, meaningful 

relationships, integration of newly-formed sense of identity, development of personal 

resources) as well as the limitations of these same studies – notably, the lack of 

quantitative inquiries, which may be largely due to the lack of an existing instrument that 

assesses the recovery process specific to IPV survivors in the long-term. 

Several researchers have cited the need for an IPV-specific instrument that 

assesses the recovery process of IPV survivors in the long-term (Anderson et al., 2012; 

Flasch et al., 2015; Flasch, 2016; Goodman, Dutton, Weinfurt, & Cook, 2003). Similarly, 

researchers have stressed that more information is needed regarding how recovery is 

attained and sustained in the long-term in order to assist both survivors and helping 

professionals obtain a more complete perspective of the many dimensions of recovery 

and healing from intimate abuse (Anderson et al., 2012; Goodman et al., 2003). The 

current study aims to create such a measure of IPV recovery, and it is informed by 

current research and theory on posttraumatic growth (Tedeschi & Calhoun, 1995) and 
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conceptual models of IPV recovery, notably the Triumph Process Model for Overcoming 

Abuse (Flasch et al., 2015), which are discussed briefly below. 

Posttraumatic Growth (PTG) 

The term, Posttraumatic Growth, (PTG), was formally developed by Richard 

Tedeschi and Lawrence Calhoun in the late 1990s to describe the positive psychological 

changes that occur following the experience of a highly challenging life circumstance or 

crisis event/(s) (Tedeschi & Calhoun, 1995). Tedeschi and Calhoun (1995) first defined 

PTG as a phenomenon of positive psychological growth following a traumatic event that 

contributes to an increased sense of meaning and value in the survivor’s life as a result of 

living through a traumatic event. PTG may be exhibited in a variety of ways, including 

but not limited to, increased appreciation for life, meaningful interpersonal relationships, 

personal sense of strength, transformed priorities, and enhanced spiritual life (Tedeschi & 

Calhoun, 1996). Moreover, PTG is described as a transformational psychological process 

that is distinctly different from the individual’s baseline schematic narrative before the 

crisis occurred. In other words, the individual has not only survived the traumatic event, 

but has psychologically surpassed the experience in a way that goes beyond what one 

would describe as a “normal” or “appropriate” reaction (Tedeschi & Calhoun, 2004). 

Conceptual Models of IPV Recovery 

 Long-term IPV recovery conceptual models should be distinguished from PTG, as 

these models capture the more unique nature of interpersonal trauma experienced by IPV 

survivors specifically as opposed to other general forms of trauma.  As discussed above, 

IPV represents a special type of trauma experience – an experience that possesses many 
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contextualized dimensions as compared to other types of trauma in general (e.g., natural 

disasters, military combat, terminal illness). Explicitly, the unique dimensions of IPV 

involve complex, interpersonal dilemmas between romantic partners in which the victim 

experiences their abuser as someone who deeply loves and cares for them, thus 

contributing to a highly traumatizing psychological experience where the victim becomes 

dominated and controlled by their abuser, not only physically in some cases, but 

psychologically as well. Thus, a distinct element of the IPV recovery process as 

distinguished from PTG points to the focused efforts the survivor must make toward both 

emotional and physical healing from the abuse, which is not explicitly discussed in PTG. 

Although PTG also includes intentional emotional and physical healing from the 

traumatic event experienced, due to the complex, interpersonal nature of IPV, resolving 

highly traumatizing psychological and/or physical abuse perpetrated by an intimate 

partner is often extremely difficult. Similarly, it is important to distinguish the navigation 

of new intimate relationships post-IPV as a separate factor from the general increase in 

meaningful relationships domain discussed in PTG, as again, the highly psychologically 

traumatizing interpersonal nature of IPV is often debilitating in that survivors report 

difficulty entering and/or managing new intimate relationships over time (Flash, 2016; 

Flasch et al., 2015). 

 Many IPV researchers have utilized qualitative methodologies, notably Grounded 

Theory and Interpretative Phenomenological Analysis, to develop conceptual, process 

models detailing the recovery experiences of IPV survivors in disciplines such as 

counseling, psychology, and social work, and nursing (Rites of Passage; Allen & 
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Wozniak, 2010; Four Themes of Healing; Farrell, 1996; Triumph Process Model of 

Overcoming IPV; Flasch et al., 2015; Reconstructing the Self; Hou et al., 2013; 

Reclaiming Self Model; Wuest & Merritt-Gray, 2001). Thematically speaking, these 

conceptual models are typically growth-oriented in nature and often describe 

multidimensional steps and/or stages of recovery that IPV survivors progress through as 

they attempt to heal from past abuse. Specifically, these progressive dimensions are often 

positive and growth-provoking in nature, and range from internal healing experiences, 

such as new identity formation, recognition of new possibilities, and developing self-

empowerment, to external healing experiences, such as developing positive relationships 

with others, including intimate and non-intimate relationships. A review of these 

conceptual models will be described in greater detail in Chapter Two; however, a specific 

focus on the Triumph Process Model for Overcoming Abuse (Flasch et al., 2015) is 

described below as one of the primary theoretical frameworks used to ground the 

construct of “long-term IPV recovery” for purposes of this scale development study. 

 Triumph process model of overcoming IPV.  Flasch et al. (2015) highlighted 

that many conceptual models of IPV recovery point to the multidimensionality of the 

phenomenon as described by several common themes, including but not limited to, self-

acknowledgment of the abusive past, importance of interpersonal relationships with 

meaningful support figures, and continued integration of newly formed identity within 

the larger, sociocultural context of society. The researchers’ (2015) phenomenological 

investigation of overcoming IPV utilized an online, narrative questionnaire in attempts to 

ameliorate the issue of smaller, less diverse samples in previous studies by utilizing a 
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larger (N =123), more geographically comprehensive and diverse sample in hopes to 

further expand, confirm, and/or disprove previous findings of how we conceptually 

understand the IPV recovery process (Flasch et al., 2015). The qualitative investigation 

resulted in the development of a comprehensive model for IPV recovery – the Triumph 

Process Model of Overcoming IPV – which perhaps confirms, expands, and integrates all 

previous conceptual models of IPV recovery discussed as of recent times (Flasch et al., 

2015). The model confirmed several key factors noted in previous literature, markedly 

the interpersonal and intrapersonal factors involved in the IPV recovery process (Allen & 

Wozniak, 2010; Farrell, 1996; Hou et al., 2015; Wuest and Merrit-Gray, 2001). 

Intrapersonal processes were defined as experiences occurring within the individual and 

included the following: (1) regaining and recreating self-identity, (2) embracing personal 

freedom and power, (3) emotional and physical healing, (4) self and other acceptance and 

forgiveness, (5) navigating new intimate relationships, (6) education and re-examination, 

and (7) acknowledgment of recovery as a long-term process; interpersonal processes 

were defined as experiences occurring outside the individual in relation to others and 

included the following: (1) building positive supports and (2) using one’s experience to 

help others (Flasch et al., 2015).   

 Contrary to conceptual models of IPV recovery described by Wuest and Merrit-

Gray (2001), Farrell (1996) and Allen and Wozniak (2010), the Triumph Process Model 

of Overcoming IPV suggests that IPV recovery does not occur in the context of stages 

where the survivor moves from one phase to the next in a linear order. Rather, the 

recovery process is better understood as a cyclical process with no fixed beginning or 
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endpoint where survivors may progress through different phases of recovery over time 

depending on their own unique, individualized experience (Flasch et al., 2015). A deeper 

contrast-comparison discussion of the Triumph Model for Overcoming Abuse and its 

relationship to PTG is provided in Chapter Two. 

PTG and Long-Term IPV Recovery 

Both PTG and long-term IPV recovery describe unique, contextual, non-linear 

process experiences in which survivors describe various aspects of psychological growth 

post-trauma. Specifically, PTG and long-term IPV recovery describe positive 

psychological experiences that point to a transformation in the survivor’s worldview, 

particularly as it relates to changes in perception of self, changes in relationships with 

others, and changes in philosophy of life (Ulloa et al., 2015). For example, both PTG and 

IPV recovery discuss transformational outcomes of the traumatic experience to include 

increased personal strength, self-esteem and confidence, renewed and/or recreated 

personal identity, increased spiritual change and/or awareness of forgiveness and 

acceptance, improved relationships with other positive support figures, and embracing/re-

examining new possibilities and opportunities (Calhoun et al., 2010; Flasch et al., 2015; 

Tedeschi & Calhoun, 1996; Ulloa et al., 2015). Additionally, PTG and IPV recovery 

denote that this type of healing takes time, potentially up to two years post-trauma 

(Anderson et al., 2012; Tedeschi, 1999), although individual survivors’ recovery 

timelines can vary widely, with some recovering more quickly than two years and others 

taking a longer time period. 
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Though the existing research literature on longer-term IPV recovery is limited, 

researchers describe conceptual process models of IPV recovery and posttraumatic 

growth that point to strengths-based outcomes characterized by positive psychological 

growth that trauma survivors, including IPV survivors, endorse post-abuse. Existing 

evidence suggests that IPV recovery is a highly contextual, complex, and 

multidimensional process that spans over a significant time period as survivors attempt to 

heal from their traumatic experiences and recreate meaningful lives free from abuse. In 

this study, long-term IPV recovery is defined as a process-oriented experience 

characterized primarily by a spectrum of positive psychological changes that occur 

following the final abusive incident in survivors of IPV. 

Long-term recovery from IPV is possible as evidenced by strengths-based 

conceptual models, such as posttraumatic growth and various IPV recovery frameworks 

(e.g., Triumph Process Model of Overcoming Abuse), which describe positive 

psychological growth and from IPV over time. However, the existing IPV literature does 

not include a valid, psychometrically sound measure that adequately captures the long-

term recovery experiences of IPV survivors. In the following section, the statement of the 

problem is presented which describes this current gap in the research literature.  

Statement of the Problem 

The destructive ramifications of IPV represent a harsh reality for many survivors 

– a reality that must be addressed with rigorous prevention and treatment interventions. 

At the same time, many survivors also endorse positive, growth-promoting psychological 

experiences within their recovery process from IPV in the long-term, which has been 
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largely unexplored in the literature thus far – particularly from a quantitative perspective. 

This is perhaps due to the lack of a validated psychometric instrument that accurately and 

effectively captures this highly contextualized process. The development of an instrument 

specific to IPV recovery in the long-term is needed to capture the unique, 

multidimensional factors of the IPV recovery process to better understand how IPV 

survivors recover from their abusive pasts. Specifically, the development of a valid and 

reliable long-term recovery measurement tool could allow researchers to generalize 

findings across the larger IPV survivor population. 

Purpose of the Study and Research Questions 

 The purpose of the study is to create and validate an IPV recovery instrument – 

the Intimate Partner Violence Recovery Measure (IPVRM)—to explore the factors 

associated with long-term IPV recovery. The IPVRM will be developed based on 

conceptual models of IPV recovery from qualitative research studies, posttraumatic 

growth (PTG), resilience studies, and trauma recovery. DeVellis (2003) noted that the 

determination of the measurement construct, in this case, long-term IPV recovery, should 

be directed by theory to maximize instrument reliability, validity, results interpretation, 

and practical application. Thus, the items included in the development of the IPVRM will 

be directed by existing construct definitions of long-term IPV recovery as grounded by a 

comprehensive integration of PTG and the Triumph Process Model of Overcoming 

Abuse (Flasch et al., 2015; Tedeschi & Calhoun, 1996). Both conceptual frameworks 

provide context-specific domains pertaining to a multidimensional, strengths-based 

perspective on traumatic recovery, which, through integration of the two models, will 
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yield a comprehensive, theoretically grounded construct of long-term IPV recovery.  The 

research questions of the proposed dissertation study are outlined below. 

Research Question 1: What is the underlying factor structure of the IPVRM?  

Research Question 2: What is the internal consistency of the overall IPVRM and, 

if applicable, any related subscales identified in the Exploratory Factor Analysis? 

Research Question 3: What is the evidence for validity of the IPVRM (i.e. 

convergent validity, discriminant validity)? 

Significance of the Study 

 

As previously discussed, the more recent, strengths-based shift in research 

describing the positive, growth-promoting experiences that many IPV survivors endorse 

post-trauma is a profound development in our understanding of IPV, especially with 

respect to long-term recovery and healing. Notably, this emergent focus on positive 

psychological change and transformation points to a transition from pathology-based 

understandings of IPV which perpetuate stigma and internalized feelings of guilt and 

shame, to a strengths-based model that is fundamentally characterized by positive 

psychological change, including re-creation of self-identity, transformed relationships 

with significant others, and meaningful lives (Calhoun & Tedeschi, 1998; Flasch et al., 

2015; Tedeschi, 1999; Ulloa et al., 2015). From a clinical perspective, if we know more 

about the positive, growth-oriented experiences that survivors of IPV endorse, helping 

professionals, including counselors, can be better equipped to help facilitate this 

transformative growth process with their clients (Calhoun & Tedeschi, Flash et al., 2015). 

In addition to targeted areas for successful clinical intervention, the creation of an IPV 
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recovery instrument may help inform public policy, legislation, training, effective 

resources, and community support for impactful IPV treatment intervention efforts 

(Flasch et al., 2015). 

Definition of Terms 

 For clarity and usage in the following sections, terms are defined below: 

Intimate Partner Violence (IPV) 

 The term intimate partner violence (IPV) is defined as any form of physical, 

sexual, emotional, verbal, financial, psychological, and/or other abusive behavior as part 

of a systematic pattern of power and control as perpetrated by one intimate partner, 

current or former, over another (Murray & Graves, 2012; NCADV, 2017).   

IPV Recovery (Long-Term) 

 The term IPV recovery is best defined within the context of this study as a 

process-oriented experience characterized primarily by a spectrum of positive 

psychological changes that occur over the long-term following the final abusive incident 

in survivors of intimate partner violence. 
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CHAPTER II 

LITERATURE REVIEW 

 

 

 In Chapter One, a rationale for the development of an instrument that assesses the 

recovery process experiences of IPV survivors was presented.  In this chapter, a review of 

relevant literature is presented to address the following topics: (1) defining IPV and its 

consequences, (2) understanding long-term IPV recovery and the Triumph Process Model 

of Overcoming IPV, (3) describing Posttraumatic Growth (PTG), trauma recovery and 

relational resilience, and (4) addressing the framework to be used for instrument 

development of the Intimate Partner Violence Recovery Measure (IPVRM).  Ultimately, 

the literature review is designed to discuss the theoretical rationale and historical research 

basis for the development of a new psychometric instrument, the IPVRM, as grounded 

primarily by the tenets of the Triumph Process Model of Overcoming IPV and PTG. 

Intimate Partner Violence 

 According to the Centers for Disease Control and Prevention, intimate partner 

violence (IPV) is “a serious, preventable public health problem that affects millions of 

Americans” (CDC, 2017).  The term intimate partner violence describes physical 

violence, sexual violence, stalking and psychological aggression (including coercive acts) 

by a current or former intimate partner (CDC, 2017). Additionally, researchers Murray 

and Graves (2012) defined IPV as an umbrella term that encompasses any form of 

physical, sexual, emotional, verbal, financial, or psychological violence by a current or 
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former intimate partner, which further specifies the multifaceted abusive dynamics of 

what IPV may include.  Similar terms that also describe IPV include domestic violence, 

dating violence, spousal abuse, battering, wife abuse, and intimate partner abuse where 

intimate partner relationships refer to partnerships where individuals maintain a romantic, 

emotional, and/or sexual connection (Murray, 2007; Murray & Graves, 2012). These 

aforementioned terms generally denote intimate partnerships where “intimate terrorism” 

or “battering” is present – a phenomenon distinguished by Johnson (2006, 2009) and 

colleagues (Johnson & Ferraro, 2000; Johnson & Leone, 2005) that is characterized by a 

pervasive pattern of power and control dynamics – which is further understood and 

reflected in the Domestic Abuse Intervention Project’s “The Duluth Model” (aka “Power 

and Control Wheel”; Feder & Wilson, 2005). The Duluth Model uses a feminist lens to 

frame battering or intimate terrorism in the context of patriarchal value systems that 

describe controlling behaviors men utilize to maintain power over women, including 

physical abuse, emotional abuse, sexual violence, economic abuse, threats and 

intimidation, social isolation, minimization of abuse, and invoking male privilege 

(Badcock et al., 2005; Feder & Wilson, 2005). For a visual depiction of the Power and 

Control Wheel, see Appendix Q. 

Prevalence and Incidence of IPV 

 As discussed in the introduction, IPV is a pervasive public health problem – a 

problem that affects millions of people around the world irrespective of age, race, 

ethnicity, religious, socioeconomic status, or sexual orientation (CDC 2017; Murray & 

Graves, 2012; Tjaden & Thoennes, 2000).  The prevalence and incidence rates of IPV in 
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the United States and across the globe are astonishingly high as formally reported by 

several national organizations and federal agencies.  The National Intimate Partner 

Violence and Sexual Violence Survey (NIPVSVS; CDC, 2010) provides evidence of the 

prevalence and incidence of IPV as of 2010, including, but not limited to the following: 

(1) nearly 1 in 3 women and 1 in 7 men in the United States report experiencing severe 

physical violence from an intimate partner in their lifetime, (2) 10% of women and 2% of 

men report being stalked by an intimate partner and (3) nearly 47% of women and 47% 

of men have experienced psychological aggression, such as humiliating or controlling 

behaviors (Smith et al., 2017; CDC, 2003).  Similarly, the National Coalition Against 

Domestic Violence cites that 1 in 3 women and 1 in 4 men will experience some form of 

IPV in their lifetime (NCADV, 2017).   

 Based on non-fatal IPV victimization data collected via the National Violence 

Against Women Survey (NVAWS), a dated national survey conducted jointly by the 

National Institute of Justice and the CDC from November 1995 to May 1996, the 

following incidence and prevalence statistics related to IPV specifically are highlighted 

here: (1) an estimated 5.3 million IPV victimizations occur among women in the U.S. 

ages 18 and older annually, (2) 22.1% of surveyed women compared to 7.4% of men 

reported physical assault by a current or former intimate partner with 1.3% of surveyed 

women and 0.9% of men experiencing such violence in the past 12 months, (3) 64% of 

women who reported being raped, physically assaulted, and/or stalked since age 18 were 

victimized by a current or former intimate partner in comparison to 16.2% of men and (4) 
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8.1% of surveyed women and 2.2% of surveyed men reported being stalked at some point 

in their lifetime (CDC, 2003; Tjaden & Thoennes, 2000).   

The research on IPV victimization also reveals disproportionate prevalence rates 

across different racial/ethnic and sexual minority groups. With respect to race and 

ethnicity, the NISVS found that the lifetime prevalence of sexual violence, physical 

violence or stalking by an intimate partner was 57% among multi-racial women, 48% 

among American Indian/Alaskan Native women, 45% among non-Hispanic Black 

women, 37% among non-Hispanic White women, 34% among Hispanic women and 18% 

among Asian-Pacific Islander women (Smith et al., 2017).  Walters, Chen and Brieding 

(2013) also found disproportionate variations by sexual orientation in the 2010 NISVS 

Findings on Victimization by Sexual Orientation, which revealed that 61% of bisexual 

women, 37% of bisexual men, 44% of lesbian women, 26% of gay men, 35% of 

heterosexual women and 29% of heterosexual men experienced rape, physical violence 

and/or stalking by an intimate partner in their lifetimes. 

Risk and Protective Factors of IPV 

 The extant literature on IPV offers insights into the risk and protective factors 

associated with IPV, namely those associated with perpetrators, although many of the 

factors discussed in this section also apply to victims as well (Capaldi et al., 2012; CDC, 

2016; Stith et al., 2004; Vagi et al., 2013).  A meta-analysis of the existing literature 

conducted by Stith et al. (2004) found several categorical risk factors for IPV, including 

contextual factors (e.g. young age/adolescence, low income, low educational attainment, 

unemployment, antisocial personality traits, history of delinquency), developmental 
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characteristics and behaviors (e.g. exposure to violence between parents, experience of 

poor parenting, experience of child abuse, neglect or sexual violence), and relationship 

influences (e.g. prior perpetration of peer violence, hostile communication styles).  

Similarly, Stith and colleagues (2004) found moderate to large effect sizes between 

perpetration of physical abuse and several risk factors, including emotional abuse, forced 

sex, illicit drug use, attitudes condoning marital violence, marital satisfaction, traditional 

role ideology, anger/hostility, history of partner abuse, alcohol use, depression, and 

career/life stress. 

 Vagi et al. (2013) found both risk and protective factors of IPV perpetration in a 

comprehensive literature review. Specifically, 53 risk factors for IPV perpetration of teen 

dating violence were identified across the systematic review, and these were separated 

into the following categories: mental health problems, aggressive thoughts, youth 

violence, substance use, risky sexual behaviors, poor relationship and friendship quality, 

poor family quality, demographic characteristics, and the use of aggressive media.  On 

the contrary, Vagi and colleagues (2013) found a few protective factors across the 20 

studies, which included the following: high cognitive dissonance about perpetuating 

dating violence, high empathy, better grade point average, higher verbal IQ, positive 

relationship with one’s mother, and feeling a sense of attachment to one’s school. The 

CDC (2016) cites community-level risk factors to include poverty, low social capital (e.g. 

lack of institutions, relationships and norms that shape the community’s social 

interactions) and weak community interventions against IPV (e.g. neighbors unwilling to 

intervene upon witnessing IPV); societal factors include traditional gender norms (e.g. 
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women’s role is in the home, ideals of submission, men financially support the family 

and make the decisions). 

Consequences of IPV 

 The consequences of IPV are significant across multiple categories that may 

persist in both the short and long-term, ranging from physical and mental health 

consequences to economic and societal consequences.  Generally, the potential 

consequences of IPV include physical and mental health consequences, negative impacts 

on children who witness the abuse, impaired economic self-sufficiency for victims and 

survivors, and significant costs for society, such as lost work productivity and the 

financial costs of sustaining crisis and long-term support services for individuals 

impacted by IPV across time (Murray & Graves, 2012).  For purposes of this study, the 

long-term impacts of IPV are especially highlighted with intention to frame the 

development of the IPVRM, which is grounded by researchers’ understanding of IPV 

recovery in the long-run. 

 Physical health consequences.  From a physical health perspective, the adverse 

effects of IPV are potentially massive.  On the most severe end of the spectrum is death, 

and the Bureau of Justice Statistics reports tend which suggest that 16% of murder 

victims are killed by an intimate partner, where 40% of those victims are female (Cooper 

& Smith, 2012).  The other end of the spectrum can be characterized by a vast range of 

physical health problems ranging in severity level across the short and long-term, from 

broken bones, bruises, and chronic pain, to cardiovascular, gastrointestinal, 

sexual/reproductive, musculoskeletal, and nervous system conditions that may persist 
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long-term (Campbell, 2002; Campbell et al., 2002; Coker et al., 2002, 2000; Plichta, 

2004).   

As discussed in Chapter One, the long-term physical consequences of IPV may 

persist even after the violence of the abusive relationship has terminated, including health 

conditions such as chronic pain (e.g. headaches, back pain), recurring central nervous 

system problems (e.g. fainting, seizures), neurological issues resulting from injuries 

related to incomplete strangulation, blows to the head, and loss of consciousness, 

gynecological problems (e.g. vaginal bleeding, sexually-transmitted infections, fibroids, 

chronic pelvic pain, decreases sexual desire, urinary-tract infections), and gastrointestinal 

symptoms (e.g. loss of appetite, eating disorders, irritable bowel syndrome; Campbell, 

2002; Campbell et al., 2002; Coker et al., 2002, 2000; Plichta, 2004).  Furthermore, the 

CDC (2014) reported that exposure to IPV increases victims’ risk of contracting Human 

Immunodeficiency Virus (HIV) through forced sex with an infected partner, limited 

and/or compromised sexual negotiations, and increased risky sexual behaviors. 

 Mental health consequences and PTSD.  Apart from the physical consequences 

of IPV lie the potentially debilitating and long-lasting mental health effects of IPV.  

Across the IPV literature, the mental health ramifications of IPV are largely represented, 

but not limited to, the following mental health disorders: depression, anxiety, and most 

notably, posttraumatic stress disorder (PTSD) – all of which tend to present in a 

comorbid or dual/multiple diagnostic fashion. 

 Depression and anxiety symptomology represent common psychological reactions 

to IPV and are well-documented in the literature (Campbell 2002; Coker et al., 2002; 
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Dutton et al., 2006; Golding, 1999; Kilpatrick et al., 2003; Mechanic, Weaver, and 

Renick, 2008). From a comorbidity standpoint, Campbell (2002) reported that depression 

and PTSD were the most prevalent mental health-related consequences of intimate 

partner violence.  Chronic depression may emerge as a result of the stress of the violent 

effects of the relationship with longitudinal evidence demonstrating a decrease in 

depressive symptoms when episodes of IPV subside (Campbell & Soeken, 1999; Silva et 

al., 1997).  For instance, Ratner (1993) found that abused women experienced significant 

more levels of anxiety, insomnia, and social dysfunction compared to non-abused 

women, with physical violence exhibiting a strong effect than psychological abuse – a 

finding that supports similar and more recent research findings as well (Campbell, 2002). 

Similarly, Coker et al. (2002) found that increasing psychological scores were strongly 

associated with an increased risk of poor health and current depressive symptoms for 

both men and women, thus contributing to the mounting evidence that supports the long-

term, adverse psychological impact of IPV. 

 Posttraumatic Stress Disorder (PTSD) represents one of the most significant long-

term mental health consequences experienced by IPV survivors over time, even after the 

abusive relationship has ended.  The Diagnostic and Statistical Manual of Mental 

Disorder, 5th Edition (DSM-5) defined PTSD by a set of specified criterion which must 

be present for formal diagnosis: (a) exposure to actual or threatened death, serious injury 

or sexual violence, (b) the presence of intrusion and recurring symptoms associated with 

the traumatic event(s), beginning after the traumatic event(s) occurred, (c) persistent 

avoidance of stimuli associated with the traumatic event(s) beginning after the traumatic 
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event(s) occurred; (d) negative alterations in cognitions and mood associated with the 

traumatic event(s) beginning or worsening after the traumatic event(s) occurred, (e) 

marked alterations in arousal and reactivity associated with the traumatic event(s) 

beginning or worsening after the traumatic event(s) occurred, (f) duration of the 

disturbance in criteria b, c, d, and e lasts for more than one month, (g) the disturbance 

causes clinically significant distress or impairment in social, occupational, or other 

important areas of functioning, and (h) the disturbance is not attributable to the 

physiological effects of a substance or another medical condition (American Psychiatric 

Association, 2013).   

 Researchers have found that PTSD symptomology appears to persist among 

survivors of IPV in the long-term, particularly when survivors have experienced a history 

of psychological abuse and repeated or prolonged psychological trauma (Dutton et al., 

2006; Golding, 1999; Krause et al., 2008; Herman, 1992a; Herman 1997; Rodriguez et 

al., 2008). Specifically, researchers have found that psychological abuse is a strong 

predictor of PTSD as compared to physical abuse, where the trajectory of physical health 

outcomes and impact of the illness across time can be substantial (Friedman & Schnurr, 

1995; Dutton et al., 2006; Green & Kimerling, 2004; Griffing et al., 2006; Schnurr & 

Green, 2004; Schnurr & Jankowski, 1999). Dutton and colleagues (2006) highlighted that 

survivors of IPV may face unique physical health consequences that persist over time as 

individuals attempt to cope with illnesses such as PTSD and depression – issues that may 

be relevant to chronic diseases such as diabetes, cancer, HIV/AIDS, substance abuse, 

heart disease and sickle cell anemia. In a longitudinal study investigating avoidant coping 
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and PTSD symptoms among 262 female IPV survivors, Krause et al. (2008) found that 

avoidant coping strategies (e.g. wishful thinking, denial, behavioral distraction) were 

associated with PTSD symptoms at one-year follow-up. Additionally, survivors’ 

experience of IPV re-victimization were associated with more long-term consequences 

beyond the one-year follow-up period, particularly in instances where the survivor 

maintained a complex trauma history, such as childhood sexual abuse (Krause et al., 

2008).  

Similar to what Emerson (2015) alluded to as a special type of trauma, Herman 

(1992a) described the phenomenon of complex trauma – a syndrome in survivors of 

prolonged and repeated trauma that surpasses the criteria of simple PTSD – where 

victims of repeated physical and/or psychological trauma (e.g. sexual abuse, domestic 

violence, prisoner of war) tend to experience more pervasive, long-term disturbances in 

several psychological categories across time, including (1) clinical symptomology (e.g. 

somatization, dissociation, affective changes), (2) characteristic personality changes (e.g. 

pathological changes in relationships and self-identity), and (3) vulnerability to repeated 

harm (e.g. self-inflicted harm, repeated trauma perpetrated by another).  

Economic consequences. From a larger, societal perspective, the direct and 

indirect economic costs of IPV, including costs associated with lost work productivity, 

medical care services, mental health services, criminal justice costs, social services costs, 

and individual financial burdens (e.g. childcare, housing/relocation, transportation) are 

substantial and have impacts beyond one’s individual or family system, for both 

individual survivors and society at large (CDC, 2003; King et al., 2017; Max et al., 2004; 
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Reeves & O’Leary, 2007).  Research studies of national survey data provided by the 

National Violence Against Women Survey, the Medical Expenditure Panel Survey, and 

the Uniform Crime Reports Supplementary Homicide Report found that the total 

estimated economic costs of IPV against women to be approximately $5.8 billion in 

1995, including $320 million for rapes, $4.2 billion for physical assault, $342 million for 

stalking and $893 million for murders; note that expenses included in these estimates 

include the costs of medical care, mental health services and lost work productivity costs; 

CDC, 2003; Max et al., 2004).  In 2003 estimates, the annual cost of IPV in the United 

States is $8.3 billion, with costs ranging from lost work productivity and medical care to 

criminal justice costs, social services costs, and individual family burdens (e.g. childcare, 

housing/relocation, transportation).   

Researchers have found that survivors continue to have economic difficulty 

rebuilding their lives after the abusive relationship has ended, including difficulty 

managing costs associated with healthcare, property damage/loss, social and legal 

services, and lost workplace productivity (King et al., 2017; Murray & Graves, 2012; 

Sanders, 2015). In fact, Rivara et al. (2007) reported the increased health care costs for 

IPV victims can persist as much as 15 years post-abuse. With respect to job stability, 

Adams, Tolman, Bybee, Sullivan and Kennedy (2012) found that IPV negatively 

impacted women’s job stability by significantly reducing productivity time at work up to 

three years post the abusive relationship ending. Likewise, job benefits (e.g. health 

insurance, medical leave, retirement) among women who experience IPV tend to be 

negatively impacted along with overall economic well-being – thus, contributing to 
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persistent financial turmoil combined with poorer financial prospects in the long-term 

(Adams et al., 2012). 

Understanding IPV Recovery in the Long-Term 

 As discussed above, there is a preponderance of research evidence that documents 

the potential overwhelming, negative, and oftentimes, long-term impact of IPV, including 

psychological issues such as depression, anxiety, and PTSD; physical health problems; 

career and educational concerns, and increased risk of experiencing future abusive 

relationships (Coker et al., 2002; Dutton, 2009; Humphreys, 2003; Mechanic et al., 2008; 

Tjaden & Thoeness, 2000; World Health Organization [WHO], 2012).  Therefore, the 

theme of the current body of research is that IPV results in a host of negative 

consequences for victims and survivors, and indeed this is the case for many people who 

have experienced abuse in an intimate relationship.  While the destructive ramifications 

of IPV represent a harsh reality for many survivors, many survivors also endorse positive, 

growth promoting experiences within their recovery process from IPV, which has been 

largely unexplored in the literature, particularly from a quantitative standpoint.  

Specifically, researchers have begun to uncover the positive recovery aspects of IPV, 

which address the potential for positive psychological growth, healing, and 

transformation (Ai & Park, 2005; Draucker, 2001; Frazier, Colon, & Glaser, 2001; Hall et 

al., 2009; Senter & Caldwell, 2002; Shakespeare-Finch & De Dassel, 2009; Smith, 2003; 

Valdez & Lily, 2015).  
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Conceptual Models of IPV Recovery 

 From a research perspective, much of the IPV recovery research stems from 

qualitative investigations of the recovery experiences of IPV survivors, primarily 

Caucasian female survivors, where some conceptual dimensions of posttraumatic growth 

and/or psychological growth may be conceptualized within the overarching framework of 

IPV recovery, but are discussed separately in the literature. Regarding IPV recovery, IPV 

researchers have utilized qualitative methodologies, such as Grounded Theory and 

Interpretive Phenomenological Analysis, to develop conceptual process models detailing 

the recovery experiences of IPV survivors in disciplines such as counseling, psychology, 

social work, and nursing (Allen & Wozniak, 2010; Anderson et al., 2012; Farrell, 1996; 

Flasch et al., 2015; Hou et al., 2013; Wuest & Merritt-Gray, 1995, 2001). Many of these 

conceptual models describe IPV recovery as a multifaceted, non-prescriptive, non-linear 

process consisting of numerous psychological, social, cultural and spiritual development 

factors, which typically occurs over time in a variety of unique ways and stages (Allen & 

Wozniak, 2010; Anderson et al., 2012; Farrell, 1996; Gillum, Sullivan & Bybee, 2006; 

Hou et al., 2013; Wuest & Merritt-Gray, 1995, 2001).   

Flasch et al. (2015) highlighted both the productive, value-added knowledge to 

the research base on IPV recovery that these qualitative studies provide, particularly as it 

relates to understanding the phenomenon of the IPV recovery process as a whole (e.g.  

survivors’ acknowledgment of the abusive past, promotion of positive, meaningful 

relationships, integration of newly-formed sense of identity, development of personal 

resources) as well as the limitations of these same studies – notably, the lack of 
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quantitative inquiries, which may be largely due to the lack of an existing instrument that 

assesses the recovery process specific to IPV survivors especially in the long term and 

and utilizations of small, homogenous sample sizes consisting primarily of Caucasian 

women used for qualitative inquiries that prevent empirical generalizations to the larger 

IPV survivor population - a limitation which is addressed by this dissertation study.  An 

overview of these conceptual models of IPV recovery are described in greater detail in 

the section below with a special focus on the Triumph Process Model of Overcoming IPV 

(Flash, Murray, & Crowe, 2015) which represents the primary IPV recovery-based 

conceptual model used to ground this instrument development study.   

Reclaiming self model.  The Reclaiming Self Model was developed by Merritt-

Gray and Wuest via Grounded Theory inquiry with 15 Caucasian women living in rural 

Canada (Merritt-Gray & Wuest, 1995; Wuest & Merritt-Gray, 2001). The model depicts 

a process of recovery described in stages of self-reclamation consisting of internal and 

external elements that survivors matriculate through as the recovery process evolves: (1) 

counteracting abuse, (2) breaking free, (3) not going back, and (4) moving on. From a 

growth standpoint, as conceptualized through theoretical models such as posttraumatic 

growth, which is discussed in more detail in a later section, Merritt-Gray and Wuest’s 

description of the moving on phase vividly outlines the recovery process experienced by 

the survivor as she creates her new life post-abuse, which includes figuring it out (e.g. 

conscious process of understanding why the abuse happened and how to prevent future 

occurrences), moving on (e.g. survivor moves out of self-blame and maladaptive 

rumination), putting it in its rightful place (e.g. no longer allowing the abusive past to 
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define one’s experience), “launching new relationships” (e.g. process of considering 

future romantic relationships with new partners), and “taking on a new image” (e.g. 

leaving the abused woman “image” behind and taking on a new sense of pride in who one 

has become). The researchers’ description of the “moving on” phase, specifically the 

researchers’ description of moving on, taking on a new image, and launching new 

relationships, appears to coincide with many of the theoretical underpinnings of 

posttraumatic growth (e.g. personal strength, new possibilities, and relating to others) as 

the survivor’s ability to shift and transform previous cognitive schemas into more 

positive, growth-oriented schemas as a result of the traumatic event increases – all of 

which contribute to internally and externally-based changes.  However, other specified 

dimensions of the posttraumatic growth process remain uncaptured here, including 

identifiable descriptions of appreciation of life and spiritual change. 

 Four themes of healing.  In Farrell’s (1996) Four Themes of Healing from IPV, 

the researcher highlights similar findings to that of Merritt-Gray and Wuest’s (1995, 

2001) Reclaiming Self Model based on the results of a phenomenological investigation of 

seven women whose abusive relationship had been terminated for at least one year.  

Farrell’s (1996) findings are conceptually described as four themes of healing, which 

include: (1) flexibility (e.g. acknowledgment of the past, adjustment of relational 

boundaries, increasing self-awareness), (2) awakening (e.g. realization of personal choice 

agency), (3) relationship (e.g. connecting with others, restoration of trust ability) and (4) 

empowerment (e.g. personal choice agency and action, movement toward personal 

accomplishment).  Potential and/or concrete similarities to the previously discussed 
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model (i.e. Reclaiming Self Model) include the survivor’s increased sense of self-

awareness and acknowledgement of the abusive past (e.g. figuring it out, flexibility), 

ability to form new relationships with others (e.g. launching new relationships, 

relationship), and development of positive self-image and identity (e.g. taking on a new 

image, empowerment).  Generally, Farrell’s model appears to confirm Wuest and Merrit-

Gray’s findings from an IPV recovery standpoint in that many survivors reported 

experiencing internal changes (i.e. changes occurring within oneself) and external 

changes (i.e. changes occurring with other relationships outside the individual) on various 

levels of transformative growth experiences post-abuse, including an increased sense of 

self-awareness and personal agency/empowerment, ability to form new relationships with 

others, and development of an improved self-image. 

 Rites of passage.  In more recent years, researchers have recognized the  

 

significance of what IPV recovery means in the long-term once signs of substantial  

 

physical and psychological trauma have subsided, especially as it relates to prolonged  

 

identity foreclosure and lack of integrating one’s traumatic experience into a more  

 

“holistic sense of self,” which impedes further growth (Allen & Wozniak, 2010, p. 38).  

 

Allen and Wozniak’s (2010) mixed-methodology research design included  

 

implementation of the Rites of Passage group intervention model with 11 female  

 

survivors of IPV. The researchers attempted to address how this IPV intervention could  

 

be utilized to investigate the following: 

 

 

To produce transformative healing effects by supporting women in making the 

necessary changes in social and personal identity transitioning from thriving 

rather than surviving in spite of the abuse (p. 39).   
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The Rites of Passage model described a similar conceptual framework for 

understanding healing and recovery from IPV where intentional aim was placed at 

addressing the survivor’s ability to shift their original psychological processes and 

maladaptive self-constructs via (1) separation (e.g. moving away from the abusive 

relationship), (2) liminality (e.g. period of uncertainty and ambiguity related to life’s 

role), and (3) incorporation (e.g. integration of new identity back in society), where 

incorporation, a seemingly more generic term, most similarly adheres to previous 

discussions of IPV conceptual models that address holistic identity development and 

transformation post abuse within the context of also forming new, meaningful 

relationships (Allen & Wozniak, 2001, p. 41).  Furthermore, the Rites of Passage model 

closely adheres to the theoretical tenets of posttraumatic growth where cognitive schemas 

are transformed and “…women need to make a final stage transition that breaks with past 

patterns and ways of thinking about themselves and their world” (Allen & Wozniak, 

2010, p. 41). Lastly, the researchers implemented a qualitative approach based in 

Grounded Theory design combined with quantitative symptom results from the PTSD 

Checklist (Civilian Version) to produce a conceptual framework for understanding IPV 

recovery and healing.  Similar to previous findings as discussed by Merritt-Gray and 

Wuest (1995, 2001), Farrell (1996), and Allen and Wozniak (2010), the researchers 

identified several key themes that were representative of the IPV recovery experience: (1) 

creating a safe place (e.g. accepting physical self, physical appearance improvement), (2) 

establishing autonomy (e.g. feelings of empowerment, making choices with freedom), (3) 

taking pride in appearance (e.g. reconnecting with physical self, improving physical 
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appearance), (4) reclamation of self (e.g. integration of past with present), (5) developing 

inner peace and serenity (e.g. emerging sense of calmness, improved mood, decreased 

reactivity, improved coping skills and (6) rejoining the community (e.g. termination of 

social isolation). 

 Reconstructing the self.  Historically, the IPV recovery literature has employed 

small, qualitative studies of homogenous sample groups of predominantly Caucasian 

women (Allen & Wozniak, 2010; Farrell, 1996; Flasch et al., 2015; Hou et al., 2013; 

Smith, 2003; Merritt-Gray & Wuest, 1995, 2001). Contrary to the aforementioned studies 

which utilized primarily Caucasian samples, Hou, Ko, and Shu’s (2013) 

phenomenological investigation of eight Taiwanese women’s experiences of IPV 

recovery yielded similar conceptual themes regarding the survivor’s ability to 

“reconstruct the self,” which indicated that women’s IPV recovery experiences may be 

transferable across cultures despite sociocultural differences on ideals such as 

individualism and collectivism/familism in western (e.g. United States) and eastern 

countries (e.g. Taiwan) respectively, where IPV recovery-related research investigations 

in countries where familism is present is considerably limited.  Regarding emergent 

themes, the Reconstructing the Self model consisted of previous discussed concepts of 

IPV recovery, including both internal and external dimensions: (1) feeling shame (e.g. 

internalized, negative self-image as a failed spouse), (2) creating mastery (e.g. increasing 

abilities, readjusting attitudes, becoming flexible, developing autonomy), (3) recognizing 

the imperfect self (e.g. becoming aware and comfortable of personal limitations, gaining 

positive interpersonal support), and (4) embodying the self by helping others (e.g. 
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creating meaning and self-worth in one’s life through helping others).  Perhaps most 

notable in differentiating Hou and colleagues’ (2013) model of IPV recovery from other 

conceptual recovery models previously mentioned involves the cultural dynamic of 

ending an abusive relationship as being perceived as an intensely shameful act within the 

context of the familism-based Taiwanese culture – a culture that represents patriarchal 

ideological beliefs where “…male violence against women is tolerated and the individual 

represents the family” (Hou et al., 2013, p. 162).  Of course, patriarchal systems of belief 

permeate individualistic cultures as well; however, the IPV recovery process may prove 

to be even more complicated and difficult to navigate in familism-based cultures where 

patriarchal ideals are more vastly represented and enforced. 

Triumph process model of overcoming IPV.  Many of the aforementioned 

conceptual models of IPV recovery point to the multidimensionality of IPV recovery as 

described by several common themes, including but not limited to, physical and 

psychological healing, which includes self-identity development, the importance of 

interpersonal relationships with meaningful support figures, and transformational 

experiences characterized by spiritual enhancement, realization of new opportunities, and 

personal freedom.  Ultimately, the discussions above point to long-term IPV recovery as 

a multifaceted, process-oriented phenomenon denoted by highly contextualized 

experienced based on each survivor’s personal journey - a journey that has been most 

recently captured by the Triumph Process Model of Overcoming IPV (Flasch et al, 2015).   

The Triumph Process Model of Overcoming IPV (Flasch et al., 2015) was 

developed from results of a phenomenological investigation of the lived experienced of 
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survivors of past abusive relationships who endorsed safe, nonviolent lives and 

relationships post-IPV, which perhaps confirms, expands, and integrates all previous 

conceptual models of IPV recovery discussed above in recent years.  The researchers 

sampled a total of 123 long-term IPV survivors, where the abusive relationship ended at 

least two years prior) across a diverse geographic area (i.e. 31 states and 8 countries were 

represented in the sample) utilizing an online narrative survey questionnaire.  The study 

represented a substantially larger and more demographically diverse sample size (N = 

123) as compared to previous investigations of IPV recovery which primarily utilized 

smaller, less diverse samples (Flasch et al., 2015).  Ultimately, the model describes a 

combination of interpersonal and intrapersonal processes that characterize the long-term 

IPV recovery process which point to many of the internal and external dimensions of 

recovery discussed previously (Flasch et al., 2015).   

The model confirmed several key factors noted in the existing literature on IPV 

recovery, markedly the interpersonal (i.e. internal) and intrapersonal (i.e. external) 

factors involved in the IPV recovery process (Allen & Wozniak, 2010; Farrell, 1996; 

Hou, 2015; Merritt-Gray & Wuest, 1995; Wuest and Merrit-Gray, 2001).  Intrapersonal 

processes were defined as experiences occurring within the individual and included: (1) 

regaining and recreating self-identity, (2) embracing personal freedom and power, (3) 

emotional and physical healing, (4) self and other acceptance and forgiveness, (5) 

navigating new intimate relationships, (6) education and re-examination, and (7) 

acknowledgment of recovery as a long-term process.  Interpersonal processes were 

defined as experiences occurring outside the individual in relation to others and included: 
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(1) building positive supports and (2) using one’s experience to help others (Flasch et al., 

2015).  Contrary to conceptual models of IPV recovery described by Merritt-Gray and 

Wuest (1995), Farrell (1996) and Allen and Wozniak (2010), the Triumph Process Model 

suggests that IPV recovery does not occur in the context of stages where the survivor 

moves from one phase to the next in a linear order. Rather, the recovery process is better 

understood as a cyclical process with no fixed beginning or endpoint where survivors 

may progress through different phases of recovery over time depending on their own 

unique, individualized experience (Flasch et al., 2015).  

The Triumph Process Model of Overcoming IPV appears to represent a 

comprehensive, theoretically informed conceptual framework for understanding how 

survivors of IPV overcome or recover from their abusive pasts in the long-term.  

Moreover, the model captures the multidimensional nature of the IPV recovery process - 

a process characterized as a non-linear, non-prescriptive, and continuous journey that 

fluctuates over time throughout the survivor’s lifetime (Flasch et al., 2015).  The long-

term IPV recovery process is not always wholly positive, as abuse triggers can interrupt a 

flow of positive, growth-oriented experiences.  At the same time, the IPV recovery 

process is not wholly negative either, as many survivors endorse meaningful, nonviolent 

lives free from abuse in the long-term. 

Posttraumatic Growth 

 Contrary to the negative ramifications of IPV described extensively in the 

literature which denotes IPV as a special type of trauma, researchers are beginning to 

uncover that many trauma survivors, including IPV survivors, identify positive changes 
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as a result of a traumatic event/(s) - a life-changing phenomenon referred to as 

Posttraumatic Growth (PTG; Ai & Park, 2005; Burt & Katz, 1987; Cobb, Tedeschi, 

Calhoun, & Cann, 2006; Helgeson, Reynolds, & Tomich, 2006; Neustifter & Powell, 

2005; Tedeschi & Calhoun, 1996).  Originally developed by Tedeschi and Calhoun 

(1996), the term refers to a complex, transformational process where trauma survivors 

experience positive psychological growth post-trauma - a process that potentially 

contributes to an increased sense of meaning and value in the survivor’s life (Tedeschi & 

Calhoun, 1995).  Specifically, PTG describes a transformative psychological experience 

that is distinctly different from the individual’s baseline schematic narrative before the 

crisis event occurred.  In layman’s terms, the individual not only survives the event, but 

psychologically surpasses the experience in a way that goes beyond what one would 

expect as a “normal” or “appropriate” reaction (Tedeschi & Calhoun, 2004).  Related 

terms in the literature include stress-related growth (Park, Cohen, & Murch, 1996) 

adversarial growth (Linley & Joseph, 2004), construed or perceived benefits (McMillen, 

Zuravin, & Rideout, 1995) and thriving (O’Leary & Ickovics, 1995).   

PTG may be exhibited in a variety of ways, including but not limited to, increases 

in appreciation for life, meaningful interpersonal relationships, personal sense of strength, 

transformed priorities, and enhanced spiritual life (Tedeschi & Calhoun, 1996).  It is 

important to note that Calhoun and Tedeschi’s (1999) interpretation of the term trauma is 

broad in nature and includes any life event, circumstance or situation that the individual 

describes as highly stressful, challenging or traumatic.  From a measurement perspective, 

PTG consists of five identified domains as quantitatively examined by the Posttraumatic 
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Growth Inventory (PTGI), a 21-item instrument designed to assess an individual’s 

perceptive of positive change following the traumatic event: (1) personal strength, (2) 

new possibilities, (3) relating to others, (4) appreciation of life, and (5) spiritual change 

(Tedeschi & Calhoun, 1996).  The psychometric properties of the PTGI are discussed 

further in Chapter Three and is included as a measure of convergent validity for the 

Intimate Partner Violence Recovery Measure (IPVRM).  

A Comprehensive Model of PTG 

  Calhoun, Cann and Tedeschi (2010) have revised a comprehensive model of PTG 

that illustrates the overall process of the phenomenon over the years since the late 1990s. 

Included in Appendix R is a schematic depiction of the most recent revised illustration of 

a comprehensive model of PTG, which, similar to aforementioned models of IPV 

recovery described above, details the stage-like phases of PTG that occur in trauma 

survivors.  The model begins by noting the individual’s unique, sociocultural schema pre-

trauma as having a prominent impact on the individual’s interpretation and eventual 

reaction to the traumatic event, including the individual’s previously held beliefs, notions 

and rules regarding expected coping mechanisms in the face of adversity.  Next, the 

model illustrates the occurrence of the “potentially disruptive event,” which includes the 

individual’s actual experience of the traumatic event.  Following the occurrence of the 

traumatic event, a certain level of emotional distress is typically experienced by the 

individual combined with a potential disruption in the individual’s sociocultural 

worldview, including his/her assumptive beliefs and schematic narratives (Calhoun et al., 

2010). Depending on the individual’s previously-held worldview, the disruptive event 
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may challenge the individual’s assumptive beliefs in a way that begins to facilitate the 

PTG process or the disruptive event may fit within the individual’s existing contextual 

worldview where the disruptive event may cause minimal to no effects.  If in fact the 

individual’s assumptive beliefs are challenged, the individual soon moves into a 

rumination period where intrusive, automatic thoughts caused by the disruptive event 

ignite within the individual.  Typically, this rumination period is positively associated 

with both emotional distress and the disruption of beliefs, thus causing the individual to 

engage in some form of self-analysis (e.g. writing, praying) and/or self-disclosure (e.g. 

talking and sharing with others) process of attempting to make sense of the event that has 

occurred as appropriately guided the individual’s sociocultural context (Calhoun et al., 

2010). 

 Simultaneously, the individual continues to manage their emotional distress, 

redirect intrusive rumination and reassess goals for living while also integrating 

sociocultural influences from a variety of ecological contexts (e.g. personal sociocultural 

influences, cultural/societal influences).  The integration of social support, role models, 

and support for schematic change, including PTG, also becomes a possibility during this 

stage of the process, particularly if the individual experiences rumination that is spiritual 

or existential in nature.  Next, the individual moves into a deliberation process that tends 

to be both reflective and constructive in nature as the individual revises their previously 

held schematic narrative pre-trauma.  As depicted in the final stages of the model, the 

individual moves in one of two directions leading ultimately to well-being and 

satisfaction: (1) acceptance of a changed world and (2) posttraumatic growth. 
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Posttraumatic Growth is differentiated from acceptance of a changed world in that the 

individual who experiences PTG comes into a new recognition of their own strengths, 

resources and possibilities combined with an altered narrative that is more complex and 

wiser (Calhoun et al., 2010; Calhoun & Tedeschi, 1998, 1995, Tedeschi & Calhoun, 

1995, 2004). 

PTG and IPV Recovery   

Contrary to what researchers have found regarding the nature of IPV recovery, the 

comprehensive model of Posttraumatic Growth does not completely fit what some 

researchers have found specifically related to the structure of IPV recovery as opposed to 

more general traumatic recovery experiences.  Several conceptual dynamics of IPV 

recovery, with IPV denoted as a special type of trauma should be noted.  First, IPV 

recovery does not occur in a systematic, stage-like manner, as proposed by the 

comprehensive model of PTG and in conceptual models of IPV recovery, but rather is 

described as a unique, cyclical, contextualized process or ongoing journey that fluctuates 

over time in accordance with the survivor’s individualized experience (Flasch et al., 

2015).  The process of IPV recovery takes a considerable amount of time and often does 

not occur in a matter of weeks or months, but rather, across several years in a journey-

like fashion (Flasch et al., 2015).  From a PTG standpoint, researchers who have 

investigated the timing of PTG found the following: (1) as early as two weeks post-

trauma, survivors reported some positive change, including increased empathy, improved 

relationships and increased appreciation for life, (2) positive changes generally increase 

and negative changes generally decrease over time with the period between two weeks 
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and two years representing the period of time when the greatest amount of change occurs 

and (3) early reports of positive change are adaptive and early reports of negative change 

are not necessarily maladaptive (Frazier, Colon & Glaser, 2001). Several researchers 

found evidence indicating that some survivors of trauma may experience growth more 

rapidly than others (Finkel, 1975; Silver et al., 1983; Tait & Silver, 1989); however, most 

individuals appear to need a period of several weeks up to one to two years to fully 

experience some PTG, where the latter timeframe (e.g. one to two years) most closely 

aligns with the IPV recovery literature (Anderson & Saunders, 2003; Tedeschi, 1999).  

IPV recovery researchers suggests the recency of the abuse separation period contributes 

to certain levels of recovery as described by psychological well-being where increased 

psychological well-being is more substantial at the two-year mark (Anderson & 

Saunders, 2003). In summary, the timing aspect of IPV recovery should be distinguished 

from that of PTG, as most IPV survivors report recovery experiences as more long-term 

in nature where a period of two weeks, for example, would not suffice as a long enough 

timeframe for positive psychological growth to take place. 

 Secondly, the conceptual notion of what it means to be recovered from IPV 

perhaps should be distinguished from other types of trauma, as recovery framed within 

the context of overcoming past IPV should not be defined with a fixed beginning or end 

point that is characterized by a certain, standardized amount of positive experience, but is 

rather characterized by fluctuating periods of positive and painful emotional experiences.  

In comparison to PTG, which primarily focuses on the positive, psychological 

ramifications of the trauma experience transforming the trauma survivor into a wiser 
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individual, our conceptual understandings of IPV recovery do largely focus on those 

positive, growth-oriented experiences similar to experiences described by PTG; however, 

negatively connoted experiences (e.g. painful memories, destructive coping strategies) 

may continue to persist, even years after the abuse has ended and thus, contribute to an 

even more complex overall recovery experience.  The limited research on PTG and IPV 

suggests that IPV survivors do experience PTG following the termination of an abusive 

relationship experience (Ai & Park, 2005; Burt & Katz, 1987; Senter & Caldwell, 2002; 

Ulloa, Hammett, Guzman, & Hokoda, 2015).  In their empirical literature review of 

psychological growth, which included the constructs of PTG, resilience, and positive 

adjustment in relation to IPV, Ulloa and colleagues (2015) found evidence to support that 

psychological growth is consistently found among victims of IPV.  As evidenced in the 

result of the 17 peer-reviewed articles included in the review, all participants experienced 

some degree of positive growth overall; however, the extent to which this prevalence 

occurred differed across studies with respect to timing - six of which were purely 

quantitative designs (i.e., Cabral, 2010; Cobb et al., 2006; Doane, 2011; Dulen, 2011; 

Song, 2012), nine of which were qualitative designs (i.e., Ahmad et al., 2013; Dickerson, 

2011; Drumm et al., 2014; Senter & Caldwell, 2014; Shanthakumari et al., 2014; Smith, 

2003; Taylor, 2004; Wuest & Merritt-Gray, 1995, 2001; Young, 2007), one of which was 

a mixed methodology design (i.e., Anderson et al., 2012); and one longitudinal study 

design (i.e., Song & Shih, 2010).  Ultimately, the researchers identified three primary 

outcomes of psychological growth as a result of their analysis: (1) changes in perceptions 

of self (e.g. self-esteem, feelings of strength, independence, self-acceptance), (2) changes 
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in relationships with others (e.g. friendships, romantic relationships), and (3) changes in 

philosophy of life (e.g. spiritual awareness, finding a purpose, social activism, 

educational/career aspirations).  

As it pertains to similarities, both PTG and long-term IPV recovery are described 

as unique, contextual, non-linear process experiences where survivors describe various 

aspects of psychological growth post-trauma.  Specifically, both PTG and long-term IPV 

recovery describe positive, psychological experiences that point to a transformation in the 

survivor’s worldview, particularly as it relates to changes in perceptions of self, changes 

in relationships with others, and changes in philosophy of life (Ulloa et al., 2015).  For 

example, both PTG and IPV recovery discuss transformational outcomes of the traumatic 

experience to include increased personal strength, self-esteem and confidence, renewed 

and/or recreated personal identity, increased spiritual change and/or awareness of 

forgiveness and acceptance, improved relationships with other positive support figures, 

and embracing/re-examining new possibilities and opportunities (Calhoun et al., 2010; 

Flash et al., 2015; Tedeschi & Calhoun, 1996; Ulloa et al., 2015). Additionally, both PTG 

and IPV recovery report that this type of psychological growth takes time – up to two 

years post-trauma (Anderson & Saunders; Tedeschi, 1999).   

Related to differences, it is important to distinguish IPV as a special type of 

trauma that occurs within the context of an intimate relationship and should be 

differentiated from general traumatic experiences denoted by PTG.  Thus, a primary 

distinct element of the long-term IPV recovery process (as different from PTG) points to 

the focused effort the survivor must make to resolve the interpersonal, psychological 
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trauma inherited from the abusive relationship which typically occurs over the long-run 

given the difficult nature of this process.  Additionally, it is important to distinguish the 

navigation of new intimate relationships post-IPV as a separate factor from the general 

increase in meaningful relationships domain discussed in PTG, as again, the highly, 

psychologically traumatizing impact of the abusive relationship may complicate 

survivors’ decision-making process with respect to entering and/or managing new 

romantic relationships (Flasch et al., 2015). 

As previously discussed, Ulloa et al.’s (2015) comprehensive literature review of 

psychological growth among IPV survivors revealed a total of seven out of 17 peer-

reviewed, quantitative studies (one of which was mixed methodology), four of which 

utilized the Posttraumatic Growth Inventory (PTGI) as the measure of psychological 

growth among IPV survivors (Cabral, 2010; Cobb et al., 2006; Doane, 2011; Kunst, 

Winkel & Bogaerts, 2010).  To date, it appears that the PTGI represents the most 

appropriate measure that captures the psychological, growth-oriented nature of the 

recovery experiences of trauma survivors in general.   

However, IPV represents a unique type of trauma experience – an experience that 

possesses many unique dimensions in comparison to other types of trauma (e.g. natural 

disasters, military combat, chronic/terminal illness).  In fact, trauma theory asserts that 

trauma that occurs within the context of interpersonal relationships is “…the most 

pernicious since it robs the survivor of power and control” (Emerson, 2015; Ong, 2016, 

p.75).  These unique dimensions involve complex, interpersonal dilemmas between 

romantic partners where the victim experiences their abuser as someone who deeply 
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loves and cares for them, thus contributing to a highly traumatizing psychological 

experience where the victim becomes completely dominated and controlled by their 

abuser, not only physically in some cases, but psychological abuse ramifications are also 

just as or even more devastating in the long-run. To add even more complexity, issues 

such as financial dependency and presence of children (Lawrence & Bradbury, 2007; 

Smith, 2003) may further complicate matters in the post-abuse growth process (Ulloa et 

al., 2015).  

Trauma Recovery and Resilience 

Harvey (1996) noted the lack of consistent definitions and formal references to 

trauma recovery in the clinical literature, specifically with respect to concepts of 

individual resilience, opportunities for recovery in the absence of clinical care and 

psychotherapy, and the role that ecological factors (e.g. social, cultural, environmental) 

play in the recovery process.  Generally, clinical definitions of trauma recovery point to: 

(1) global mental health understandings of recovery from a psychological perspective 

post completion of lengthy psychotherapy and final resolutions of psychological conflicts 

that may or may not be associated with the traumatic exposure and (2) decreased mental 

health symptoms associated with traumatic stress, such as intrusive thoughts, flashbacks, 

and nightmares (Harvey, 1996).  Researchers note that general definitions of trauma 

recovery fail to account for other trauma-related effects, such as complex PTSD, that can 

be described by persistent feelings of shame, self-blame, separateness and mistrust that is 

often associated with the relational components of trauma survival (Herman, 1992a; 

Janoff-Bulman, 1985).  As a result, Harvey (1996) proposed a multidimensional 
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definition of trauma recovery within an ecological framework that identifies conceptually 

distinct trauma recovery outcomes: (1) authority over the remembering process, (2) 

integration of memory and affect, (3) affect tolerance, (4) symptom mastery, (5) self-

esteem and self-cohesion, (6) safe attachment, and (7) meaning-making.  

Stages of Trauma Recovery 

In the literature, interpersonal trauma recovery has also been conceptualized in 

distinguishable stages (Brown & Fromm, 1986; Herman, 1992b; Putnam, 1989; 

Scurfield, 1985).  Herman’s (1992b) three-stage model of recovery incorporates 

foundational principles essential to the recovery process, including victim empowerment 

and creating new connections and meanings.  In the first stage of recovery, establishment 

of safety represents the first priority in the treatment process, and essentially, the survivor 

cannot move to subsequent stages until safety is firmly established.  Once physical and 

emotional safety are established, the survivor transitions to the second stage of recovery – 

remembrance, integration, and mourning.  In the second stage, the survivor shifts to an 

“…active and in-depth exploration of the trauma experience” (Lebowitz et al., 1993, p. 

380).  This stage is typically characterized by intense grief and morning followed by 

facilitation of instilled hope for creating new meaning of the traumatic experience and 

restorative, non-threatening relationships (Herman, 1992b). The reconnecting with others 

stage marks the final step in the survivor’s recovery journey from the traumatic 

experience.  At times regarded as the “transformation of the traumatic experience,” the 

survivor intentionally moves towards social reconnections in mutually beneficial 

relationships with friends and romantic partners (Lebowitz et al., 1993, p.381).  Lebowitz 
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et al. (1993) noted that not all survivors experience all three stages nor are all three stages 

necessary depending on the survivor’s unique psychological presentation at the time of 

treatment. 

Resilience 

Resilience studies is a broad area of strengths-based research focused on positive, 

growth-promoting characteristics identified among individuals who thrive despite 

circumstantial hardship. Originally investigated by developmental psychologists, 

resilience was first studied in children who displayed the ability to survive amidst adverse 

circumstances (Garmezy, 1993).  Many definitions or ways of identifying resilience have 

been discussed across the literature in resilience studies (Heller, Larrieu, D’Imperio, & 

Boris, 1999; Kinard, 1998; Polk, 1997); however, varying definitions ultimately point to 

an individual’s ability and/or capacity to adapt and restore stability while evading 

potentially stressful or debilitating outcomes in the midst of overwhelming adversity or 

threatening circumstances (Carlson, 1997; Wagnild & Young, 1993). In an investigation 

of resilience among battered sheltered women, Humphreys (2003) identified resilience as 

a personality characteristic that “…enhances individual adaptation” (p. 142), while other 

researchers have identified resilience as a phenomenon that interfaces with individual 

characteristics (e.g. intelligence, insight), family background (e.g. secure attachments), 

and social connections (e.g. positive peer relationships) in promoting well-being (Fraser, 

1997; Masten, 2001). Researchers have found that some individuals, including 

individuals impacted by IPV, can develop resilience even in the face of highly intense 
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stressors (e.g. leaving an abusive relationship, living in a shelter, experiencing 

psychological symptoms; Humphreys, 2003; Linley & Joseph, 2004). 

 Note, the theoretical elements of trauma recovery and resilience are not 

specifically integrated into the conceptual framework used to create the IPVRM, but 

instead are used as historical context for framing and understanding the process of 

traumatic-related recovery phenomena as discussed across the literature over time, 

particularly with respect to positive, psychological characteristics and related outcomes 

discussed in the trauma recovery and resilience literature respectively.  

Proposed Factor Structure of the IPVRM 

 It appears that the phenomenon of PTG does exist among survivors of IPV as they 

recover from their abusive experiences.  However, it is important to distinguish IPV from 

other types of trauma given the complex physical and psychological ramifications of 

power and control dynamics on victims and survivors of IPV where recovery is denoted 

as a process that consists of social, spiritual, cultural and psychological process 

dimensions that typically occur in a cyclical manner (Allen & Wozniak, 2010).  Several 

nuances of IPV recovery, as highlighted by Flasch et al. (2015), should be noted, which 

may present conceptual dynamics contrary to those found in the PTG and IPV recovery 

literature: (1) IPV recovery does not occur in a systematic, stage-like manner, as 

proposed by several aforementioned process models of IPV recovery and the 

comprehensive model of PTG, but rather is described as a unique, cyclical contextualized 

process or ongoing journey that fluctuates over time in accordance with the survivor’s 

individualized experience and (2) the conceptual notion of what it means to be recovered 
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from IPV should be distinguished from other types of trauma perhaps, as recovery framed 

within the context of overcoming past IPV should not be defined by a standardized 

amount of positive experience, but is rather characterized by fluctuating periods of 

positive and painful emotional experiences over time.   

 In developing a long-term, IPV-specific recovery instrument, the measure should 

include explicit items that capture the cyclical nature of the recovery process, perhaps as 

measured by the frequency by which survivors move from painful to positive emotional 

experiences with lower frequencies as indicative as more matured forms of recovery.  

Furthermore, the instrument should capture the conceptual outcomes discussed in the IPV 

recovery literature, which denote specified recovery experiences to include positive 

physical and psychological growth, relational transformation within romantic and non-

romantic relationships, and existential development with respect to religion/spirituality, 

increased meaning or purpose, social activism, and career and/or educational expansion.  

Upon consideration of an IPV-specific psychological growth measure, the potential 

integration of both conceptual models of IPV recovery (e.g. Triumph Process Model for 

Overcoming IPV) and PTG would render a comprehensively tailored instrument that 

more accurately assesses the psychological, growth-oriented recovery experiences of IPV 

survivors explicitly.  Specifically, the aforementioned research on IPV recovery and PTG 

discussed above led to the development of four overarching conceptual factors proposed 

for this instrument development dissertation study: (1) physical healing, (2) 

psychological healing, (3) relational development, and (4) transformational enhancement, 

which are further defined in Chapter Three. 
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 This emergent focus on the potential growth experienced by IPV survivors in the 

long-term is a profound development in our understanding of IPV.  First, it represents a 

transition away from more pathological-based discussions of IPV, which can have a 

stigmatizing effect for victims and survivors who may internalize a belief that they are 

somehow permanently damaged by their experiences (Crowe & Murray, 2015).  Second, 

it validates that many individuals impacted by IPV do overcome their abusive pasts in 

significant ways that are growth-oriented and transformational in nature related to one’s 

identity, philosophy of life, relationship patterns, and overall goals (Calhoun & Tedeschi, 

1998; Flasch, Muray & Crowe, 2015; Lewis et al., 2015; Tedeschi, 1999; Ulloa et al., 

2015).  These themes will be reflected in the IPVRM, and the development of this 

measure will be grounded in the DeVellis (2003) Scale Development Framework, which 

is described in the next section. 

DeVellis Scale Development Framework 

 The primary role of measurement in the social sciences points to the relationship 

of theory to measurement, which fits the purpose of this dissertation study.  Specifically, 

the guidelines for scale development outlined by DeVellis (2003) highlight the role that 

measurement plays in investigating social science-related phenomenon as grounded by 

theoretical models that attempt to explain latent conceptual phenomena described in 

quantitative terms.  Given the researcher’s interest in investigating the phenomenon of 

“long-term recovery” from previous intimate partner violence - an unobservable 

phenomenon we believe to exist through our theoretical understandings of the construct - 

DeVellis’ (2003) explanation for the development of a measurement scale to assess this 
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social and psychological phenomena appears to fit per research question one (i.e. What is 

the underlying factor structure of the IPVRM?).  Furthermore, the guidelines for scale 

development outlined by DeVellis (2003), including thorough explanations for 

psychometric testing of reliability and validity components of measurement have been 

widely used across the social sciences literature (Barbuto & Wheeler, 2006; 

Diamantopoulos & Winklhofer, 2001; Worthington & Whittaker, 2006), including a scale 

development study investigating women’s perceptions of battering (Smith, Earp, & 

DeVellis, 1995).  Note, the steps of instrument development provided by DeVellis (2003) 

are described in greater detail in Chapter Three with a brief discussion of reliability and 

validity properties included below. 

Reliability 

 As stressed by DeVellis (2003), scale reliability, or the proportion of variance 

explained by the true score of latent (or unobservable) variable (i.e. long-term recovery 

from intimate partner violence) is a fundamental component of credible psychological 

research and testing, and thus addressed by research question two from an internal 

consistency reliability perspective (i.e. What is the internal consistency of the overall 

IPVRM and related subscales?).  Alternatively, reliability describes to what degree a 

variable impacts a set of items (DeVellis, 2003).  Internal consistency reliability 

ultimately describes the relationship among the items included in the scale as logically 

connected to the latent variable and is typically assessed by computing interiitem 

correlations which result in the computation of Cronbach’s alpha, α (DeVellis, 2003).  

DeVellis (2003) highlighted that high interitem correlations suggest the items are all 
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measuring the same latent construct with Cronbach’s alpha representing the proportion of 

a scale’s total variance that is explained most likely by the true score of the latent variable 

underlying the items. Additionally, higher reliability provides the benefit of increased 

statistical power (and thus less relative measurement error) for a given sample size as 

compared to less reliable measures (DeVellis, 2003).  Ultimately, the researcher predicts 

that the IPVRM will produce adequate internal consistency reliability, as evidenced by a 

Cronbach’s alpha coefficient of 0.70 or higher on the overall IPVRM and related 

subscales, if applicable (as identified in the Exploratory Factor Analysis). 

Validity 

 According to DeVellis (2003), a scale’s validity pertains to whether the variable 

of interest is actually the underlying cause of item covariation.  Validity should be 

differentiated from measures of scale reliability such that reliability does not guarantee 

validity (DeVellis, 2003).  In the case of this dissertation study, the researcher seeks to 

assess evidence of the construct validity of the IPVRM, or the extent to which the 

instrument measures what it is supposed to measure given theoretical descriptions of the 

underlying construct via evidence of both convergent and discriminant validity (i.e. long-

term IPV recovery).  As outlined by DeVellis (2003), construct validity can be examined 

by assessing the degree to which theoretical constructs should be similar or otherwise 

closely related (i.e. convergent validity) as compared to the degree to which constructs 

should be theoretically unrelated (i.e. discriminant validity) based on their correlations.  

Per research question three, the researcher hypothesizes that IPVRM factors will yield a 

significant, negative correlation (i.e. Cronbach’s alpha less than 0.70) with two 
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conceptually different scales, the K10 and the PTSD-8, thus examining the discriminant 

validity of the IPVRM against two measures that capture atheoretical outcomes of long-

term IPV recovery (i.e. presence of anxiety, depression, and posttraumatic stress 

symptoms).  From a convergent validity standpoint, the researcher hypothesizes that 

IPVRM factors will significantly and positively correlate with a conceptually similar 

scale, the Posttraumatic Growth Inventory (PTGI), as evidenced by a Cronbach’s alpha 

coefficient of 0.70 or higher.
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CHAPTER III 

METHODOLOGY 

 

 

In the preceding chapters, an introduction to the topic and literature review were 

presented to provide a rationale for the development of an instrument to measure long-

term IPV recovery. The purpose of this chapter is to provide a description of the methods 

for the proposed study, including research questions, hypotheses, steps in the instrument 

development process, and methods for pilot and larger-scale validation study. Table 1 

below outlines the research questions and respective hypotheses of the proposed research 

study. 

 

Table 1. Research Questions and Hypotheses 

 

Research Question Hypotheses Measures Analyses 

 

What is the underlying 
factor structure of the 

IPVRM? 

 

The IPVRM will produce a 

multiple factor structure 
that captures the 

multidimensional aspects of 

long-term IPV recovery. 

 

IPVRM 

 

Exploratory 

Factor Analysis 

What is the internal 

consistency of the overall 

IPVRM and, if applicable, 

any related subscales 
identified in the 

Exploratory Factor 

Analysis? 

The IPVRM will produce 

adequate internal 

consistency reliability as 

evidenced by Cronbach’s 
alpha of 0.70 or higher on 

the overall IPVRM and 

related subscales, if 
applicable. 

 

 

 

 

IPVRM 

 

 

Reliability 

Analysis 
(Cronbach’s 

Alpha) 
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What is the evidence for 

construct validity of the 
IPVRM (i.e. convergent 

validity, discriminant 

validity)? 

IPVRM factors will yield a 

significant, negative 
correlation with two 

conceptually different 

scales, the Kessler 

Psychological Distress 
Scale (K10) and the PTSD-

8, as evidenced by a 

Pearson correlation 
coefficient of less than 

0.70. 

 

IPVRM factors will 
significantly and positively 

correlate with a 

conceptually similar scale, 
the Posttraumatic Growth 

Inventory (PTGI), as 

evidenced by a Pearson 
correlation coefficient of 

0.70 or higher. 

 

Kessler 

Psychological 
Distress Scale 

(K10; Kessler 

et al., 2002)  

 
 

 

 
 

 

 

PTSD-8 
(Hansen et al., 

2010) 

Posttraumatic 
Growth 

Inventory 

(PTGI; 
Tedeschi & 

Calhoun, 

1996) 

Correlation 

Analysis 
(Pearson’s r) 

 

 

 
 

 

 
 

 

 

Correlation 
Analysis 

(Pearson’s r) 

 

 

Development of the IPVRM 

 

According to DeVellis (2003), the process of scale development occurs in  

 

seven distinct steps: (1) determine measurement construct, (2) generate an item pool, (3)  

 

determine format for measurement, (4) perform expert panel review of initial item pool,  

 

(5) consider validation of item inclusion, (6) administer items to a development sample,  

 

and (7) evaluate items. Per this dissertation, the author utilized the steps of scale  

 

development recommended by DeVellis (2003) which are outlined below. 

 

Step 1: Determine Measurement Construct 

 DeVellis (2003) recommended that the determination of the measurement 

construct should be directed by theory and grounded in the existing research literature 

related to the construct under question to maximize instrument reliability and validity. 
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Furthermore, Vogt (2005) suggested that constructs should be written in a fashion that 

indicates measurability to be operationalized. Per discussions detailed in Chapter Two, 

the development of the IPVRM was grounded by the defined construct of “long-term IPV 

recovery” which is directed by the theoretical and/or conceptual underpinnings of 

Posttraumatic Growth and the Triumph Process Model of Overcoming IPV (Flasch et al., 

2015; Tedeschi & Calhoun, 1996, 1998). As discussed in previous chapters, “long-term 

IPV recovery” is defined as a process-oriented experience characterized primarily by a 

spectrum of positive psychological changes that occur following the final abusive 

incident in survivors of IPV.  

 Given the lack of an existing long-term IPV recovery instrument that focuses on 

strengths-based factors related to positive psychological change, resilience, and 

transformational growth, the IPVRM was developed to assess the experiences of IPV 

survivors over time as opposed to the measurement of pathological symptoms and 

negative consequences faced by survivors in the immediate aftermath of the abusive 

relationship that dominates the existing IPV literature. The four overarching factors 

identified within the aforementioned conceptual frameworks (e.g. PTG, Triumph Process 

Model) were utilized as the construct foundation for development of the IPVRM. 

Ultimately, the following four factors informed the development of items: (1) Physical 

Healing, (2) Psychological Healing, (3) Relational Development, and (4) 

Transformational Enhancement.  The specific aspects and related domains that describe 

each one of the four overarching factors are described briefly below.  For more detailed 
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discussions of the four overarching factors of the IPVRM as grounded in the IPV 

recovery literature, refer to Chapter Two. 

 Proposed factor 1: Physical healing. The physical healing factor refers to the 

minimal presence and/or absence of long-term physical health symptoms resulting 

directly and/or indirectly from previous IPV, including, but not limited to, physical 

injuries (e.g., chronic pain, broken bones, head trauma), central nervous system 

symptoms (e.g., headaches, seizures), gastrointestinal problems (e.g., appetite loss, eating 

disorders, irritable bowel syndrome), gynecological issues (e.g., vaginal bleeding, 

sexually transmitted infections, chronic pelvic pain), and cardiac problems (e.g., chest 

pain, hypertension) as discussed frequently in the IPV literature (Black, 2011) (Breiding 

et al., 2008; CDC, 2017; Coker et al., 2002, 2000). An initial total of 10 items described 

this factor within the original IPVRM. 

 Proposed factor 2: Psychological healing.  Psychological healing refers to the 

survivor’s endorsement of positive psychological change in the recovery process of 

healing from previous IPV. Specifically, psychological healing encompasses several 

aspects that reflect the survivor’s mental state, ranging from positive identity 

development (e.g., self-acceptance, personal independence, positive self-image) and 

absence of mental health impairment (e.g., depression, anxiety, PTSD), to increased 

knowledge of abuse (e.g., psychoeducation regarding dynamics of IPV), and recognition 

of new possibilities (e.g., educational goals, new career; Campbell & Soeken, 1999; 

Coker et al., 2002; Flasch et al., 2015; Golding, 1999; Humphreys & Thiara, 2003; 

Johnson, 2006; Lindhorst & Beadnell, 2011; Mertin & Mohr, 2001; Neustifter & Powell, 
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2015; Wuest & Merritt-Gray, 2001). An initial total of 18 items described this factor 

within the original IPVRM. 

 Proposed factor 3: Relational development.  Relational development refers to 

positive changes in the IPV survivor’s social network that contribute to success in the 

long-term IPV recovery process.  Across the IPV literature, these social support systems, 

both romantic and non-romantic, are described as a critical component to the survivor’s 

recovery experience (Allen & Wozniak, 2010; Anderson et al., 2012; Flasch, 2016; 

Flasch et al., 2015; Hou et al., 2013; Lopez-Fuentes & Calvete, 2015; Lewis et al., 2015; 

Neustifter & Powell, 2015; Wuest & Merritt-Gray, 2001).  These positive support 

networks represent both formal (e.g., professional helpers, support groups) and informal 

(e.g., family, friends) non-romantic supports as well as the survivor’s ability to 

successfully navigate new romantic relationships (at their personal discretion) post-abuse.  

A total of 10 items described this factor within the original IPVRM. 

 Proposed factor 4: Transformational enhancement. Transformational 

enhancement refers to the larger existential changes in IPV recovery process that can be 

described by changes in spiritual and/or religious connectedness, social advocacy 

activities, and appreciation for life. Regarding spiritual and/or religious enhancement, 

many IPV survivors have endorsed increased connection to God and/or higher power 

within the recovery process – which often contributes to a deeper sense of meaning, 

purpose, and value.  Similarly, appreciation for life denotes the IPV survivor’s increased 

ability to embrace and appreciate the everyday aspects of life, including a deeper 

appreciation of the value of one’s own life and positive changes in priorities (Ai & Park, 
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2005; Tedeschi & Calhoun, 1996, 2004).  Lastly, social advocacy and activism refers to 

the IPV survivor’s increased desire to help other victims and survivors overcome their 

abuse pasts as part of their own recovery process (Dickerson, 2011; Flasch et al., 2015; 

Smith, 2003; Taylor, 2004; Ulloa et al., 2015). Comparable to the personal discretion of 

deciding whether to enter into new intimate relationships, social advocacy and activism-

related activities are not a requirement for positive IPV recovery in the long-term, but 

rather represent aspects of the recovery process that are reported by survivors across the 

IPV literature.  An initial total of 18 items described this factor within the original 

IPVRM. 

 Finally, DeVellis (2003) mentioned the importance of determining the purpose 

and use of the instrument in step one. The purpose of developing the IPVRM is to create 

an instrument to assess the experiences of IPV survivors in the long-term, which is 

currently lacking in the extant IPV literature.  This instrument will be useful for research 

purposes to be used in future studies examining the experiences of survivors recovering 

from past abuse. In practice settings, mental health professionals, IPV advocates, and 

other relevant stakeholders could use survivors’ responses to the IPVRM to inform 

interventions to support survivors in their recovery from past abuse. 

Step 2: Generate an Item Pool 

 DeVellis (2003) highlighted the importance of consulting the existing literature 

for theoretical guidance pertaining to the construct under investigation to guide the 

development of items. Both DeVellis (2003) and Lee and Lim (2008) stressed the 

importance of the item development stage within the scale construction process, as poorly 
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constructed items could produce errors related to instrument validity. Furthermore, 

DeVellis (2003) recommended that items also should reflect the scale’s purpose and be 

written in a way that considers grammatical clarity, redundancy, acquiescence, and 

reading difficulty level. Item development recommendations provided by Kline (2003) 

also helped guide the item development process for the IPVRM: each item should (1) 

deal with only one central idea, (2) be precise, (3) be brief, (4) avoid awkward wording or 

dangling constructs, (5) avoid irrelevant information, (6) present items in positive 

language, (7) avoid double negatives, (8) avoid terms like all and none, and (9) avoid 

indeterminate terms like “frequently” or “sometimes” (p. 34-35).   

 Quantity of items generated. DeVellis (2003) reported it is nearly impossible to 

specify the number of items included in the initial pool of items for a newly constructed 

scale; however, one should include significantly more items in the initial pool as 

compared to the final scale – as this practice serves as a “…form of insurance against 

poor internal consistency reliability” (p. 66). Specifically, DeVellis (2003) recommended 

it would not be uncommon to begin with an initial pool of items that is three to four times 

as large as the final scale and suggested that “…the larger the item pool, the better” (e.g., 

10-item scale might evolve from a 40-item pool; p. 66). For purposes of this study, the 

researcher’s goal involved generating approximately three times as many items needed 

for the final scale (i.e. approximately 20 items anticipated).  Subsequent analyses and 

steps in the scale development process were used to reduce the number of items as 

appropriate for the final measure. 
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Step 3: Determine Format for Measurement 

 DeVellis (2003) stressed the importance of determining the appropriate 

measurement format in tandem with the initial item generation phase. Additionally, 

DeVellis (2003) highlighted the importance of variability as a desirable quality of a 

measurement scale in its ability to distinguish differences among underlying variable 

attributes. Although utilizing a generous host of scale items helps improve potential 

variability, having numerous response options within items also enhances response 

variability. The proposed measurement format of the IPVRM included utilization of a 

Likert scale – a common measurement response format extensively used in instruments 

measuring opinions, beliefs, and attitudes – which is appropriate for the phenomenon 

being assessed by the IPVRM (i.e., long-term IPV recovery; DeVellis, 2003). The Likert 

scale will include an odd numbered response option format (i.e., 5-point scale) which 

allows for some degree of ambiguity, uncertainty, or neutrality in a participant’s response 

choice given the bipolar nature of the phenomenon being assessed (e.g., positive recovery 

experience versus negative recovery experiences; DeVellis, 2003). The response scale 

assessed the degree to which the respondent agrees with each statement as it applies to 

their recovery experience after the abusive relationship ended. The five response options 

were as follows: (1) Strongly disagree, (2) Disagree, (3) Neither agree or disagree, (4) 

Agree, (5) Strongly agree. 

 Since the IPVRM is a scale that ultimately measures positive recovery 

experiences, higher scores on the IPVRM reflected a higher level of long-term IPV 

recovery, given utilization of the same response format indicated above. However, 
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DeVellis (2003) recommended that in instances where items whose correlations with 

other items are negative, reverse-scoring should be considered. Thus, items where the 

anticipated response is expected to be negative, reverse-scoring was implemented (e.g., 

responses of 5 changed to 1, 4 to 2, and 3 to 1). Note, items labeled with an asterisk 

denote reverse-scored items (see Appendices A, C). 

 

Table 2. Sample Instructions and Proposed Item Response Format 

INSTRUCTIONS: Please rate the degree to which you agree experiencing the 

following change in your life after your past experience with intimate partner 

violence using the following scale: 

1 = Strongly disagree (SD) 

2 = Disagree (D) 

3 = Neither agree nor disagree (N) 

4 = Agree (A) 

5 = Strongly agree (SA) 

Example Item SD      D       N       A     SA 

I have a strong connection with spiritual and/or 

religious beliefs. 

 1        2        3        4        5 

 

 

Step 4: Expert Panel Review of Initial Items 

In this stage of the scale construction process, Lee and Lim (2008) recommended 

that scale developers complete the following tasks to enhance construct validity: (1) 

conduct content analyses and consult with domain experts, and (2) pilot items to identify 

potential problems with wording, as respondents might interpret some items differently 

due to systematic and/or non-systematic errors (p. 503). The expert item review of initial 

items generated for the IPVRM was two-fold. The first review round involved gaining 

initial feedback from the researcher’s dissertation committee chair and methodologist for 

general item clarity, grammatical correctness, reading level, redundancy, breadth/depth, 



68 
 

and appropriateness for the construct under investigation, as suggested by Worthington 

and Whittaker (2006) via open-ended written feedback. Based on this feedback, the 

researcher made item adjustments to improve overall item appropriateness and clarity.  

For specific item adjustment examples, compare the final list of items included in 

Appendix A against Appendix C. 

 The second portion of the expert review process involved a more rigorous round 

of review for item wording and conceptual clarity as recommended by the researcher’s 

dissertation chair.  Specifically, feedback from the second round of expert review was 

collected from a diverse group of IPV recovery content experts, including three counselor 

educators with research expertise in a wide range of IPV-related issues (e.g., recovery, 

stigma) and one member of a local VOICES Council – a committee comprised of IPV 

survivors who participate in and support community outreach and advocacy activities 

designed to increase IPV awareness and prevention efforts in the local community. Note, 

all members had professional experiences working with IPV survivors, either through 

research and/or clinical practice, and two members had personal experiences of past IPV 

in their own lives.  Using a Qualtrics survey to collect feedback electronically, experts 

were presented with each item (as listed in Appendix A), provided with a brief 

description of each of the overarching factors of long-term IPV recovery, and asked the 

following questions: (1) Is the wording of this item clear? Yes/No (2) Does this item 

make conceptual sense to be grouped in one of the respective factors of long-term IPV 

recovery (e.g., physical healing, psychological healing)? Yes/No, (3) If no, please provide 

comments that describe why.  
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Expert panel results.  Items for which the reviewer indicated “no” to one and/or 

both questions noted above were either reworded or dropped (see Appendix C for final 

list of initial items for the pilot and main study).  Per the instruction section included for 

the IPVRM, the researcher added the definition of “IPV recovery” per recommendations 

from one of the reviewers as well.  Furthermore, the researcher’s dissertation chair 

suggested adding more items to the Physical Healing factor, as only four items were 

included in the initial round of item development for expert review, to allow for a greater 

chance of factor separation in the Exploratory Factor Analysis for the main study. 

Also, per the researcher’s dissertation chair’s request, three open-ended questions 

were added to the final version of the IPVRM to help generate survivor-inspired 

empowerment quotes for the See the Triumph research campaign: (1) Is there anything 

else that you would like to share about your experiences that was not addressed 

previously in this survey? If so, please share that information here, (2) What message 

would you like to send to other survivors of abuse? and (3) What you do think have been 

the most important aspects of your recovery process from past abuse?  The request for the 

first initial round of feedback is included in Appendix A followed by the second portion 

in Appendix B. The final list of items included in the pilot and main study following the 

second round of expert panel review is included in Appendix C. 

Step 5: Validation of Item Inclusion 

 DeVellis (2003) recommended implementation of additional construct validation 

items during the initial phases of item development to determine if the instrument is in 

fact measuring the defined construct. Notably, controlling for potential threats to 
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instrument validity, including inattentive responding and social desirability concerns, 

should be evaluated to improve construct validation and prevent response bias (Manianci 

& Rogge, 2014; McKibben & Silvia, 2017; Meade & Craig, 2012). The following 

recommendations suggested by McKibben and Silvia (2017) were built into the IPVRM 

to further enhance the construct validity of the instrument. 

Inattentive responding. Inattentive responding can pose a major threat to self- 

 

report scales, particularly measures participants respond to online as opposed to in-person  

 

(Johnson, 2005). McKibben and Silvia (2017) highlighted that inattentive responders may 

 

 “…add noise to data, reduce statistical power and effect sizes, or render an instrument  

 

invalid” (p. 58). Researchers have found that not many items are needed to differentiate  

 

between attentive versus inattentive participants with utilization of tools such as an  

 

inattentive responding scale, survey time, and a single directed response item (Maniaci & 

 

Rogge, 2014; McKibben & Silvia, 2017). Thus, to address inattentive responding, which  

 

poses the most threat to a scale’s potential construct validity, the researcher integrated  

 

four reverse-scored items that maintained the opposite expected effect or outcome in an  

 

aspect of each of the four proposed conceptual factors – thus, indicating inattentive  

 

responding.  These items are included in Appendix C and in Table 3 below. 

 

 

Table 3. Inattentive Responding Items (Reverse-Scored) 

 SD      D      N      A       SA 

I feel emotionally weak.   1        2       3      4         5 

I feel unsafe in non-romantic relationships   1        2       3      4         5 
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I still have injuries and illnesses as a result of my 

previous abuse that affect me. 

  1        2       3      4         5 

I do not want to make a difference in the lives of 

others. 

  1        2       3      4         5 

 

 

Social desirability. Participants’ tendency to present in an overly positive or 

favorable manner, most often for social approval and/or individual motives in self-report 

surveys, has been referred to as social desirability responding (Crowne & Marlowe, 

1964). Researchers emphasize that participants’ personal reactions and motives also 

influence self-report response patterns, which can lead to additional noise, biased 

responses, and systematic errors that could compromise construct validity (Hart, Richie, 

Hepper, & Gebauer, 2015; McKibben & Silvia, 2017). To control for social desirability 

responding, Meade and Craig (2012) discussed the integration of a Social Desirability 

Scale (SDS) to detect respondent’s tendency to select or endorse “unlikely virtues” that 

would be considered true for any single individual.  In addition to controlling for 

inattentive responding, the researcher controlled for social desirability responding by 

integrating the Balanced Inventory of Desirable Responding Short Form (BIDR-16), a 

16-item, psychometrically validated short version of the 40-item Balanced Inventory of 

Desirable Responding which incorporates Self-Deceptive Enhancement (honest, but 

overly positive responding) and Impression Management (bias towards pleasing others) 

items to address the issue of social desirability responding when time is limited using a 7-

point Likert scale response format (Hart et al. 2015). Note, the BIDR-16 was 

incorporated within the IPVRM to detect social desirability responding with the original 
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7-point Likert scale (1 = Not true to 7 = Very true) adjusted to a 5-point Likert scale in 

order to keep response formatting options consistent for participant responding within the 

online survey (i.e. 1 = Strongly disagree to 5 = Strongly agree), but was not incorporated 

into the final scoring of the IPVRM.  Instead, the researcher evaluated these items 

separately using multiple regression analysis, apart from the overall scores of the 

IPVRM, to detect the impact of social desirability responding on IPVRM responses. The 

complete version of the BIDR-16 is included in Appendix I. 

Step 6: Administer Items to a Development Sample  

 In the final stage of the instrument development process, DeVellis (2003) 

indicated that items should be administered to a target sample for evaluation. According 

to Lee and Lim (2008), conducting factor analysis (both exploratory and confirmatory 

factor analysis) and assessing the psychometric properties of the new scale (e.g., 

reliability and validity estimate) are critical steps in developing construct validity (p. 

506). The selected evaluation process for the IPVRM was conducted via Exploratory 

Factor Analysis (EFA) to determine the underlying factor structure of the newly 

constructed scale, which is detailed in the Data Analysis section below. Additionally, the 

researcher outlined the primary details of the methodology for the main study and pilot 

study in the subsections below. 

 Participants. The researcher utilized purposive, convenience sampling and 

snowball sampling methods to recruit necessary participants for the study. Participant 

eligibility criteria included the following: (1) any adult (i.e., 18 years or older) who 

identifies having been in a previous intimate relationship where some form IPV was 
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present (i.e., physical, emotional/psychological and/or sexual abuse), (2) the participant 

must identify the abusive relationship concluded at least one year prior to the time of the 

study and (3) the participant must be able to respond to the survey using the English 

language. Note: While more substantive psychological growth and positive IPV recovery 

is generally expected over a longer-term timeline following the last traumatic event (e.g., 

two years or more), the criterion to have been out of any abusive relationship for at least 

one year was selected to allow for diversity in the timing of participants’ experiences of 

past abuse within the sample. 

 In order to reach the targeted sample population (i.e., long-term IPV survivors) 

participants were primarily recruited via See the Triumph – a research-based public 

awareness campaigned facilitated through Facebook social media designed especially for 

IPV survivors to address issues such as IPV recovery, stigma, and empowerment 

(https://www.facebook.com/seethetriumph/) through Facebook boost targeting and 

utilization of supplemental social media platforms, such as Twitter and Instagram. 

According to the campaign’s founders, See the Triumph is the result of research studies 

with survivors of past abusive intimate relationships who have been free from any 

abusive situations for at least two years (See the Triumph, 2018).  The campaign is 

designed to address all forms of intimate partner violence, including sexual violence, 

violence in heterosexual relationships, and violence in same-sex relationships (See the 

Triumph, 2018). Presently, See the Triumph maintains a strong membership following of 

IPV survivors at approximately 4,000 followers on Facebook worldwide, as well as 

annual web-site traffic of over 100,000 unique visitors per year (C. Murray, personal 

https://www.facebook.com/seethetriumph/
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communication, October 11, 2018). Along with the researcher’s dissertation chair (also 

co-founder of See the Triumph), the researcher invested a total of $120 in boosted 

Facebook postings between November 2018 and January 2019.  Through boosted 

Facebook post targeting, the researcher maintained the option to reach a wider range of 

potentially eligible participants by targeting the online survey to a specific audience (e.g., 

people who like See the Triumph, people who like See the Triumph and their friends, and 

people chosen through targeting/advertising to a specific target audience). 

 Additionally, the researcher utilized supplementary strategies to ensure generation 

of an adequate sample size for the proposed study, including public recruitment of 

eligible participants via publicly-available domestic violence-related Facebook groups. 

Note, the researcher only posted the main study link directly on publicly-available pages 

or groups, as these pages do not require formal permission to post.  Additionally, the 

researcher sent direct messages to request that any willing page and/or group 

administrator post the research notice. 

Finally, the researcher utilized personal and professional contacts in the local and 

regional community for recruitment purposes as well (e.g., Women’s Resource Center of 

Greensboro, Family Solutions, PLLC, North Carolina Coalition Against Domestic 

Violence, her VOICE: Ladies Leading Ladies, Mental Health Association of 

Greensboro). Specifically, the researcher emailed leaders of the organizations listed 

above requesting permission for disseminating the research notice about the study 

through their respective networks and communication platforms via email listservs and 

flyer postings.   
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 Target sample size.  Across the scale construction literature, consistent 

consensus recommendations regarding setting a priori sample size for instrument 

development studies are virtually non-existent (Anthoine, Moret, Regnault, Sebille, & 

Hardouin, 2014; DeVelllis, 2003; Mvududu & Sink, 2013). In a comprehensive literature 

review (i.e., 114 relevant articles) of sample size used to validate the psychometric 

soundness of newly constructed scales, Anthoine et al. (2014) found the median sample 

size was 121 with a minimum of 30 and a maximum of 725 with a median participant-to-

item ratio of 4.  Furthermore, in Exploratory Factor Analysis (EFA) studies, the 

researchers found that items had high communalities (which substantially reduces the 

influence of sample size due to strong data elements) with a median sample size of 191 

and a median participant-to-item ratio of 6 (Anthoine et al., 2014).  

 Similar to the lack of consensus regarding the number of initially generated items, 

a lack of general consensus also exists with respect to target sample size. However, 

general recommendations regarding target sample size for EFA suggest a larger 

participant pool to eliminate subject variance (DeVellis, 2003). Target sample size for the 

proposed study followed participant-to-item ratio recommendations across the EFA 

literature (e.g., 5-10 participants per 1 item; Anthoine et al., 2014; DeVellis, 2003; 

MacCallum, Widaman, Zhang, & Hong, 1999; Mvududu & Sink, 2013; Tinsley & 

Tinsley, 1987) combined with traditional power calculations that generate ideal target 

sample size.  Per power calculations completed via Qualtrics 

(https://www.qualtrics.com/blog/calculating-sample-size/) denoting a population size of 

4,000 from the primary target population pool (i.e., See the Triumph), a 95% confidence 

https://www.qualtrics.com/blog/calculating-sample-size/
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level, and a 6% margin of error, an ideal sample size of 251 participants was generated. 

Although the exact number of items for the final instrument was not determined a priori, 

the primary researcher aimed for the final instrument to include approximately 20 to 25 

items in total, which further confirmed an ideal sample size of approximately 250 

participants.  If the ideal target sample size proved to be problematic from a recruitment 

perspective given the researcher’s expected timeline, the target sample size could be 

reduced to a minimum of 187 participants per revised power calculations with a 7% 

margin of error with all other parameters described above remaining the same. 

 Measures. With respect to increasing further evidence for construct validity, 

including convergent and divergent validity, the researcher utilized additional construct 

validation measures to ensure proper validation of the IPVRM. Specifically, the 

researcher employed three separate measures – (1) the Posttraumatic Growth Inventory 

(PTGI) to assess for convergent validity (e.g., higher PTG = higher IPV recovery), (2) the 

Kessler Psychological Distress Scale (K10) to assess for divergent validity (e.g., higher 

psychological distress = lower IPV recovery) and (3) the Posttraumatic Stress Inventory 

Short Form (PTSD-8) to also assess for divergent validity (e.g., higher PTSD symptoms 

= lower IPV recovery), all of which provide evidence of satisfactory validity and 

reliability. Note, the K10 and the PTSD-8 were utilized for divergent validity purposes as 

most negative mental health consequences cited across the IPV literature (as discussed in 

Chapter Two) include symptoms related to depression, anxiety, and PTSD. The 

psychometric soundness and potential limitations of these measures are discussed further 

in the subsections below. 
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 IPVRM. The larger, initial version of the IPVRM (56 items total), as developed 

by the researcher (Kelly, 2018), was administered online to the targeted sample to assess 

the internal factor structure of the IPVRM - namely its ability to measure the construct of 

“long-term IPV recovery.” Participants responded to items utilizing a 5-point Likert scale 

endorsing various levels of long-term IPV recovery domains from 1 (Strongly disagree) 

to 5 (Strongly agree).  Furr (2011) pointed to the importance of determining the 

appropriate scale of measurement particularly for instruments that measure psychological 

phenomena, as use of interval scale measurements and relevant scoring procedures is 

debatable. Furr (2011) explicitly called attention to assessing whether a scale produces 

scores at an interval level of measurement where the underlying psychological difference 

between scores is constant across the entire range of scores (p. 14). Generally, researchers 

treat Likert-type scales, such as the scale used for the IPVRM, as an interval scale of 

measurement where scores are aggregated and summed into sub-scale and total scale 

composite scores (i.e., continuous scoring method). However, simply summing factor 

scores would not account for the strength (or lack of strength) for each item (DiStefano et 

al., 2009). Thus, the researcher may utilize a weighted scoring strategy in the final 

measure where the factor loading of each item is multiplied to the scaled score for each 

item before summing (DiStefano et al., 2009). 

 As previously discussed, the IPVRM incorporated a total of four items to assess 

the level of inattentive responding (included and reverse-scored within the IPVRM prior 

to the EFA) and 16 additional items to assess the level of social desirability responding 

via the BIDR-16 (scored separately from the IPVRM). Both inattentive responding and 
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social desirability responding items appeared randomly within the IPVRM.  As noted 

above, social desirability items (i.e., BIDR-16) were not factored into IPVRM scores, but 

were evaluated separately via multiple regression analysis to determine if social 

desirability responsiveness appeared to be a concern. Inattentive responding items were 

included within the content of the IPVRM (as distinguished items) and were reverse-

scored prior to the EFA.  The final list of initial items used for the pilot and main studies 

is included in Appendix C. Although IPVRM items listed in Appendix C are organized 

by overarching factor, items were organized in a random fashion in the online platform 

(i.e., Qualtrics) to prevent potential response-bias based on similar items appearing in the 

same proposed factor category (see Appendix T). 

 PTGI.  Tedeschi and Calhoun’s (1996) Posttraumatic Growth Inventory (PTGI) 

was used to establish estimates of convergent validity via calculation of correlation 

coefficients with the IPVRM. Ultimately, the researcher expected PTGI scores to be 

positively correlated with IPVRM scores (i.e., more IPV recovery = more PTG). The 

PTGI is a 21-item assessment designed to measure an individual’s perception of positive 

change (i.e., Posttraumatic Growth) following a traumatic event. According to instrument 

developers, the PTGI appears to have utility in assessing an individual’s success in 

coping in the aftermath of trauma, specifically as it relates perceptions of self, others, and 

the meaning of events (Tedeschi & Calhoun, 1996). Originally developed through use of 

college student samples (n = 604), the inventory consists of five subscale domains: (1) 

personal strength (e.g., self-reliance, self-acceptance), (2) new possibilities (e.g., new 

interests, new opportunities) (3) relating to others (e.g., closeness with others, willingness 
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to express emotions), (4) appreciation of life (e.g., life priorities, appreciation of self-

value) and (5) spiritual change (e.g., increased understanding of spiritual matters, 

stronger religious faith).  

 Participants were prompted to indicate the degree to which a specified change 

occurred in their life as a result of the crisis event on a 6-point Likert scale ranging from 

“I did not experience this change as a result of my crisis” (scored 0), to “I experienced 

this change to a very great degree as a result of my crisis” (scored 5).  The PTGI is scored 

by summing all responses.  Individual subscale scores are determined by summing 

responses to items on each factor: (1) Relating to Others (items 6, 8, 9, 15, 16, 20, 21), 

(2) New Possibilities (item 3, 7, 11, 14, 17), (3) Personal Strength (item 4, 10, 12, 19), (4) 

Spiritual Change (item 5, 18), and (5) Appreciation of Life (items 1, 2, 13). Note, higher 

scores indicate higher levels of posttraumatic growth. Reliability and validity of the PTGI 

includes a Cronbach’s alpha coefficient of α = 0.90 for the total scale, with subscale 

ranging from α = 0.67, a relatively low reliability score, to α = 0.85.  

From an internal consistency standpoint, Cronbach’s alpha coefficients for the 

subscales are satisfactory overall, including α = 0.85 for “Relating to Others”, α = 0.84 

for “New Possibilities”, α = 0.72 for “Personal Strength,” α = 0.67 for “Appreciation of 

Life,” and α = 0.85 for “Spiritual Change” (Tedeschi & Calhoun, 1996). Scale developers 

reported Pearson product-moment correlations among the factors ranged from r = 0.27 to 

r = 0.52 and the correlations of the factors with the PTGI ranged from r = 0.62 to 0.83 

(Tedeschi & Calhoun, 1996). Subsequent investigations of the psychometric properties of 

the PTGI found similar results where Cronbach’s alpha for the total PTGI score was α = 
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0.94 in clinical adult and active military populations. Similarly, each of the five factors 

demonstrated moderate to high internal consistency ranging from α = 0.79 to 0.87 (Lee, 

Luxton, Reger, & Gahn, 2010; Taku, Cann, Calhoun, & Tedeschi, 2008).  

 Related to convergent validity interpretation, the researcher should take note 

of the limits of the clinical application of PTGI scores, as the original measure was 

normed on college students as opposed to clinical populations. At the same time, the 

PTGI has been utilized in several quantitative investigations of psychological growth in 

IPV survivors specifically, thus pointing to the relevance of its use in this study as a 

convergent validity measure in this study (Ulloa et al., 2015).  The developers of the 

PTGI note that there is no charge for the reproduction of the scale for use in research. 

However, in reciprocation, the scale developers request that researchers send a gratis 

copy of any manuscripts, theses, dissertations, research reports, preprints, and 

publications prepared in which the PTGI, or any version of it, is used. The complete 

version of the PTGI is included in Appendix G combined with a direct response from 

Richard Tedeschi granting permission to use the scale. 

 Kessler psychological distress scale.  The Kessler Psychological Distress Scale 

(K10; Kessler et al., 2002) represented one of two measures used to assess the divergent 

validity of the IPVRM.  The researcher expected K10 scores to be negatively correlated 

with IPVRM scores (i.e., higher K10 scores = lower IPV recovery). The K10 is a 10-item 

questionnaire designed to assess global psychological distress based on self-reported 

depression and anxiety symptomology in the most recent four-week period (Kessler et al., 

2002).  Primarily used in clinical settings, the K10 represents a desirable method of 
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assessing a patient’s current condition with respect to psychological functioning. 

According to scale developers, the K10 possesses strong precision in the 90-99th 

percentile range of the population distribution (i.e., standard errors of standardized scores 

in the range of 0.20 – 0.25) in addition to consistent psychometric properties across major 

sociodemographic subsamples (Kessler et al., 2002, p. 959). Furthermore, the K10 

demonstrates strong discrimination properties between clinical cases and non-clinical 

cases of anxiety and depression as outlined by the Diagnostic and Statistical Manual of 

Mental Disorders, 4th edition (DSM-IV), making the K10 attractive for use in general 

purpose health surveys (e.g., governmental health surveys in the U.S. and Canada, WHO 

World Mental Health Surveys; Kessler et al., 2002). A complete version of the K10 is 

included in Appendix F. 

 Scoring the K10 involves summing the numbers attached to each respondent’s ten 

responses; thus, scores on the instrument range from 10 to 50 (Andrews & Slade, 2001). 

Interpretations of scale scores are as follows: (1) scores under 20 are likely to be well, (2) 

scores from 20-24 are likely to have a mild mental disorder, (3) scores from 25-29 are 

likely to have a moderate mental disorder, and (4) scores 30 and over are likely to have a 

severe mental disorder (Andrews & Slade, 2001).  No formal request to use the K10 is 

needed; however, scale developers request appropriate reference citation for the 

following article, “Screening for serious mental illness in the general population” per 

instructions from the official K10 website for the National Comorbidity Survey 

(https://www.hcp.med.harvard.edu/ncs/k6_scales.php; Kessler et al., 2003). 

https://www.hcp.med.harvard.edu/ncs/k6_scales.php
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 PTSD-8. The PTSD-8 originally derived from the first 16 items of the Harvard 

Trauma Questionnaire Part IV (HTQ), a 30-item scale that assesses DSM-IV symptoms 

and culture-specific symptoms associated with Posttraumatic Stress Disorder (PTSD; 

Hansen, Andersen, Armour, Elklit, Palic, & Mackrill, 2010). Similar to the HTQ, the 

PTSD-8 assesses key symptomology associated with PTSD based on the results of 

previous factor analytic research noting dysphoria-related items as less specific to PTSD 

given its relationship to more general psychological distress associated with anxiety and 

depression (Hansen et al., 2010). Specifically, the PTSD-8 utilizes three primary factors 

associated with each one of the PTSD symptom clusters denoted in the DSC-IV: (1) 

intrusive symptoms (items 1-4), (2) avoidance symptoms (items 5-6), and (3) 

hypervigilance symptoms (items 7-8). Items are scored on a 4-point Likert scale 

including the following: (1) not at all, (2) a little, (3) quite a bit, and (4) all of the time. 

Scores are then summed together to generate an overall score for symptom severity. A 

PTSD diagnosis is not rendered unless criteria denoted in all three symptoms clusters are 

met. See Appendix J for the full PTSD-8 scale and scoring procedures. 

 Scale developers noted good psychometric properties in three independent 

samples of whiplash patents (n = 1,710), rape victims (n = 305), and disaster victims (n = 

516), including strong internal consistency reliability as measured by Cronbach’s alpha 

for the aforementioned samples (α = 0.83, 0.84, and 0.85, respectively). Additionally, the 

eight items achieved an explained variance of the full scale HTQ range (adjusted R2  = 

0.80-0.87) indicating a high correlation between the two scales across type of traumatic 

exposure and exposure severity (Hansen et al., 2010, p. 107). According to scale 
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developers of the PTSD-8, deriving the PTSD diagnosis involves using a combination of 

one and/or multiple symptoms from each PTSD sub-scale as opposed to using a fixed 

cut-off score which contributes to a good overall performance and well-balanced 

relationship between sensitivity, specificity, positive predictive power, and negative 

predictive power (Hansen et al., 2010, p. 107). Lastly, it should be noted that the PTSD-8 

works proficiently in trauma samples across various populations characterized by 

different periods of time elapsed post-trauma, which makes sense for the timing 

implications of IPV recovery discussed above (Hansen et al., 2010, p. 107).  The Hansen 

et al. (2010) study is licensed under the terms of the Creative Commons Attribution Non-

Commercial License (http://creativecommons.org/licenses/by-nc/3.0/) which permits 

unrestricted, non-commercial use, distribution and reproduction in any medium, provided 

the work is properly cited.  

 BIDR-16. The Balanced Inventory of Desirable Responding Short Form (BIDR-

16) was originally derived from the 40-item, Balanced Inventory of Desirable 

Responding (BIDR) developed by Paulhus (1991, 1998) to detect participants’ tendencies 

to provide responses that “…create a socially desirable image” in self-report measures 

(Hart et al., 2015, p. 2). The original BIDR operationalizes a two-factor construct 

structure, including (1) Impression Management (bias towards pleasing others) and Self-

Deceptive Enhancement (honest, but overly positive responding (Paulhus, 1991, 1998). 

Due to the length and impracticality of the 40-item BIDR, Hart and colleagues (2015) 

utilized Confirmatory Factor Analysis to develop the short version of the BIDR, which 

yielded a 16-item, two factor model based on the original two-factor construct structure 

http://creativecommons.org/licenses/by-nc/3.0/
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discussed above with results suggesting a close fit to the data [χ2 (103, N = 670) = 

405.60, GFI = .92, CFI = .90, RMSEA = .07 (90% CI = [.06, .08]), SRMR = .06].  

Ultimately, Hart et al. (2015) asserted that results from their research provide evidence 

that scores on the BIDR-16 are psychometrically sound with respect to reliability and 

validity and represent an equitable alternative for the lengthier BIDR-40 in studies where 

assessment length is a concern.  Furthermore, scale developers noted that the BIDR-16 is 

brief enough to decrease fleeting errors that may result from participant boredom or 

fatigue, but long enough for participants to assume a proper mindset for accurate 

responding (Hart et al., 2015).  

Procedures. First, the researcher obtained Institutional Review Board (IRB) 

approval to officially conduct the proposed study. Following IRB approval, the 

researcher initiated commencement of the study beginning with the outlined recruitment 

strategies discussed above following final proposal approval. Participants were directed 

to a secure Qualtrics survey link requesting electronic participation the study. First, 

participants were screened for eligibility.  Eligible participants were then asked to view 

and endorse electronic informed consent form (see Appendix E) notifying and informing 

each participant of the purpose of the study. After thoroughly reading the document, 

participants were asked to electronically endorse formal consent for participation in the 

study.  

Next, participants were directed to complete a brief, demographic form (see 

Appendix T) followed by completion of the IPVRM, K10, PTSD-8, and PTGI. Estimated 

time of completion was projected to be approximately 20-30 minutes and participants 
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were permitted to end their participation in the study at any time.  Upon completion of 

the study, participants were thanked for their time and participation in the study and 

asked to forward the study link to other potentially eligible participants.  Regarding 

incentivizing subject participation, participants were informed that six, $25 Amazon gift 

cards would be awarded at random for participants who completed the fully study.  

Additionally, the researcher informed participants that a $150 donation (made by the 

researcher) would be made to the National Coalition Against Domestic Violence if the 

researcher’s target sample size (i.e., 250 participants) was reached by January 15, 2019. 

To minimize potential emotional distress, all prospective participants, both eligible and 

ineligible respondents, received a list of four national organizations that provide 

resources related to mental health support. These national organizations will include (1) 

the National Coalition Against Domestic Violence (http://www.ncadv.org/), (2) the 

National Domestic Violence Hotline (1-800-799-SAFE), (3) the Suicide Prevention 

Lifeline (1-800-273-8255), and (4) the SAMHSA National Helpline (1-800-662-HELP). 

Step 7: Evaluate Items via Psychometric Testing and Factor Analysis 

 Exploratory factor analysis. As presented above, the primary research question 

sought to determine evidence for the internal factor structure of the IPVRM (e.g., 

construct validity of long-term IPV recovery). According to Watson (2017), Exploratory 

Factor Analysis (EFA) represents a viable data analysis option for determining the 

internal structure of a measure. In the sections below, the researcher utilized suggested 

best practices for establishing evidence for internal structure as distinguished by 

http://www.ncadv.org/
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Exploratory Factor Analysis (Costello & Osbourne, 2005; Fabrigar et al., 1999; Watson, 

2017; Watkins, 2018). 

 Multivariate statistical methods were utilized via the Statistical Package for the 

Social Sciences (SPSS) to perform Exploratory Factory Analysis on the IPVRM. As 

suggested by Watson (2017), the first step of EFA was to determine factorability by 

examining the intercorrelations of the item variables (e.g., intercorrelation matrix). 

Watson (2017) asserted that an intercorrelation matrix is considered favorable when the 

majority of calculated correlation coefficients are in the moderate range (e.g., r = 0.20 – 

0.80). Statistical options suggested for examining the factorability of the intercorrelation 

matrix include the Kaiser-Meyer-Olkin test and Bartlett’s Test of Sphericity (Watson, 

2017). 

 Factor extraction. Osbourne (2015) indicated that EFA assesses only the shared 

variance from the statistical model each time a factor is created, allowing the unique 

variance and error variance to remain in the model (p. 2).  Factor extraction was 

completed to separate the shared variance of a variable from its unique variance and error 

variance to determine the underlying factor structure of the construct being measured 

(Costello & Osbourne, 2005). Researchers suggest that maximum likelihood (ML) and 

principal axis factoring (PAF) should be the primary factor extraction methods in EFA 

(Fabrigar et al., 1999; Watson, 2017). Fabrigar et al. (1999) described maximum 

likelihood as a preferred extraction method if data are relatively normally distributed due 

to the method’s ability to provide several indexes of goodness of fit, statistical tests of 

factor loadings, and computations of intercorrelations among factors. On the other hand, 
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principal axis factoring should be utilized if data are not normally distributed (Watson, 

2017). 

 Factor rotation.  To help clarify and simplify the results of the factor analysis, 

factor rotation was implemented per guidelines suggested by Watson (2017): (1) Kaiser 

Greater-Than-One Rule Criterion and (2) scree test. Per Kaiser’s rule, only factors with 

eigenvalues greater than 1.0 should be retained for rotation and interpretation, as these 

eigenvalues “…represent factors contributing to a higher than average percentage of the 

communal variance and should be retained” (Watson, 2017, p. 234). Furthermore, the 

scree test was used in conjunction with Kaiser’s rule to identify factors for retention by 

examining the plot of eigenvalues against the extracted factors in descending order of 

magnitude, where factors to the left of the plot’s “elbow” will be retained for rotation 

(Watson, 2017). Simply put, the term “rotation” is used to describe the rotation of the 

axes in the plot of eigenvalues so that clusters of items fall as closely as possible to the 

centroid of each cluster variables, making the factor loading pattern much clearer for 

interpretation (Osbourne, 2015). 

 Interpretation.  In the fourth step, the researcher utilized a factor-loading matrix 

to determine the simple structure of the initially extracted factors for more reliable 

interpretation (Watson, 2017). Given the expectation that factors would be correlated to 

each other based on existing theoretical research on IPV recovery-related variables, 

oblique rotation (e.g., direct oblimin) was used per recommendation by Watson (2017). 

Next, the researcher determined which items to represent each factor per 

recommendations provided by Watson (2017): (1) variable communality evaluation 
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where values between 0.40 and 1.0 should be retained, (2) interpret factor loadings 

associated with each variable where loadings less than 0.32 should be deleted from the 

factor, (3) cross-loading (variables that load strongly on two or more factors) variables 

should be assigned to the factor with the highest loading, (4) squared loading variables 

should be examined and (5) name the factors in accordance with information that 

sufficiently assesses the variable being captured. 

 As summarized by Lee and Lim (2008), multiple items in the initial instrument 

pool were deleted, leaving only remaining items that strongly correlated with the factors 

identified in the EFA. Lastly, the psychometric properties of the final scale were tested by 

examining estimates of reliability (e.g., internal consistency reliability) and various 

estimates of validity (e.g., convergent and discriminant validity; Lee & Lim, 2008). Lee 

and Lim (2008) noted a secondary step of the process to include Confirmatory Factory 

Analysis (CFA) for cross-validation of the factor structure if another sample is available; 

however, for purposes of this study, only EFA was conducted.  

 Psychometric testing. Per research questions two through three, the researcher 

tested the psychometric properties of the IPVRM, including estimates of convergent 

validity, divergent validity, and internal consistency reliability. In assessing for 

convergent validity, the researcher computed the correlation coefficient (e.g., Pearson 

correlation coefficient, r) between scores from the IPVRM and the PTGI where a 

significant and positive correlation was expected (e.g., more recovery = more PTG). 

Secondly, the researcher computed Pearson’s r between scores from the IPVRM and the 

K10 and PTSD-8 respectively where negative correlation was expected (e.g. more 
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recovery = less mental health symptoms). Finally, the researcher computed correlation 

coefficient alphas to assess the degree of homogeneity or internal consistency among the 

set of items in the IPVRM, namely among each of the proposed four-factor domains of 

the scale: (1) physical healing, (2) psychological healing, (3) relational development, and 

(4) transformational enhancement where a coefficient alpha of 0.70 or higher is most 

desirable per social science research (Lee & Lim, 2008). 

Optimize scale length. DeVellis (2003) recommended optimizing scale length in 

the final steps of the scale construction process in instances where Cronbach’s alpha 

coefficients are above 0.90 or when factor loadings are above 0.85 on certain items. If 

these indicators are present, redundancy of items is deemed to be present, thus repetitive 

items are suggested to be dropped to minimize scale length (DeVellis, 2003). 

A Priori Limitations 

 Perhaps the most noteworthy a priori limitation of this study involved the targeted 

sample population. Specifically, the researcher’s primary recruitment strategy involved 

the recruitment of participants via online social media platforms (i.e., See the Triumph).  

Thus, expected participants were those survivors who first, had access to technology-

based equipment (e.g., computer, internet), and second, who had some level of 

knowledge, interest and/or engagement in various social media platforms (e.g., Facebook, 

Twitter, Instagram). While other recruitment strategies were utilized (e.g., use of face-to-

face recruitment flyers, email listservs), the primary recruitment strategy contributed to a 

priori limitations pertaining to the generalizability of results based on those targeted 

participants who complete the study (e.g., limited demographic generalizability). 
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 Secondly, the study was only available in the English language at this time, thus 

limiting responses from survivors who may have otherwise been eligible for the study.  

Due to existing language barriers, the automatic exclusion of non-English speakers 

limited the generalizability of results to English speakers only, which may have different 

implications compared to non-English speakers. 

Pilot Study 

 Following development of initial IPVRM items and prior to formal administration 

and testing with the full sample, the researcher conducted a pilot study following the 

procedures described above with a smaller target sample. 

Target Sample 

 The researcher aimed to utilize a convenience sample of 20-25 anonymous 

participants of IPV survivors to facilitate the pilot study. These participants were 

recruited from three separate community agencies known through the researcher’s 

personal and professional network: (1) a local, not-for-profit agency focused on building 

safe and healthy families in the surrounding community that specifically addresses and 

serves clients impacted by IPV (Family Services of the Piedmont), (2) The UNCG 

Campus Violence Resource Center – a safe, single point of access for any UNCG 

community member impacted by campus violence, and (3) the Guilford County Family 

Justice Center – a “one-stop shop” for servicing victims of domestic violence, sexual 

assault, child abuse, and elder abuse.  Supplemental, IRB-approved recruitment strategies 

were added following original IRB approval which requested personal contacts of the 

researcher posting the pilot study survey to their personal Facebook pages. A final total 
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of 23 participants were recruited for the pilot study, which reflected the researcher’s 

target sample recruitment goal for the pilot portion of the dissertation study (e.g., 20-25 

participants). Participants were prompted to voluntarily enter their personal contact 

information for entry into a drawing for a $50 Amazon gift card as an incentive for 

participation in the pilot survey. The researcher randomly selected one participant as the 

winner of this incentive and delivered the $50 Amazon gift card to the selected recipient 

via email.  

Goals of the Pilot Study 

 Given the small sample size noted for the pilot study, full EFA analyses and 

comprehensive psychometric testing were not be performed in the pilot study. Rather, the 

researcher’s major goals of the pilot study included the following: (1) examining 

statistically weak items to be flagged for potential removal, (2) identifying possible 

weaknesses in sampling or measurement procedures, (3) obtaining participant feedback 

regarding item clarity, (4) assessing ease of technological use, and (5) gauging duration 

of time needed to complete the study. Table 4 below outlines the pilot study questions 

included to gain participant feedback to be integrated for the main study. These pilot 

study results were used to improve the methodology of the proposed study once the 

IPVRM is distributed among participants for the main study and comprehensive EFA 

analyses. 
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Table 4. Pilot Study Questions 

 

1. Survey items were worded clearly? 

Strongly agree 

Somewhat agree 

Neither agree nor disagree 

Somewhat disagree 

Strongly disagree 

2. How long did it take you to complete the survey (in minutes)? 

3. The technology platform used for the survey was easy to use. 

Strongly agree 

Somewhat agree 

Neither agree nor disagree 

Somewhat disagree 

Strongly disagree  

4. How did you hear about the survey? 

5. What else could be improved or changed in this survey? 

 

 

Pilot Study Results 

Pertaining to survey item clarity, 15 participants responded in total. Seven 

participants (46.67%) indicated that they “strongly agreed” to survey items being worded 

clearly. The remaining eight participants (53.33%) indicated that they “somewhat agreed” 

to survey items being worded clearly.  Of the 15 responses received for the second 

question, “How long did it take you to complete the survey (in minutes),” participants 

indicated an average length of 20.67 minutes to complete the survey.  With respect to the 

technological ease of use of the web-based platform (i.e., Qualtrics), 16 participants 

responded in total. Twelve (75%) participants indicated they “strongly agreed” that the 

technology platform used for the survey was easy to use. Three participants (18.75%) 
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indicated they “somewhat agreed” that the technology platform used for the survey was 

easy to use, and only one participant (6.25%) indicated they “strongly disagreed” that the 

technology platform used for the survey was easy to use.   

 Of the 15 responses received for the fourth question, “How did you hear about the 

survey,” 13 participants (86.67%) indicated they heard about the survey through a 

Facebook post. One participant (6.67%) indicated they heard about the survey through “a 

friend,” and one other participant (6.67%) indicated they heard about the survey through 

“…a flyer posted at Family Service of the Piedmont.”  Finally, regarding the last 

question, “What else could be improved or changed in this survey,” seven participants 

provided the following feedback primarily pertaining to item clarity and response 

options: (1) “nothing I can think of”; (2) “seeing the written responses to be able to 

review and edit”; (3) “maybe asking about coping mechanisms to get through bad times”; 

(4) “the option for education ‘other (please specify)’ does not provide a place to write in 

other education received”; (5) “maybe a question specifically about anxiety. I’m 

constantly anxious, like tear my skin off anxious”; (6) “give same multiple-choice 

options for most recent relationship to all past relationships”; and (7) “the wording in part 

3 didn’t make much sense to me. It mentioned the word ‘crisis’ in the instructions, but 

then that term didn't appear in any questions. If I remember correctly, that meant it wasn't 

totally clear what timeframe I was supposed to be answering for.” 

Main Study Changes Based on Pilot Findings 

 Based on pilot study results and further recommendations provided by the 

researcher’s dissertation committee, the following changes were made to the main study.  
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First, the measures included in the survey were re-ordered as follows: (1) Demographics, 

(2) IPVRM, (3) PTSD-8, (4) K10, (5) PTGI, and (6) final open-ended questions for 

purposes of prioritizing the completion of the IPVRM (which denotes the main objective 

of the study) and strategically organizing study measures in a trauma-informed fashion, 

beginning and ending with the more strengths-focused measures with the more 

pathologically-focused measures structured in the middle of the survey. Next, to address 

survey length, IPVRM instructions were shortened within the survey. Related to 

increased participant engagement and retention, encouraging reminders were added 

within various sections of the survey between measures along with an updated progress 

indicator.
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CHAPTER IV 

RESULTS 

 

 

In Chapter Three, the researcher outlined the methodology of the proposed 

dissertation study, including specific steps of the instrument development process for the 

IPVRM, research questions and respective hypotheses, and the data analysis plan. 

Furthermore, a pilot study was conducted to help inform best practices for implementing 

the main study to the targeted sample population.  In this chapter, the results of the data 

analyses introduced in Chapter Three are reported in the following manner: (1) 

participant descriptive statistics, (2) results of hypotheses testing, and (3) a summary of 

results. 

Description of Participants 

Five hundred and ninety-one participants began the study, but 203 did not 

complete the study from start to finish.  Data from these 203 participants were removed 

prior to the data analysis due to completing less than half of the entire survey, leaving 

388 remaining participants, for a 66% completion rate.  Next, 74 non-eligible participants 

were removed from the data analysis pool due to (1) not self-identifying having been in 

an abusive relationship (n = 3) and (2) not identifying that the last abusive incident ended 

at least one year ago (n = 71), leaving 314 eligible participants. Finally, subsequent 

analysis of missingness of the data across all four instruments utilized in the proposed 

data analysis plan (i.e., IPVRM, PTGI, PTSD-8, K10) yielded an additional deletion of 
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14 cases, producing a final net total of 300 participants This final net sample size (n = 

300) was larger than the desired 251 needed to conduct the proposed analysis for the 

dissertation study. 

Most participants (97.3%) identified as female (n = 292) with the remaining being 

male (n = 4), non-binary (n = 1), or unknown (n = 3). Participants’ ages ranged from 20 

to 68 years (M = 40.04; SD = 8.86).  Two hundred fifty-three of the participants identified 

as White/Caucasian (84.3%), 18 identified as Latino/Hispanic (6.0%), six identified as 

Black/African-American (2.0%)), four identified as American Indian/Alaska Native 

(1.3%), two identified as Asian (0.7%), one identified as Native American (0.3%), and 16 

identified as Other (e.g., mixed race, Ashkenazi, Indigenous; 5.3%). Regarding current 

relationship status, 60 participants were single (20.0%), 62 were married (20.7%), 19 

were separated (6.3%), 60 were divorced (20.0%), seven were dating, but not in a 

committed relationship (2.3%), 29 were in a committed relationship, but not living 

together (9.7%), 48 were in a committed relationship and living together (16.0%), two 

were in a legal civil union or domestic partnership (0.7%), and 13 identified their 

relationship status as “other” (e.g., widowed, engaged, polyamorous). Two hundred and 

forty participants had children (80.0%) and 59 did not have children (19.7%).  Regarding 

highest level of education completed, 63 participants had a high school diploma/GED 

(21.0%), 57 had an associate’s degree (19.0%), 79 had a bachelor’s degree (26.3%), 54 

had a graduate degree (18.0%), and 44 (14.7%) had completed some other form of 

educational training (e.g., some college, technical/trade school).  One hundred twenty-

eight participants earned less than $30,000 per year (42.7%), 100 earned $30,000-
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$59,000 per year (33.3%), 49 earned $60,000-$90,000 per year (16.3%), and 23 earned 

over $100,000 per year (7.7%). 

 Regarding the geographical representation of participants included in the study, 

national representation [i.e., participants from within the United States of America (U.S.)] 

included nearly all U.S. states and territories except Delaware, Guam, Hawaii, Nevada, 

North Dakota, Rhode Island, Vermont, U.S. Virgin Islands, Northern Mariana Islands, 

and American Samoa.  Top states represented in the sample (i.e., more than 15 

participants represented) included participants from North Carolina (n = 18), New York 

(n = 18), and Illinois (n = 16)   International participant representation included Australia 

(n = 12), Belgium (n = 1), Canada (n = 3), Ecuador (n = 1), England/United 

Kingdom/Scotland (n = 10), Mexico (n = 1), New Zealand (n = 4). Figure 1 below offers 

a visual depiction of the national representation of the sample.  States highlighted in 

purple include at least one participant who completed the study. 
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Figure 1. National Participant Geographic Representation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Many participants’ occupations were related to helping or other service-related  

 

professions overall, including, but not limited to the following industries: healthcare,  

 

teaching, mental health/social services/victim advocacy, and mothering/caregiving.  A  

 

summary of the demographics of the 300 participants in the final sample are included in  

 

Table 5 below.   

 

 

 

 

 

 

       At least one participant represented 

       No participants represented 
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Table 5. Participant Demographics 

  Count Percentage 

Age (Min = 20; Max = 68; M = 40.04; SD = 8.86) 300  

Gender   

   Female 292 97.3% 

   Male 4 1.3% 

  Non-binary 1 0.3% 

 Unknown 3 1.0% 

Relationship Status   

   Single  60 20.0% 

   Married 62 20.7% 

   Separated 19 6.3% 

   Divorced 60 20.0% 

   Dating, not committed relationship 7 2.3% 

   Committed relationship, not living together 29 9.7% 

   Committed relationship, living together 48 16.0% 

   Legal civil union/domestic partnership (not married) 2 0.7% 

   Other (e.g. widowed, engaged, polyamorous  

   relationship) 

13 4.3% 

Participants with Children   

   Yes 240 80.0% 

   No 59 2.0% 

   Unknown 1 0.3% 

Race/Ethnicity   

   White/Caucasian 253 84.3% 

   Black/African-American 6 2.0% 

   American Indian/Alaska Native 4 1.3% 

   Latino/Hispanic 18 6.0% 

   Asian 2 0.7% 

   Native American 1 0.3% 

   Other (e.g., mixed race, Ashkenazi, Indigenous) 16 5.3% 

Highest Level of Education Completed   

   High school diploma/GED 63 21.0% 

   Associate's degree 57 19.0% 

   Bachelor's degree 79 26.3% 

   Graduate degree 54 18.0% 

   Other (e.g., some college, trade/technical degree) 44 14.7% 
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   Unknown 3 1.0% 

 

Current Household Income 

  

   Under $30,000 128 42.7% 

   Between $30,000 - $59,000 100 33.3% 

   Between $60,000 - $90,000 49 16.3% 

   Over $100,000 23 7.7% 

 

 

Regarding previous abusive relationship demographic characteristics, 132  

 

participants identified having been only one previous abusive relationship (44.0%), 94 

 

 were in two previous abusive relationships (31.3%), 47 were in three (15.7%), nine were  

 

in four (3.0%), eight were in five (2.7%), four were in six (1.3%), eight were in two  

 

previously abusive relationships (0.7%), and four were designated as “unknown,” 

 

 “multiple” or “all of them” (1.3%). Pertaining to the gender of the previous abusive 

 

 partner, 289 participants indicated their previous partner was of a different gender  

 

(96.3%) and 11 indicated their previous abusive partner was of the same gender (3.7%).  

 

Regarding the length of time of the previous abusive relationship/(s), 97 participants  

 

identified their previous relationship lasted 1-3 years total (32.3%), 58 had previous 

 

 relationships that lasted 4-6 years total (19.3%), 37 had previous relationships that lasted  

 

7-9 years total (12.3%), and 103 had previous relationships that lasted more than 10 years 

 

 (34.3%). Regarding the most significant level of commitment of those previous abusive  

 

relationships combined, the most significant level of commitment was the following: 161  

 

were married (53.7%), three were dating, but not in a committed relationship (1.0%), 28  

 

were in a committed relationship, but not living together (9.3%), 91 were in a committed  

 

relationship and living together, (30.3%), five were in a legally-recognized civil  
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union/domestic partnership (1.7%), eight identified other commitment types (e.g.,  

 

engaged, on and off; 2.7%), and four were unknown (1.3%). The types of abuse 

 

 experienced in these previous abusive relationships ranged from emotional, verbal, 

 

 physical, and sexual forms of abuse with participants indicating other forms of abuse to  

 

include financial abuse, religious/spiritual abuse, and technology abuse.  See Table 6 

 

 below for more details regarding the types of previous abuse experienced, if the previous  

 

partner received punishment for their abuse, whether the participant had children with the  

 

abusive partner, indication of current contact with the previous partner, and number of 

 

 years since the relationship ended. 

 

Table 6. Previous Abusive Relationship Characteristics 

 Count Percentage 

Gender of Previous Abusive Partner   

   Different Gender 289 96.3% 

   Same gender 11 3.7% 

Number of Previous Abusive Relationships   

   One 132 44.00% 

   Two 94 31.33% 

   Three 47 15.67% 

   Four 9 3.00% 

   Five 8 2.67% 

   Six 4 1.33% 

   Eight 2 0.67% 

  Unknown/Multiple/”All of them” 4 1.33% 

# of Years Abusive Relationship Lasted   

   1-3 years 97 32.33% 

   4-6 years 58 19.33% 

   7-9 years 37 12.33% 

   10 years or more 103 34.33% 

  Unknown 5 1.67% 
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Most Significant Level of Commitment   

   Married 161 53.67% 

   Dating, but not in a committed relationship 3 1.00% 

   In a committed relationship, not living together 28 9.33% 

   In a committed relationship, living together 91 30.33% 

   Legal civil union/domestic partnership (not married) 5 1.67% 

   Other (e.g, engaged, "on and off" living together) 8 2.67% 

   Unknown 4 1.33% 

Type/(s) of Abuse Experienced   

   Emotional abuse 2 0.67% 

   Emotional, other (e.g., physiological) 1 0.33% 

   Emotional, sexual, other 2 0.67% 

   Emotional, verbal 10 3.33% 

   Emotional, verbal, other (e.g., financial) 6 2.00% 

   Emotional, verbal, sexual 7 2.33% 

   Emotional, verbal, sexual, other (e.g., financial, spiritual, 

harming children) 

9 3.00% 

   Physical, emotional 5 1.67% 

   Physical, emotional, sexual 2 0.67% 

   Physical, emotional, verbal 70 23.33% 

   Physical, emotional, verbal, other (e.g., financial, 

technological) 

16 5.33% 

   Physical, emotional, verbal, sexual 91 30.33% 

   Physical, emotional, verbal, sexual, other (e.g., financial, 

religious/spiritual, gang stalking, legal abuse) 

72 24.00% 

   Physical abuse, sexual abuse 1 0.33% 

   Physical abuse, verbal abuse 3 1.00% 

   Unknown 3 1.00% 

Partner Received Legal Punishment for Abuse   

   Yes (e.g., protective order, arrested, probation, 

incarceration) 

160 53.33% 

   No 140 46.67% 

Children with Partner 170 56.67% 

   Yes 130 43.33% 

   No   

Years Since the Relationship Ended   

   0-3 years 126 42.00% 
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   4-6 years 75 25.00% 

   7-9 years 28 9.33% 

   10 years or more 67 22.33% 

   Unknown 4 1.33% 

 

 

Results of Hypotheses Testing 

 

 This section includes results of hypotheses testing pertaining to the three research 

questions included for this dissertation study. Specific analytical procedures included 

exploratory factory analysis (EFA), reliability analysis (i.e., Cronbach’s alpha, α), and 

bivariate correlation analysis (i.e., Pearson’s r). The researcher also conducted several 

item-level analyses prior to hypotheses testing to assess for non-normality and 

statistically weak items in the IPVRM data per suggestions by Watson (2017) and 

Watkins (2018).  

Tests of Normality 

 Prior to beginning formal EFA analysis on the IPVRM, the researcher performed 

normality testing on the distribution of total IPRM scores in SPSS. The distribution of 

total IPVRM scores was assessed by the most preferred test of normality, the Shapiro-

Wilk (W) test, which indicated IPVRM data was not normally distributed at the 0.05 

significance level as evidenced by a statistically significant result (W = 0.989, df = 300, p 

= 0.023. Extreme values (or outliers) rendered in the tests for normality may have 

significantly contributed to the non-normal distribution of the data, notably five cases 

where the total IPVRM score ranged from 255 to 263 (Note: Max = 263; M = 202.45; SD 

= 24.68) and five cases where total IPVRM scores ranged from 120 to 140 (See Table 7 

below). 
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Regarding skewness and kurtosis, researchers have noted that normality also can  

 

be evaluated by examining the skewness and kurtosis indices for the distribution, noting 

 

values that may fall outside the normal range for each index (Leech, Barrett, and Morgan,  

 

2014).  The evaluation of item descriptive statistics included in Table 8 indicated no  

 

items with a skewness above three or kurtosis above ten, which suggested the data may  

 

be normally distributed at the item-level compared to the total score level. However,  

 

skewness at the total IPVRM score level was -0.300 (indicating slight negative skewness)  

 

with a relatively lower kurtosis value of 0.473 (indicating a more platykurtic or shorter  

 

distribution with thinner tails than the normal distribution).  Finally, the researcher 

 

 included visual depictions of the total IPVRM score distribution, including a histogram  

 

and Quantile-Quantile (Q-Q) Plot for further reference in the figures below. 

 

 

Table 7. IPVRM Total Score Outliers 

  
Case 

Number 
Value 

IPVRM 

Total 

Highest 

Scores 

66 263 

107 260 

264 258 

18 256 

3 255 

Lowest 

Scores 

69 120 

22 124 

41 129 

196 138 

227 140 
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Table 8. IPVRM Item Descriptive Statistics 

IPVRM 

Item # 

Qualtrics 

Item # M SD Skewness Kurtosis 

1 Item_1_PHY 3.5667 1.31071 -0.514 -1.036 

2 Item_2_PSY 3.8167 1.01315 -0.966 0.467 

3 Item_3_REL 3.7633 1.16842 -0.746 -0.349 

4 Item_4_TRA 4.35 0.89639 -1.842 3.881 

5 Item_6_PHY 3.0033 1.21446 -0.04 -1.077 

6 Item_7_PSY 4.1967 0.83685 -1.349 2.624 

7 Item_8_REL 4.03 1.05806 -1.032 0.315 

8 Item_9_TRA 3.5467 1.30133 -0.497 -0.859 

9 Item_11_TRA 2.9133 1.25075 -0.021 -1.038 

10 Item_12_TRA 1.3867 0.75214 2.741 8.994 

11 Item_13_PHY 2.7333 1.1748 0.295 -1.075 

12 Item_14_PSY 3.3167 1.38424 -0.156 -1.444 

13 Item_15_REL 4.01 1.01982 -1.03 0.376 

14 Item_16_TRA 4.2967 0.7942 -1.308 2.185 

15 Item_18_PHY 3.0533 1.09597 -0.229 -0.9 

16 Item_19_PSY 3.4267 1.06225 -0.531 -0.424 

17 Item_20_REL 3.5267 1.10151 -0.552 -0.489 

18 Item_21_TRA 3.88 1.0564 -0.923 0.285 

19 Item_23_PSY 4.21 0.7264 -0.977 2.044 

20 Item_25_PHY 3.09 1.26778 -0.031 -1.21 

21 Item_27_PSY 3.9667 0.97402 -1.157 1.245 

2 Item_28_REL 4.2 0.85387 -1.045 0.64 

23 Item_29_TRA 4.6433 0.51349 -0.971 -0.268 

24 Item_31_PHY 3.3833 1.33754 -0.331 -1.195 

25 Item_32_PSY 3.7867 0.90769 -0.835 0.458 

26 Item_33_REL 4.1167 1.06466 -1.39 1.324 

27 Item_34_TRA 4.2367 0.78913 -0.94 0.607 

28 Item_35_PSY 3.8233 1.04998 -0.845 0.034 

29 Item_37_PHY 3.41 1.15456 -0.534 -0.713 

30 Item_38_PSY 2.5367 1.16899 0.411 -0.827 

31 Item_39_REL 3.3067 1.33111 -0.277 -1.123 

32 Item_40_TRA 3.4133 1.08924 -0.597 -0.46 

33 Item_42_PHY 3.77 0.9128 -0.883 0.693 

34 Item_43_PSY 3.6533 1.06941 -0.71 -0.031 

35 Item_44_REL 3.8167 1.07715 -1.003 0.32 

36 Item_45_TRA 3.6367 1.2476 -0.741 -0.475 
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37 Item_46_PSY 3.32 1.16424 -0.352 -0.848 

39 Item_49_TRA 3.6167 1.32245 -0.691 -0.719 

39 Item_51_TRA 4.1333 0.90089 -1.205 1.454 

40 Item_52_PSY 3.5767 1.1022 -0.596 -0.395 

41 Item_53_TRA 3.87 1.04406 -0.98 0.501 

42 Item_54_TRA 3.8667 1.05796 -0.874 0.064 

43 Item_56_PSY 3.43 1.15015 -0.352 -0.925 

44 Item_57_TRA 3.9367 0.90298 -1.027 0.984 

45 Item_58_PSY 2.94 1.17516 0.142 -0.902 

46 Item_59_TRA 4.43 0.57695 -0.618 0.633 

47 Item_60_PHY 2.9467 1.09597 0.091 -1.012 

48 Item_61_TRA 4.27 0.7341 -1.136 2.081 

49 Item_63_PSY 3.9833 0.98639 -0.83 0.166 

50 Item_64_REL 3.3733 1.28821 -0.298 -1.092 

51 Item_65_PSY 3.6367 1.00733 -0.724 -0.187 

52 Item_67_TRA 4.0267 1.03094 -1.031 0.39 

53 Item_68_PHY 3.4567 1.27024 -0.573 -0.843 

54 Item_69_PSY 3.9867 0.88455 -1.141 1.547 

55 Item_70_REL 2.4333 1.09981 0.459 -0.713 

56 Item_72_PSY 3.4033 1.16842 -0.373 -0.746 

 

 

Figure 2. Histogram of Total IPVRM Scores 
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Figure 3. Q-Q Plot of Total IPVRM Scores 

 

 

 

 

 

 

 

 

 

 

 

 

Research Question One 

 

Exploratory factor analysis. To assess the factor structure of the original 56- 

 

item IPVRM, the researcher conducted an exploratory factor analysis (EFA) using  

 

principal axis factoring with oblique rotation (i.e., direct oblimin method) to allow the  

 

factors to correlate. As recommended by Watson (2017) and further discussed above in  

 

Chapter Three, the first step in performing the EFA was to determine the factorability of  

 

the data. This evaluation was conducted using the Kaiser-Meyer-Olkin (KMO) test to 

 

 determine the strength of the relationship among the variables based on zero-order and  

 

partial correlations combined with measuring the sampling adequacy for each variable  

 

and the overall scale (Watson, 2017). Tabachnick and Fidell (2013) suggested that most  
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current practice for proceeding with the EFA would result in a KMO statistic of 0.60 or  

 

higher.  Secondly, Bartlett’s Test of Sphericity was performed to determine the nature of  

 

the intercorrelation matrix between items included in the IPVRM, noting that p-values  

 

less than 0.5 would indicate favorable results and appropriate applicability of the factor  

 

analysis. Results of the KMO test and Bartlett’s Test of Sphericity were 0.890 (greater  

 

than the recommended 0.60 for KMO) with a significance level of p = 0.000 (χ2 =  

 

9065.66, df = 1540, p = 0.000) respectively, indicating favorable results for both indices  

 

of the original 56-item scale. As recommended by Watson (2017), the researcher utilized  

 

the factor pattern matrix to analyze the extent to which a simple structure was achieved. 

 

 The researcher utilized Watson’s (2017) recommendations to assess factor 

extraction and factor-item pairings, including the Kaiser Greater-Than-One rule and the 

scree plot (i.e., factors to the left of the “elbow” are retained and those to the right are 

dropped). Per Kaiser’s rule, only factors with eigenvalues (denoted by λ) greater than 1.0 

should be retained for rotation and interpretation. Results of the testing procedures of the 

original, 56-item model yielded 14 factors with eigenvalues greater than one that 

accounted for approximately 56.75% of the cumulative variance explained. Upon 

examining the scree plot in conjunction with the initial eigenvalues table, one noticeably 

clear factor with a high eigenvalue of 14.332 was identified that accounted for 

approximately 24.89% of the cumulative variance explained; however, a remaining 13 

factors also met criteria per Kaiser’s rule. The correlation matrix determinant was less 

than 0.0001 (8.291E-15), indicating excessive multicollinearity due to two or more latent 

variables being highly linearly related (Leech et al., 2014); thus, the remaining results 
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should be interpreted with caution. Furthermore, this high multicollinearity among the 

latent variables observed in the factor pattern matrix below may explain the incidence of 

observed variables that cross-loaded onto more than one factor (see Table 11).  

 Next, the researcher transitioned to interpreting the initial 14-factor simple 

 

structure to begin the process of item-reduction in deciding which items best represented  

 

each factor. First, the researcher examined the communalities of each item to assess the  

 

amount of variance explained by the extracted factors where communality values  

 

between 0.40 and 1.0 indicate items that should be retained (Pett et al., 2003). The item- 

 

level communalities table is listed in Table 9 followed by the initial eigenvalues table.  

 

Note, five items were identified outside of this range and thus, could be distracting from  

 

the overall model (see bolded items in Table 9 below). 

 

 

Table 9. Item-Level Communalities 

 

  Initial Extraction 

Item_1_PHY 0.537 0.586 

Item_2_PSY 0.652 0.695 

Item_3_REL 0.626 0.657 

Item_4_TRA 0.414 0.356 

Item_6_PHY 0.614 0.617 

Item_7_PSY 0.53 0.556 

Item_8_REL 0.467 0.445 

Item_9_TRA 0.742 0.734 

Item_11_TRA 0.477 0.493 

Item_12_TRA 0.301 0.281 

Item_13_PHY 0.666 0.715 

Item_14_PSY 0.364 0.329 

Item_15_REL 0.637 0.688 

Item_16_TRA 0.494 0.521 

Item_18_PHY 0.531 0.491 

Item_19_PSY 0.669 0.664 
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Item_20_REL 0.561 0.593 

Item_21_TRA 0.561 0.569 

Item_23_PSY 0.508 0.565 

Item_25_PHY 0.334 0.238 

Item_27_PSY 0.483 0.484 

Item_28_REL 0.346 0.269 

Item_29_TRA 0.452 0.501 

Item_31_PHY 0.526 0.591 

Item_32_PSY 0.555 0.476 

Item_33_REL 0.629 0.589 

Item_34_TRA 0.452 0.399 

Item_35_PSY 0.731 0.682 

Item_37_PHY 0.704 0.703 

Item_38_PSY 0.509 0.437 

Item_39_REL 0.779 0.846 

Item_40_TRA 0.557 0.789 

Item_42_PHY 0.487 0.496 

Item_43_PSY 0.7 0.691 

Item_44_REL 0.436 0.345 

Item_45_TRA 0.853 0.897 

Item_46_PSY 0.754 0.755 

Item_49_TRA 0.846 0.876 

Item_51_TRA 0.672 0.672 

Item_52_PSY 0.58 0.528 

Item_53_TRA 0.606 0.566 

Item_54_TRA 0.653 0.856 

Item_56_PSY 0.499 0.406 

Item_57_TRA 0.594 0.554 

Item_58_PSY 0.701 0.665 

Item_59_TRA 0.466 0.461 

Item_60_PHY 0.769 0.801 

Item_61_TRA 0.387 0.402 

Item_63_PSY 0.316 0.272 

Item_64_REL 0.789 0.819 

Item_65_PSY 0.643 0.561 

Item_67_TRA 0.475 0.501 

Item_68_PHY 0.488 0.437 

Item_69_PSY 0.59 0.617 

Item_70_REL 0.492 0.44 

Item_72_PSY 0.622 0.602 
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Table 10. Initial Eigenvalues 

  Initial Eigenvalues 

Extraction Sums of Squared 

Loadings 

Rotation 

Sums of 

Squared 

Loadingsa 

Factor Total 

% of  

Variance 

Cumulative 

 % Total 

% of 

Variance 

Cumulative 

% Total 

1 14.332 25.593 25.593 13.939 24.891 24.891 7.722 

2 3.564 6.364 31.957 3.108 5.55 30.441 2.77 

3 2.74 4.892 36.85 2.45 4.374 34.815 4.774 

4 2.494 4.454 41.303 2.169 3.873 38.688 3.304 

5 2.08 3.713 45.017 1.741 3.109 41.796 5.503 

6 1.984 3.543 48.56 1.546 2.76 44.557 2.609 

7 1.693 3.024 51.584 1.253 2.237 46.794 4.908 

8 1.509 2.695 54.279 1.136 2.028 48.822 3.827 

9 1.377 2.459 56.737 0.947 1.69 50.513 5.844 

10 1.307 2.334 59.071 0.874 1.561 52.074 4.582 

11 1.228 2.193 61.264 0.741 1.323 53.397 5.292 

12 1.187 2.12 63.384 0.717 1.28 54.677 6.287 

13 1.085 1.937 65.32 0.633 1.13 55.806 2.072 

14 1.039 1.855 67.175 0.53 0.946 56.752 1.152 

15 0.947 1.691 68.867         

16 0.938 1.674 70.541         

17 0.883 1.576 72.117         

18 0.815 1.455 73.572         

19 0.789 1.409 74.981         

20 0.762 1.361 76.342         

21 0.718 1.282 77.624         

22 0.672 1.2 78.824         

23 0.656 1.171 79.995         

24 0.63 1.125 81.12         

25 0.611 1.09 82.211         

26 0.59 1.054 83.265         

27 0.552 0.985 84.25         

28 0.536 0.957 85.207         

29 0.531 0.947 86.154         

30 0.505 0.902 87.056         

31 0.481 0.859 87.915         

32 0.472 0.844 88.759         

33 0.426 0.761 89.519         
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34 0.404 0.721 90.24         

35 0.397 0.71 90.949         

36 0.388 0.692 91.642         

37 0.369 0.658 92.3         

38 0.354 0.631 92.931         

39 0.331 0.591 93.522         

40 0.316 0.564 94.086         

41 0.315 0.563 94.649         

42 0.285 0.509 95.158         

43 0.28 0.501 95.659         

44 0.276 0.493 96.152         

45 0.267 0.477 96.629         

46 0.231 0.413 97.042         

47 0.229 0.408 97.451         

48 0.216 0.385 97.836     

49 0.21 0.375 98.21     

50 0.193 0.345 98.555     

51 0.179 0.32 98.875     

52 0.169 0.302 99.176     

53 0.14 0.25 99.426     

54 0.125 0.223 99.649     

55 0.115 0.206 99.854     

56 0.082 0.146 100     

Extraction method: Principal Axis 

Factoring 
aWhen factors are correlated, sum of 

squared loadings cannot be added to 

obtain a total variance     
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Next, the researcher interpreted the factor loadings associated with each item per 

 

recommendations by Watson (2017). Specifically, the researcher utilized the loading 

 

cutoff guideline of 0.32, where items with loadings less than 0.32 were considered for  

 

item deletion from the factor (Tabachnick & Fidell, 2013).  In instances where cross- 

 

loading occured (i.e., item loads on two or more factors), the item was assigned to the  

 

factor associated with the highest loading, assuming that factor loading is at least 0.10 

 

greater than the next highest loading for that item; otherwise, the item was removed from  

 

all factors (Tabachnick & Fidell, 2013). Lastly, the researcher examined the squared  

 

loading values of each item to assess the amount of variance attributed by each item on 

 

 which factor it loads. Ultimately, as suggested by Pett et al., (2003) factors with less than  

 

three items loading on them should be removed from further analysis. Based on these 

 

 parameters (e.g., low communalities, complex cross-loadings, low factor loadings), the  

 

researcher removed a total of 19 items that did not meet the designated criteria as  

 

described above, and therefore, not included in the final version of the IPVRM (see Table  

 

11 below).
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Table 11. 19 Items Removed from Subsequent EFA Analysis 

 

Item # Item Description Reason for Item 

Removal 

Item_58_PSY* I feel emotionally weak. Low item loading  

Item_2_PSY I value myself. Problematic cross 
loading 

Item_38_PSY I feel like my "old self" again. Low item loading 

Item_65_PSY I accept myself even with I make mistakes. Low item loading 

Item_44_REL I know where I can turn to in the community 
for support. 

Low item loading 

Item_12_TRA* I do not want to make a difference in the lives 

of others. 

Low communality 

Item_68_PHY* I still have injuries and illnesses as a result of 

my previous abuse that affect me. 

Low item loading 

Item_25_PHY I seek medical treatment for the physical 

impact (e.g. injuries, illnesses) related to my 
past abuse. 

Low communality 

Item_8_REL I feel at peace with my current choice about 

whether or not to pursue a romantic 

relationship. 

Problematic cross 

loading 

Item_37_PHY My physical health allows me to meet the 

demands of my life. 

Problematic cross 

loading 

Item_70_REL* I feel unsafe in non-romantic relationships. Problematic cross 

loading 

Item_19_PSY I feel confident in myself and my ability to 

make decisions. 

Problematic cross 

loading 

Item_52_PSY I feel safe and secure. Low item loading 

Item_51_TRA I have an appreciation for the value of my 
own life. 

Problematic cross 
loading 

Item_56_PHY I feel personally free to do whatever I want. Low item loading 

Item_63_PSY Having a professional or personal contact 
label my experience as "abuse" helps my 

recovery. 

Low communality 

Item_14_PSY I presently seek professional treatment for 

mental health concerns related to my past 
abuse. 

Low communality 

Item_6_PHY I have enough physical energy to manage the 

tasks of my day. 

Low item loading 

Item_28_REL I have the ability to recognize warning signs 
of abuse in romantic relationships. 

Low communality 

* Item was reverse-scored.  
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Next, a subsequent EFA was performed with the revised list of 37 items with the 

same extraction and rotation criteria described in the initial analysis. Results of the 

subsequent testing procedures of the 37-item model produced 10 factors (as compared to 

the original 14) with eigenvalues greater than one that accounted for approximately 

56.75% of the cumulative variance explained (see Table 12). Like the initial results, the 

scree plot displayed only one clear factor above the “elbow,” but was not as helpful in the 

interpretation process given the results of the eigenvalues analysis. At this point, the 

researcher began eliminating items one by one based on item redundancy as evidenced by 

item pairs with significantly high inter-item correlations, and/or items with problematic 

cross-loadings in order to render an adequate correlation matrix determine (i.e., > 

0.0001). Note, the researcher also set a fixed number of factors to extract as ‘4’ based on 

the proposed factor structure. Finally, the researcher utilized recommendations provided 

by Pett et al. (2003) to retain only factors where at least three items with significant factor 

loadings were present. 

The results of the completed analysis suggested a clearer simple structure  

 

consisting of a final net total of 15 items representing two distinct factors overall. In this  

 

final scale, multicollinearity issues were eliminated, as evidenced by an acceptable  

 

correlation matrix determinant of 0.002. It is important to note that EFA requires  

 

researchers to utilize both quantitative and qualitative information combined with  

 

inductive reasoning and repetitive readjustment in their approach to produce the most  

 

salient results, pointing to the dynamic process of both objective and subjective  

 

interpretations (Watson, 2017). This notion should be taken into consideration upon  
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evaluation of the final results described further below. Table 12 below includes the list of  

 

18 items that were eliminated from the previous 37-item pool described above. Note,  

 

while the researcher forced a fixed number of factors at ‘4,’ only two distinct factors were  

 

retained for the final IPVRM scale. 

 

 

Table 12. Additional 18 Items Eliminated Due to Redundancy or Problematic 

Loadings 

 

Item # Item Description 

Item_9_TRA My faith or spirituality plays a positive role in my healing process. 

Item_16_TRA 

I have considered ways that I can use my experience to help others 

with abusive pasts. 

Item_20_REL 

I trust individuals in my life with whom I have non-romantic 

relationships. 

Item_21_TRA I seek opportunities to develop my educational path. 

Item_32_PSY 

I engage in activities that make me feel better when I feel down or 

stressed. 

Item_33_REL I have at least one close friend that I can talk to about my problems. 

Item_35_PSY Most days I think of myself as capable and worthy. 

Item_39_REL I can feel safe in a romantic relationship. 

Item_42_PHY My physical wellness is a priority in my life. 

Item_49_TRA I have a connection to God and/or a higher power. 

Item_60_PHY I feel physically healthy. 

Item_45_TRA I have a connection with spiritual and/or religious beliefs. 

Item_15_REL I have supportive friendship/(s). 

Item_1_PHY 
I have healed from the physical effects related to my abuse (e.g. 

broken bones/bruises, sexual/reproductive issues, chronic fatigue) 

Item_31_PHY 
I am free of physical injuries and illnesses at this time related to my 

past abuse. 

Item_3_REL 
I believe in my ability to have a healthy, non-abusive romantic 

relationship. 

Item_64_REL I can have trust in a relationship with a romantic partner. 

 

  

In Chapter Three, the researcher proposed a four-factor structure including (1) 

physical healing, (2) psychological healing, (3) relational development, and (4) 

transformational enhancement. However, the final, two-factor structure with revised 
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factor labels is included in the table below, noting differences between the researcher’s 

proposed factor label and the respective items proposed within that factor. While the final 

four items in Table 12 contained items with significant factor loadings on potentially 

subsequent physically healing and relational development factors, these factors did not 

maintain at least three significant loadings for final retention, and were thus eliminated 

from the final model. The final, 15-item, simple structure consists of the following 

subscales: (1) Self-Love, Purpose, and Transformation (10 items) and (2) Advocacy and 

Psychoeducation (5 items). This final 15-item IPVRM scale will be used to answer 

research questions two through three. See Table 13 below for factor loadings related to 

the final two-factor solution. Additionally, Table 14 provides an overview of the revised 

factor structure with items represented by the revised factor as compared to the proposed 

factor model.  
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Table 13. EFA Factor Pattern Matrix with Loadings 

Item # 
                       Factor 

Item Description 1 2 3 4 

Item_43_PSY I love myself. .762 -.106   

Item_46_PSY I feel emotionally strong. .720  .130  

Item_53_TRA 
I have a sense of meaning and purpose 

in my life. 
.637 .143   

Item_69_PSY 
I feel capable of making my own 

choices. 
.623 -.102  .214 

Item_72_PSY 
I feel like a newer, better version of 

myself. 
.619 .148   

Item_57_TRA I seek new opportunities in my life. .513 .237   

Item_27_PHY I can take care of myself. .454  .160  

Item_34_TRA I don't take things for granted. .407    

Item_18_PHY I engage in healthy eating behaviors. .373   .128 

Item_54_TRA 
I seek opportunities to develop my 

career path. 
.366 .318   

Item_23_PSY 
Learning about intimate partner 

violence helps my recovery. 
-.101 .684  .196 

Item_67_TRA 
I want to or have been involved in 
advocacy activities that address intimate 

partner violence. 

 .642   

Item_29_TRA 
I want to make a difference in the lives of 

others. 
 .518   

Item_7_PSY 

Recognizing and accepting my past 

experience with abuse helps my 

recovery. 

 .363 .252 .225 

Item_61_TRA 
I feel at peace with my decision to help 

(or not help) others with abusive pasts. 
.236 .326 

-

.105 
 

Item_1_PHY* 

I have healed from the physical effects 

related to my abuse (e.g. broken 

bones/bruises, sexual/reproductive 
issues, chronic fatigue) 

-.118  .910 .116 

Item_31_PHY* 

I am free of physical injuries and 

illnesses at this time related to my past 

abuse. 

.160  .536  

Item_3_REL* 
I believe in my ability to have a healthy, 

non-abusive romantic relationship. 
   .834 

Item_64_REL* 
I can have trust in a relationship with a 

romantic partner. 
.238   .539 

Extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with Kaiser 
Normalization. Rotation converged in 7 iterations. Bolded items had loadings > 0.32. *Asterisk 
items were not included in the final IPVRM due to lack of 4-10 items that loaded significantly (> 
0.32) on that factor. 
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Table 14. EFA Factor and Item Descriptions 

 

Revised EFA Factor Label or 

Subscale 

(Proposed Factor Label) 

Items 

 

 

 

 

Subscale 1:  

Self-Love, Purpose, and 

Transformation 

(Psychological Healing*, 

Physical Healing**, 

Transformational 

Enhancement***) 

 I love myself.* 

 I feel emotionally strong.* 

 I have a sense of meaning and purpose in my 

life.** 

 I feel capable of making my own choices.* 

 I feel like a newer, better version of myself.* 

 I seek new opportunities in my life.*** 

 I can take care of myself.* 

 I don't take things for granted.*** 

 I engage in healthy eating behaviors.** 

 I seek opportunities to develop my career 

path.*** 

 

Subscale 2: 

Advocacy and 

Psychoeducation 

(Transformational 

Enhancement*, Psychological 

Healing**) 

 Learning about intimate partner violence helps my 

recovery.** 
 I want to or have been involved in advocacy 

activities that  

 address intimate partner violence.* 

 I want to make a difference in the lives of others.* 
 Recognizing and accepting my past experience with 

abuse helps    

 my recovery.** 
 I feel at peace with my decision to help (or not 

help) others with  

 abusive pasts.* 

 

 

Research Question Two 

 

Internal consistency of the IPVRM.  To assess the internal consistency of the  

 

IPVRM, descriptive item analysis and reliability analysis were conducted on the final 15- 

 

item IPVRM scale (see Table 12 above for list of items). Item means (M), standard  

 

deviations (SD), skew and kurtosis indices are listed below in Table 14.  Means closer to  

 

five (5) reflect a higher level of long-term IPV recovery and means closer to one (1)  

 

reflect a lower level of long-term IPV recovery. Reliability analysis was computed via 
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SPSS on a total of 300 cases, including overall reliability statistics, item-level statistics,  

 

summary item statistics, and item-total statistics, which are included in the tables below.  

 

As noted above, a net total of 300 cases was included in the analysis following an  

 

analysis of missingness across the IPVRM, PTGI, PTSD-8, and K10, which rendered a  

 

deletion of 14 cases. Summary item statistics revealed an overall item mean score of 

  

3.909 on the 15 items with a variance of 0.170. The minimum score was 3.053 and the 

  

maximum score was 4.643. The overall test of reliability for the final IPVRM yielded a  

 

Cronbach’s alpha (α) of 0.851 among the 15 items, indicating excellent internal  

 

consistency reliability across the final version of the IPVRM. Thus, hypothesis two was  

 

supported. 

 

Additionally, the researcher conducted reliability analysis on the revised factor 

structure of the final IPVRM separately to assess item correlations among the two 

subscales: (1) Self-Love, Purpose, and Transformation, and (2) Advocacy and 

Psychoeducation. Cronbach’s alpha for the Self-Love, Purpose, and Transformation 

subscale (n = 10) was 0.845 with an overall item mean of 3.729. The Advocacy and 

Psychoeducation (n = 5) subscale yielded a Cronbach’s alpha of 0.661 with an overall 

item mean of 4.269. Note, a more detailed analysis of identifying the reliability and 

validity of the identified subscales discussed above may warrant further investigation. For 

example, the lower alpha yielded in the Advocacy and Psychoeducation subscale (i.e., α = 

0.661) might suggest a one factor solution as the best unit of analysis; however, this more 

in-depth analysis is beyond the scope of the current dissertation study. 
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 Final IPVRM item-total statistics. Using the item-total statistics table (see Table 

15), the researcher examined items whose alpha value exceeded the overall IPVRM 

Cronbach’s alpha of 0.851, indicating if the item was deleted, Cronbach’s alpha would 

increase (thus indicating potential problems with the item). No items were identified that 

exceeded the 0.851 alpha value, which reinforced the strength of the two-factor simple 

structure. Table 15 below displays item-level statistics of the final IPVRM, including 

means, standard deviations, skew, and kurtosis. 
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Table 15. Final IPVRM Item-Level Statistics 

Item # Item Description M SD Skew Kurtosis 

Item_7_PSY Recognizing and accepting my past 

experience with abuse helps my 

recovery. 

4.1967 .83685 -1.349 2.624 

Item_18_PHY I engage in healthy eating 

behaviors. 

3.0533 1.09597 -.229 -.900 

Item_23_PSY Learning about intimate partner 

violence helps my recovery. 

4.2100 .72640 -.977 2.044 

Item_27_PHY I can take care of myself. 3.9667 .97402 -1.157 1.245 

Item_29_TRA I want to make a difference in the 

lives of others. 

4.6433 .51349 -.971 -.268 

Item_34_TRA I don't take things for granted. 4.2367 .78913 -.940 .607 

Item_43_PSY I love myself. 3.6533 1.06941 -.710 -.031 

Item_46_PSY I feel emotionally strong. 3.3200 1.16424 -.352 -.848 

Item_53_TRA I have a sense of meaning and 

purpose in my life. 

3.8700 1.04406 -.980 .501 

Item_54_TRA I seek opportunities to develop my 

career path. 

3.8667 1.05796 -.874 .064 

Item_57_TRA I seek new opportunities in my life. 3.9367 .90298 -1.027 .984 

Item_61_TRA I feel at peace with my decision to 

help (or not help) others with 

abusive pasts. 

4.2700 .73410 -1.136 2.081 

Item_67_TRA I want to or have been involved in 

advocacy activities that address 

intimate partner violence. 

4.0267 1.03094 -1.031 .390 

Item_69_PSY I feel capable of making my own 

choices. 

3.9867 .88455 -1.141 1.547 

Item_72_PSY I feel like a newer, better version of 

myself. 

3.4033 1.16842 -.373 -.746 
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Table 16. Final IPVRM Item-Total Statistics 

 

Scale 

Mean if 

Item 

Deleted 

Scale 

Variance 

if Item 

Deleted 

Corrected 

Item-Total 

Correlation 

Squared 

Multiple 

Correlation 

Cronbach's 

Alpha if 

Item 

Deleted 

Item_23_PSY 54.4300 60.814 .385 .350 .847 

Item_29_TRA 53.9967 62.451 .368 .284 .848 

Item_61_TRA 54.3700 60.776 .383 .217 .847 

Item_67_TRA 54.6133 59.348 .333 .306 .851 

Item_18_PHY 55.5867 58.451 .361 .202 .850 

Item_27_PHY 54.6733 57.960 .458 .336 .843 

Item_34_TRA 54.4033 60.489 .374 .229 .847 

Item_43_PSY 54.9867 54.930 .607 .512 .834 

Item_46_PSY 55.3200 53.864 .613 .497 .833 

Item_53_TRA 54.7700 54.719 .640 .451 .832 

Item_54_TRA 54.7733 56.564 .504 .414 .840 

Item_57_TRA 54.7033 56.651 .606 .474 .835 

Item_69_PSY 54.6533 57.625 .543 .428 .839 

Item_72_PSY 55.2367 53.479 .635 .473 .832 

Item_7_PSY 54.4433 59.552 .422 .273 .845 

 

 

Research Question Three 

 

 Construct validity of the IPVRM. Finally, the construct validity (e.g., 

convergent validity, divergent validity) of the final, 15-item IPVRM was assessed by 

conducting a Pearson Product Moment Correlation (i.e., Pearson’s r) between scores from 

theoretically similar and dissimilar scales as outlined in Chapter Three.  First, to assess 

the convergent validity of the IPVRM, the Pearson Product Moment Correlation (i.e., 

Pearson’s r) was computed between total scale scores between the final IPVRM and the 

PTGI.  As hypothesized in Chapter Three, scores between the IPVRM and the PTGI were 

expected to produce a positive correlation between scale score results from the IPVRM, 

which measured positive IPV recovery outcomes, and the PTGI, which measured positive 

outcomes from generally adverse experiences. Total scale scores for both the IPVRM and 
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the PTGI were computed by summing the data from each item in each respective 

instrument followed by computing the bivariate correlation (e.g., Pearson’s r) between 

the total scores each instrument in SPSS.  

Convergent validity results. The results produced a Pearson’s correlation of  

 

0.653, which was significant at the 0.01 level (r = 0.670, p = 0.000). Compared to  

 

hypothesis three, the IPVRM correlated significantly and in the expected direction with  

 

the PTGI (r = 0.653, p = 0.000), although Pearson’s r did not quite meet the expected  

 

cutoff score of 0.70.  This result supported the hypothesis that IPV recovery, as assessed  

 

by items on the final IPVRM, are theoretically similar to the posttraumatic growth items  

 

captured by the PTGI; thus, hypothesis two was generally supported overall. See Table  

 

17 below for the bivariate correlation results between the IPVRM and the PTGI. 

 

 

Table 17. IPVRM and PTGI Bivariate Correlation 

    PTGI 
Final 

IPVRM 

PTGI 

Pearson 

Correlation 
1 .653** 

Sig. (2-tailed)   .000 

N 300 300 

 

Final  

IPVRM 

Pearson 

Correlation 
.653** 1 

Sig. (2-tailed) .000   

N 300 300 

**Correlation is significant at the 0.01 level (2-tailed). 

 

 

Divergent validity results. Next, the divergent validity of the final IPVRM was  

 

assessed by computing Pearson’s r between two conceptually dissimilar scales – the  

 



 
 
 
 
 

125 
 

Kessler Psychological Distress Scale (K10; Kessler et al., 2002) and PTSD-8 (Hansen et  

 

al., 2010) – both of which were expected to yield significant, negative correlations as  

 

evidenced by a Pearson’s r of less than 0.70. Total scale scores for the IPVRM, PTSD-8  

 

and the K10 were computed by summing the data from each item in each respective  

 

instrument followed by computing the bivariate correlation (e.g., Pearson’s r) between  

 

the total scores each instrument in SPSS.  

 

 The results of the bivariate correlation between the IPVRM and the PTSD-8  

 

produced a Pearson’s correlation of -0.338, which was significant at the 0.01 level (r = - 

 

0.338, p = 0.000). The result supported the hypothesis that IPV recovery as measured by  

 

items on the final IPVRM, would be negatively associated with PTSD symptomology, as  

 

assessed by the PTSD-8, indicating that IPV survivors who endorsed more positive  

 

recovery outcomes would endorse less PTSD outcomes. Thus, hypothesis three was  

 

generally supported overall. 

 Similarly, the results of the bivariate correlation between the IPVRM and the K10 

produced a Pearson’s correlation of -0.595, which was significant at the 0.01 level (r = -

0.595, p = 0.000). The result supported the hypothesis that IPV recovery, as measured by 

items on the final IPVRM, would be negatively associated with anxiety and depression 

outcomes, as captured by the K10, indicating that IPV survivors who endorsed more 

positive recovery outcomes would report fewer anxiety and depression outcomes.  Thus, 

hypothesis three was generally supported overall.   

In comparing the results of the final IPVRM against the PTSD-8 and K10, note  

 

that the correlation between the IPVRM and the PTSD-8 (r = -0.338) was weaker as  
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opposed to the correlation between the IPVRM and the K10 (r = -0.595), which may  

 

suggest that anxiety and depression symptomology may persist more strongly in the long- 

 

term IPV recovery process as compared to PTSD-related symptomology. See Tables 18- 

 

19 below for the bivariate correlations between the IPVRM, PTSD-8, and K10  

 

respectively.  

 

 

Table 18. IPVRM and PTSD-8 Bivariate Correlation 

    

Final 

IPVRM PTSD-8 

Final 

IPVRM 

  

  

Pearson 

Correlation 1 -.338** 

Sig. (2-tailed)   .000 

N 300 300 

PTSD-8 

  

  

Pearson 

Correlation -.338** 1 

Sig. (2-tailed) .000   

N 300 300 

** Correlation is significant at the 0.01 level (2-tailed). 

 

 

Table 19. IPVRM and K10 Bivariate Correlation 

    

Final 

IPVRM K10 

Final 

IPVRM 

  

  

Pearson 

Correlation 1 -.595** 

Sig. (2-tailed)   .000 

N 300 300 

 

K10 

  

  

Pearson 

Correlation -.595** 1 

Sig. (2-tailed) .000   

N 300 300 

** Correlation is significant at the 0.01 level (2-tailed). 
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Social Desirability Responding 

 

 Social desirability responding was assessed via the Balanced Inventory of 

Desirable Responding (BIDR-16; Hart et al., 2015), a modified, short-form used to assess 

social desirability responding among participants who completed the IPVRM. The 16-

item scale was designed to assess self-deceptive enhancement (SDE) and impression 

management (IM) – two specific factors that represent the response tendency to endorse 

positive bias in item responses to promote positive self-esteem and social acceptance 

(Paulhus, 1994). The researcher utilized a continuous scoring method to determine the 

scale scores of the SDE and IM subscales (see Chapter Three for detailed discussion of 

scoring method). The mean score of the SDE subscale was 21.57 with a standard 

deviation of 4.45. The mean score of the IM subscale was 26.77 with a standard deviation 

of 3.58. 

 A multivariate regression analysis (stepwise method) was conducted between the  

 

IM and SDE subscales of the BIDR-16 and total scale scores from the final IPVRM to  

 

assess the level of statistically significant variance predicted by social desirability within 

 

the IPVRM. Note, IM and SDE subscale scores from the BIDR-16 were the predictor  

 

variables (or independent variables) and the total IPVRM score (final version) was the  

 

outcome (or dependent) variable. As displayed in Table 20, the SDE scale significantly  

 

predicted IPVRM scores (β = 0.184, p = 0.001), but the IM scale did not (β = -0.042, p =  

 

0.482) and was subsequently excluded from the analysis. Overall, social desirability  

 

responding, as primarily represented by the SDE factor, predicted approximately 3.4% of 

 

the variance in IPVRM scores (R2 =0.034, F1,298 = 10.446, p = 0.001), thus indicating that  
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social desirability responding played a less meaningful role in IPVRM participant 

 

 response patterns (see Table 21). 

 

 

Table 20. Multiple Regression Results 

 

 B SE β t Sig. 

Constant 51.416 2.282 - 22.530 0.000 

SDE_TOTAL 0.335 0.104 0.184 3.232 0.001 

IM_TOTAL - - -0.042* -0.703 0.482 

Notes: B = unstandardized coefficient, SE = standard error, β = standardized 

coefficient, t = t-statistic, Sig. = significance 

*Asterisk indicates “Beta In” as Predictors in the Model: (Constant), SDE_TOTAL 

 

 

Table 21. Variance Explained by Social Desirability Responding 

 

 

Model  

 

R 

 

R2 

Adjusted 

R2 

Std. Error of the 

Estimate 

Durbin-

Watson 

1 0.184a 0.034 0.031 7.981 2.170 

a Predictors: (Constant), SDE_ TOTAL 

Dependent Variable: IPVRMTotal 

 

 

Inattentive Responding 

 

To assess for inattentive responding, four items were included within the initial,  

 

56-item IPVRM. These items were reverse-scored, and thus, expected to produce results  

 

in the opposite direction of the positive IPVRM recovery scale where a higher score  

 

indicates greater long-term IPV recovery [i.e., mean score is closer to 1 (Strongly 

 

disagree) than 5 (Strongly agree)]. As displayed in Table 22, only one item, I do not want 

 

to make a difference in the lives of others, clearly demonstrated this expected pattern as  

 

evidenced by a mean item score of 1.387. Other items (i.e., I feel emotionally weak, I still 

 

have injuries and illnesses as a result of my previous abuse that affect me, I feel unsafe in 

 

non-romantic relationships) may have reflected more negative endorsement of IPV 
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recovery outcomes as opposed to representing a distracting item to properly detect  

inattentive responding. Note, none of these items were represented in the final 15-item 

IPVRM as all four items demonstrated poor communality values in the initial EFA 

 analysis discussed above. 

 

 

Table 22. Inattentive Responding Descriptive Statistics 

 

Item Description Min Max M SD Skewness Kurtosis 

I feel emotionally weak. 1 5 2.94 1.17516 0.142 -0.902 

I still have injuries and 

illnesses as a result of my 

previous abuse that affect me. 

1 5 3.4567 1.27024 -0.573 -0.843 

I do not want to make a 

difference in the lives of others. 

1 5 1.3867 0.75214 2.741 8.994 

I feel unsafe in non-romantic 

relationships. 

1 5 2.4333 1.09981 0.459 -0.713 

 

 

Chapter Summary 

  

In this chapter, the researcher tested the three research questions by examining (1) 

 

the underlying factor of the IPVRM, (2) testing the internal consistency of the revised 

  

simple structure, and (3) evaluating the construct validity components of the final scale. 

 

In the first research question, the researcher hypothesized a multiple-factor structure as 

 

described by a four-factor model represented by (1) Physical Healing, (2) Psychological 

 

Healing, (3) Relational Development, and (4) Transformational Enhancement. Overall,  

 

the results partially supported this hypothesis, as the EFA analysis produced a two-factor  

 

structure that closely represented items included across the proposed four-factor model,  

 

however, the original IPVRM measure was revised to include only 15 items total  



 
 
 
 
 

130 
 

represented by two subscales: (1) Self-Love, Purpose, and Transformation and (2)  

 

Advocacy and Psychoeducation. In the second research question, the researcher  

 

hypothesized the final IPVRM would demonstrate adequate internal consistency  

 

reliability as evidenced by a Cronbach’s alpha of 0.70 or more, which was supported (α =  

 

0.851).  

 

In the final research question, the researcher hypothesized the final IPVRM would 

demonstrate adequate construct validity (e.g., convergent validity, divergent validity) as 

evidenced by a positive Pearson’s correlation (r) of 0.70 or above between the final 

IPVRM and a conceptually similar scale, the PTGI; divergent validity evidence would be 

demonstrated by a negative Pearson’s correlation of 0.70 or below between the final 

IPVRM and two conceptually dissimilar scales, the K10 and PTSD-8. Pearson’s r 

between the final IPVRM and the PTGI was a reported 0.653 which nearly met the 0.70 

cutoff (providing general support of convergent validity). Similarly, Pearson’s r between 

the final IPVRM, K10, and PTSD-8 were -0.595 and -0.338, respectively, providing 

support for divergent validity. A deeper discussion of the results, including study 

limitations, research and practice implications, and areas for future research are included 

in final chapter.
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CHAPTER V 

DISCUSSION 

 

 

The initial results of the development and validation of the Intimate Partner 

 

 Violence Recovery Measure (IPVRM) were reported in Chapter Four. In this chapter,  

 

the researcher provides a discussion of the results, implications, and conclusions of the  

 

study. The chapter is divided into the following sections: (1) summary of results, (2)  

 

integration with the existing literature, (3) limitations of the study, and (4) implications  

 

for IPV-related research, clinical practice and training. 

 

Summary of Results 

Participants 

 The researcher proposed a targeted 251 participants for the instrument 

development study via purposive, convenience, and snowball sampling methods. 

Analyses of survey completion, eligibility screening, and missing data rendered a final 

total of 300 net participants, which exceeded the target sample size. The sample was 

represented primarily by IPV survivors who identified as female (97.3%) and White 

(84.3%). Sexual orientation of the sample suggested primarily heterosexual survivors 

(96.3%) as evidenced by the difference in gender of the previous abusive partner. Only 

1.3% of the sample identified as male. Additional racial/ethnic representation of the 

sample included Black/African-American (2.0%), American Indian/Alaska Native 

(1.3%), Latino/Hispanic (6.0%), and Other (e.g., mixed race, Ashkenazi, Indigenous;
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5.3%). While diversity in racial/ethnic identity, gender identity and sexual identity 

representation was not vast overall, other demographic variables pointed to diverse 

aspects of the sample (e.g., age, current relationship status, highest level of education 

completed, occupation type). Due to the overrepresentation of certain racial, gender, and 

sexual groups reported in the study (i.e., predominantly White, female, heterosexual), the 

results of the study should be interpreted with caution, as additional research will be 

needed to further investigate the experiences of male survivors and survivors of color. 

 Participants’ previous abusive relationship characteristics should be noted, 

including the number of previous abusive relationships reported by the sample, number 

of years the abusive relationship lasted, most significant level of commitment of that 

relationship, types of abuse experienced, and number of years since the abusive 

relationship ended. Most of the sample reported only previous abusive relationship (i.e., 

44.0%); however, the remainder reported multiple previous abusive relationship 

experiences, confirming the notion that many survivors maintain a higher risk of 

experiencing subsequent abusive relationships following the first experience (Carlson, 

Harris, & Holden, 1999). These same relationships were lengthy in nature, with the 

highest percentage (i.e., 34.3%) of participants reporting the relationship lasted 10 years 

or more. The majority of participants (53.7%) were married to their previous abusive 

partner which points to the significance level of commitment of the relationship. 

 As recognized in the National Violence Against Women Survey (Tjaden & 

Thoennes, 2000), the sample confirmed the multidimensional nature of intimate partner 

violence regarding the types of abuse reported by participants. Specifically, 
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approximately 30.3% of the sample reported a combination of multiple forms of abuse in 

their previous relationship/(s), including physical abuse, verbal abuse, sexual abuse, and 

emotional abuse. Furthermore, as highlighted by Murray and Graves (2012), several 

participants reported other forms of abuse experienced within the umbrella of intimate 

partner violence-related dynamics, including financial abuse, religious/spiritual abuse, 

technological abuse, and legal abuse). Finally, the sample varied significantly in its report 

of the number of years since the previous abusive relationship ended, which was 

important for the purpose of the study which sought to evaluate the IPV recovery 

outcomes of survivors’ experiences in the long-term. 

Instrumentation 

 The researcher utilized the IPVRM, PTGI, K10, and PTSD-8 in the study, 

combined with the integration of the BIDR-16 within the IPVRM to assess social 

desirability responding. Exploratory factor analysis was completed on the IPVRM to 

determine the instrument’s underlying factor structure. Results of the EFA suggested 

preliminary strength of a multidimensional, two-factor model generally supported by the 

researcher’s original four-factor structure. The test for internal consistency reliability of 

the IPVRM was excellent overall (α = 0.851). Tests of construct validity of the IPVRM 

were also sufficient overall. Convergent validity results computed between the IPVRM 

and PTGI to assess the degree of construct similarity between the measures yielded 

results in the positive direction with a generally strong correlation (r = 0.653), which was 

expected. Similarly, divergent validity results between the IPVRM, K10, and PTSD-8 

yielded results in the negative direction with generally moderate to lower correlations, 
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respectively (r = -0.595, r = -0.338). Detailed results of hypotheses testing are discussed 

further below. 

Hypothesis one.  The researcher proposed the Intimate Partner Violence 

Recovery Measure (IPVRM) to assess the latent construct of “long-term IPV recovery” in 

survivors of intimate partner violence following the instrument development and 

validation procedures discussed primarily by DeVellis (2003). To determine the 

theoretical foundation of the identified construct, the researcher conducted a deep 

literature review to identify the most salient recovery factors to ground the development 

of the IPVRM. Fundamentally, the researcher utilized the Triumph Process Model of 

Overcoming IPV (Flasch et al., 2015) as the primary theoretical framework for the 

development of the IPVRM characterized by the following proposed four-factor 

structure: (1) physical healing, (2) psychological healing, (3) relational development, and 

(4) transformational enhancement. The researcher hypothesized the IPVRM would 

produce a multiple-factor structure that captured the multidimensional aspects of long-

term IPV recovery. 

Based on results from the exploratory factor analysis (EFA) conducted on the 

IPVRM, the researcher found preliminary evidence in support of a multidimensional, 

two-factor model based on general recommendations for factor retention as outlined by 

Watson (2017). Specifically, the original 56-item IPVRM was reduced to a revised 15-

item model represented primarily by aspects of the researcher’s proposed factor model 

that were re-categorized to reflect the results of the EFA. Like Table 13 above, Table 22 
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displays the parsimonious model of the final IPVRM and its subscales: (1) Self-Love, 

Purpose, and Transformation and (2) Advocacy and Psychoeducation. 

Contrary to the originally proposed, four-factor model [i.e., (1) Physical Healing, 

(2) Psychological Healing, (3) Relational Development, (4) Transformational 

Enhancement)], the results of the EFA generated a similar, but revised factor model 

where multiple aspects of the first subscale (i.e., Self-Love, Purpose and Transformation) 

were represented by various items across all of the originally proposed factors. More 

explicitly, subscale one appeared to be characterized by elements of the recovery process 

that reflected the survivor’s individual value and worth, emotional strength, positive self-

care, and increased sense of meaning and purpose (e.g., I love myself, I seek new 

opportunities in my life). Subscale two (i.e., Advocacy and Psychoeducation) emerged as 

a separate factor within components of the originally proposed Transformational 

Enhancement and Psychological Healing factors, distinguished primarily by items that 

captured the importance of IPV-related psychoeducation and advocacy-based activities 

(e.g., I want to or have been involved in advocacy activities that address intimate partner 

violence). 
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Table 23. Final 15-Item IPVRM and Subscales 

Final IPVRM Subscale Item Description 

 

 

 

 

Subscale 1:  

Self-Love, Purpose and 

Transformation 

(10 items) 

 

 

 I love myself. 

 I feel emotionally strong. 

 I have a sense of meaning and purpose in my life. 

 I feel capable of making my own choices. 

 I feel like a newer, better version of myself. 

 I seek new opportunities in my life. 

 I can take care of myself. 

 I don't take things for granted. 

 I engage in healthy eating behaviors. 

 I seek opportunities to develop my career path. 

 

Subscale 2: 

Advocacy and 

Psychoeducation  

(5 items) 

 

 Learning about intimate partner violence helps my 

recovery. 

 I want to or have been involved in advocacy activities 

that  

 address intimate partner violence. 

 I want to make a difference in the lives of others. 

 Recognizing and accepting my past experience with 

abuse helps    

 my recovery. 

 I feel at peace with my decision to help (or not help) 

others with  

 abusive pasts. 

 

 

Hypothesis two. The researcher hypothesized the IPVRM would produce an  

 

adequate internal consistency reliability as evidenced by a Cronbach’s alpha of 0.70 or  

 

higher on the overall IPVRM and related subscales, if applicable. Reliability analysis was  

 

conducted on the final 15-item IPVRM and subscales that emerged as a result of the  

 

EFA. The overall internal consistency reliability of the final IPVRM was 0.851 on the 15  

 

items, which supported hypothesis two. Additional reliability analysis on the identified  

 

subscales rendered the following: Self-Love, Purpose and Transformation (α = 0.845) and  

 

Advocacy and Psychoeducation (α = 0.661), which demonstrated only partial support for  
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hypothesis two given that Cronbach’s alpha for the Advocacy and Psychoeducation  

 

subscale was below the commonly accepted threshold of 0.70 for social science research. 

Hypothesis three. Upon assessing divergent validity, the researcher hypothesized 

IPVRM factors would yield a significant, negative correlation with two conceptually 

different scales, the Kessler Psychological Distress Scale (K10) and the PTSD-8, as 

evidenced by a Pearson’s r of less than 0.70. Related to convergent validity, the 

researcher hypothesized IPVRM factors would significantly and positively correlate with 

a conceptually similar scale, the Posttraumatic Growth Inventory (PTGI), as evidenced 

by a Pearson’s r of 0.70 or higher. The researcher established evidence for divergent 

validity by correlating total scores from the IPVRM with total scores from the K10 and 

PTSD-8 with the expectation that higher scores on the IPVRM, which is attempting to 

assess positive long-term recovery outcomes, would be associated with lower scores on 

the K10 and PTSD-8 which seek to assess symptoms of anxiety, depression, and 

posttraumatic stress, respectively. The significant, negative correlations found between 

the IPVRM, K10, and PTSD-8 provided evidence that greater IPVRM scores were 

associated with lower K10 and PTSD-8 scores, thus suggesting that survivors who 

endorsed positive recovery outcomes experienced fewer symptoms of anxiety, depression 

and PTSD, although the differences between the PTSD-8 (r = -0.338) and K10 (r = -

0.595) bivariate correlations may suggest that anxiety and depression symptoms may 

continue to persist in the long-term as compared to PTSD-related symptoms. Overall, all 

bivariate correlations were significant and performed in the expected direction, which 

generally supported hypothesis three. 
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Item Analysis Interpretation and Supplementary Validity Information 

In Chapter Four, the researcher analyzed item performance by examining the 

corrected item-correlations on the final 33-item IPVRM (as a whole) and by identified 

subscales. In both investigations, item-total correlations were all above 2.0, indicating 

that each item was sufficiently related to other items. Based on these results, it appears 

that the positive, long-term recovery items listed in the IPVRM are related to one another 

at the item level. Item-mean scores throughout the final IPVRM resulted in an average, 

overall mean of 3.909 with an average standard deviation of 0.933, suggesting that most 

participants endorsed a more agreeable response to most items with sufficient variability 

in both directions (Note: score of 3 = “neither agree nor disagree,” score of 4 = “agree”).  

It should also be noted that item-mean scores were the highest within the 

Advocacy and Psychoeducation subscale (M = 4.269), followed by the Self-Love, 

Purpose, and Transformation subscale (M = 3.729). This pattern suggests that 

participants’ endorsement of positive recovery outcomes post-abuse was greatest among 

aspects of the recovery process that reflected participants’ engagement in advocacy-based 

activities where they were active in helping and making a difference in the lives of others. 

Additionally, this subscale was reflective of the importance of IPV-related 

psychoeducational experiences and opportunities for professional development (e.g., 

career growth, educational growth).  

Integration with Existing Literature 

 As discussed in previous chapters, notably in Chapter Two, the researcher 

proposed a four-factor structure to support the development and validation of the Intimate 
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Partner Violence Recovery Measure (IPVRM) as grounded by four distinct variables to 

assess the latent construct of “long-term IPV recovery”: (1) Physical Healing, (2) 

Psychological Healing, (3) Relational Development, and (4) Transformational 

Enhancement. Overall, the final version of the IPVRM shows initial promise as a useful 

measure of long-term IPV recovery and growth given the results presented above. More 

specifically, the two-factor model rendered in the exploratory factor analysis combined 

with results of internal consistency reliability and construct validity testing demonstrated 

the IPVRM is most likely a reliable and valid measure of the long-term IPV recovery 

construct as reflected by a multidimensional model comprised of the following subscales: 

(1) Self-Love, Purpose, and Transformation and (2) Advocacy and Psychoeducation. 

 In Chapter Two, the researcher noted the importance of distinguishing IPV 

recovery as a unique experience that varies from survivor to survivor, and in that 

experience, constitutes a journey-like process where the individual may cycle through 

various phases of recovery that are characterized by experiences of pain and joy. 

Moreover, the results of the study support the conceptual notion that IPV recovery is 

multifaceted, non-linear, and often comprised of various psychological, social, cultural, 

and spiritual development factors. The Self-Love, Purpose and Transformation subscale 

provided support for the aspects of psychological growth factors of the recovery process 

discussed in the literature, including increased emotional strength, self-worth, sense of 

meaning/purpose and renewed self-identity (Allen & Wozniak, 2010; Anderson et al., 

2012; Farrell, 1996; Flasch et al., 2015; Gillum, Sullivan, & Bybee, 2006; Hou et al., 

2013; Merritt-Gray & Wuest, 1995; Wuest & Merritt-Gray, 2001). Similarly, the 
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Advocacy and Psychoeducation subscale highlighted aspects of the recovery process that 

reflected those discussed within the Triumph Process Model of Overcoming IPV, 

including education about the dynamics of IPV and re-examining future educational 

opportunities and/or career possibilities (Flasch et al., 2015). 

 The results suggest an ongoing need to recognize the potential variability of 

experiences of survivors in the IPV recovery process. For example, while many 

participants endorsed generable agreeableness on the final IPVRM [Note: overall IPVRM 

item-mean was 3.909 on a scale of 1 (Strongly disagree) to 5 (Strongly agree)], these 

participants also endorsed current symptomology related to depression, anxiety, and 

PTSD-related outcomes, thus highlighting the complexity of the long-term IPV recovery 

process comprising both continued suffering and progressive triumphs simultaneously. 

Limitations 

 While the study provided useful implications for the research and practical utility 

of the IPVRM, several limitations should be noted, as these limitations impact the 

generalizability of the study beyond the current sample.  

Sampling and Recruitment Strategy 

 The researcher’s chosen recruitment and methodological strategy should be 

highlighted, as the sample only represented those survivors who were able to respond to 

an online-based survey. More specifically, given the researcher’s utilization of social 

media-specific recruitment strategies, other eligible survivors may have been 

automatically excluded from potential participation in the study simply due to lack of 

internet or technology-related access (e.g., computer equipment, email) and/or lack of 
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access, knowledge, or engagement via social media platforms (e.g., Facebook, Instagram, 

Twitter). Furthermore, while the online survey method proved impactful regarding its 

ability to generate a geographically diverse sample, the sample was highly 

overrepresented by White females. This limitation should be noted given the lack of IPV 

recovery-related research on underrepresented and other marginalized populations (e.g., 

people of color, LGBTQ+ community, diverse gender identities) and points to additional 

limitations pertaining to generalizability of results. Similar to the diversity implications 

listed above, the online survey was only available in the English language, thus 

preventing other diverse individuals from engaging in the research study due to language 

barrier limitations. 

Response Rate 

 While the target sample size was successfully reached for the study, another 

potential limitation involved participants’ overall completion rate. Based on feedback 

obtained from the pilot study, the researcher noted possible concerns related to the length 

of the online survey, including suggestions to limit unnecessary question and provide 

additional encouraging statements and incentives for full completion. At the time of 

analysis for this dissertation study, 591 participants accessed the study; however, only 

388 completed the full study from beginning to end (66% completion rate). This number 

was further impacted by the eligibility screening, which left a remaining 314 eligible 

participants out of the total 591, nearly half (53%) of the initial number. In future studies, 

researchers should consider survey length and other possible barriers (e.g., ease of 
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technology use) that may impact overall response rates, and consequently, potential 

inclusion of more eligible participants. 

Primary Use of Online Survey 

 As discussed above, the study’s results were limited primarily to individuals who 

engaged in various social media platforms (e.g., Facebook and Instagram), as this 

represented the researcher’s primary recruitment strategy; however, it should be noted 

that the researcher also included other supplemental strategies within the recruitment 

process, including posting physical flyers in the local community (e.g. Family Solutions, 

PLLC, Women’s Resource Center of Greensboro) and distributing the online survey and 

related recruitment materials via professional contacts and organizational listservs (e.g., 

North Carolina Coalition Against Domestic Violence). On a few occasions via social 

media, the researcher was notified of concerns related to the credibility of the survey by 

potentially eligible participants who questioned if the survey was a “scam,” which could 

have impacted participant engagement. Given the prevalence and oversaturation of online 

surveys represented on the Internet in general (which also includes social media) 

combined with the vulnerable aspects of the target population (i.e., survivors of domestic 

abuse), researchers should be mindful of ways to promote the legitimacy and credibility 

of future studies that utilize online or other technology-based platforms, as this concern 

could impact participant engagement and response rate. 

Subscale Two 

 As discussed above, Cronbach’s alpha for the Advocacy and Psychoeducation 

subscale produced a relatively low alpha of 0.661, which is below the commonly 
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accepted threshold of 0.70 for social science research. Thus, further research analysis 

should be conducted to determine the stability of the overall IPVRM model and identified 

subscales, particularly subscale two, to determine if the IPVRM is best defined by a one-

factor or two-factor simple structure. 

Implications 

 The purpose of this study was to develop and validate a long-term IPV recovery 

instrument – the Intimate Partner Violence Recovery Measure (IPVRM). Despite the 

limitations discussed above, it appears that IPVRM does show preliminary support as a 

useful measure of long-term recovery from intimate partner violence in both research and 

clinical-related capacities. 

Research Implications 

 From a research perspective, the results of the exploratory factory analysis 

combined with the researcher’s subjective interpretation of the data suggest preliminary 

evidence for a multi-dimensional measure of long-term IPV recovery. Most importantly, 

the IPVRM will provide researchers an opportunity to quantitatively assess the long-term 

IPV recovery outcomes that qualitative researchers have investigated thus far and 

continue to investigate in the present day.  Researchers now have an instrument to begin 

rigorous, quantitative investigations of the IPV recovery process which was previously 

non-existent in the research literature of which focused most heavily on qualitative 

investigations of the IPV recovery process. 

The study provided preliminary evidence for the internal consistency reliability 

and construct validity (i.e., convergent validity, divergent validity) of the IPVRM (Kelly, 
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2019); however, future studies are necessary to confirm the accuracy of these findings. 

Specifically, with respect to the subscales identified, future research is needed to closely 

examine the construct validity of these subscales. Additionally, more research is needed 

to verify the factor structure and stability of the final IPVRM, which could be rendered 

via confirmatory factor analysis with a newly generated sample. Furthermore, future 

research should strongly consider the diversity represented in the new sample used to 

evaluate the IPVRM, noting the importance of focusing on culturally and gender-diverse 

samples to increase the generalizability of findings. 

With the implication of descriptive, cross-sectional designs for example, 

researchers will be able to address differences in the IPV recovery process among 

different groups of survivors, analyzing how the IPV recovery process may be different 

based on a variety of variables (e.g., race/ethnicity, gender identity, sexual orientation, 

geographic area, age). It may also be relevant to investigate which aspects of the IPV 

recovery process are most salient to these various groups suggested above, as this 

information may help inform clinical intervention practices among specific demographic 

populations. Additionally, researchers may investigate how the IPV recovery process 

shifts over time via longitudinal designs, which is particularly relevant given the 

expectation that more positive recovery outcomes increase over time. As discussed in 

Chapter Two, researchers should take caution in noting the non-linear process of long-

term IPV recovery assessed by the IPVRM as a snapshot in time, remembering the 

complexity and uniqueness of each survivor’s experience as not purely represented by a 

numerical score. 
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Clinical Implications 

From a clinical perspective, the IPVRM could be utilized to help inform treatment 

intervention strategies and outcome-based assessment on survivors’ recovery process. 

Regarding treatment intervention, the IPVRM could be used as a “pre-test” assessment to 

determine specific focus areas to target for treatment intervention (e.g., psychoeducation 

about IPV, emotional processing, healing from physical injuries, increasing support 

network, spiritual practices). Also, practitioners could use the instrument to assess 

treatment effectiveness and client progress over time by re-administering the IPVRM as a 

“post-test” strategy to evaluate of the client’s recovery scores have increased. However, it 

should be noted that practitioners should interpret client scores with caution and care, 

remembering that each survivor’s recovery process is unique, individualized, and 

contextualized. In other words, one survivor’s recovery journey may look very different 

from another’s depending on the contextual factors surrounding that survivor’s 

experience. As discussed in the research implications section above, clinicians should 

take note of the non-linear nature of the long-term recovery process. Ultimately, a 

survivor’s recovery experience should not be solely defined by a single, quantitative 

score on a scientific instrument, but should instead be integrated and used as a tool to 

help inform the survivor’s recovery process as a snapshot in time – a process only the 

survivor can ultimately define. 

 As suggested by Tedeschi and Kilmer (2005) in their discussion of assessing 

strengths, resilience, and growth to guide clinical interventions, the IPVRM could be 

utilized in a similar capacity in evaluating survivors’ strengths as a fundamental aspect of 
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the practitioner’s clinical assessment protocol and used as a basis for informing the 

trajectory of treatment. By focusing on the survivor’s strengths (e.g., what is the survivor 

doing well?) as informed by the IPVRM, clinicians move away from a more deficit-

oriented approach to treatment (e.g., identifying symptoms, problem-behaviors, 

functional difficulties; Tedeschi & Kilmer, 2005) towards a strengths-based model 

informed by what Epstein (2000) identified as healthy emotional and behavioral coping 

strategies, personal competencies and accomplishments, positive support systems, 

individual resilience, and unique talents, skills, life experiences, and resources. While it 

remains important to discuss the negative ramifications of the abuse that may 

significantly impact the survivor’s physical and emotional safety, shifting to a strengths-

based approach has the potential to create a more encouraging, empowering, and 

motivating treatment space where the clinician recognizes the survivor’s identity and 

capabilities as a full person beyond presenting concerns and diagnostic profile, thus 

contributing to a greater likelihood of positive treatment outcomes (Saleebey, 1996; 

Tedeschi & Kilmer, 2005). 

 Through clinical use of the IPVRM, professionals may help the survivor identify 

aspects of their recovery process that are going well (e.g., connection with spirituality, 

supportive friendships), generating opportunities for the clinician to stress the importance 

of the survivor capitalizing on those positive experiences while creating space to ask the 

survivor questions such as: “What are you good at?”, “What things in your life give you 

meaning and purpose?”, “What do you like to do to take care of yourself?”, “Who are the 

people in your life that support you?”, or “What does your ideal career look like?” By 
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intentionally focusing on survivors’ strengths, the integration of the IPVRM in clinical 

settings represents a significant shift away from mental health’s traditional focus on the 

medical model, where deficits are highlighted, to assessing positive factors that promote 

enhancement, healing, and growth. 

Training Implications 

 When training future counselors and other helping professions who work with 

victims and survivors of intimate partner violence, it is important to remember that 

intimate partner violence and other forms for interpersonal abuse are often experienced as 

highly traumatic events. Thus, it remains important for counselors and other mental 

health professionals to be trained in trauma-informed care and related trauma 

interventions that focus on client safety (i.e., physical and emotional safety), 

trustworthiness in the therapeutic relationship, client choice, collaboration and mutuality, 

and empowerment while taking into account the client’s past trauma and resulting coping 

strategies when understanding the client’s behavior and determining the appropriate 

treatment plan (SAMHSA, 2018). Training programs might also consider more 

purposeful integration of specific, evidence-based trauma treatment modalities as 

discussed in the literature (e.g., Cognitive Behavioral Therapy, Exposure Therapy, 

Dialectical Behavioral Therapy, Mindfulness-Based Therapy; Warshaw, Sullivan, & 

Rivera, 2013) in their training programs as future professionals gain more competence 

and expertise in successfully treating victims and survivors of intimate partner violence. 

Additionally, training programs might consider mandatory inclusion of a formal course 
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on family violence, including intimate partner violence, teen dating violence, sexual 

violence, and other forms of interpersonal violence prevalent across client populations. 

Chapter Summary 

The purpose of the study was to develop a measure of long-term IPV recovery as 

represented by the Intimate Partner Violence Recovery Measure (IPVRM). In the 

dissertation study, the researcher assessed the underlying factor structure, internal 

consistency reliability and construct validity of the IPVRM. The final, 15-item IPVRM 

was represented by the following subscales: (1) Self-Love, Purpose, and Transformation 

and (2) Advocacy and Psychoeducation. Additionally, the researcher found evidence of 

internal consistency reliability and construct validity (e.g., convergent validity, divergent 

validity) for the final scale. Overall, the study provides initial evidence in support of a 

long-term IPV recovery instrument – the first of its kind to assess the positive, strengths-

based outcomes of survivors of intimate partner violence post-abuse. Most importantly, 

the study addresses an important gap in the existing research literature on IPV recovery 

due to its focus on developing and validating a psychometrically sound measure that 

researchers and practitioners can utilize to quantitatively assess the positive recovery 

outcomes of survivors in the long-term. Ultimately, the IPVRM represents a significant 

transition away from more pathologically-based forms of mental health assessment used 

to inform IPV-related treatment interventions, to a strengths-based model focused on the 

evaluation of positive recovery outcomes, including self-love, spiritual connection, 

advocacy-related activities, relational development and physical healing.



 
 
 
 
 

149 
 

REFERENCES 

 

 

Adams, A. E., Tolman, R. M., Bybee, D., Sullivan, C. M., & Kennedy, A. C. (2012). The                  

             impact of intimate partner violence on low-income women’s economic well- 

Being: The mediating role of job stability. Violence Against Women, 18(12), 

1345-1367.  

Ahmad, F., Rai, N., Petrovic, B., Erickson, P. E., & Stewart, D. E. (2013). Resilience and  

resources among South Asian immigrant women as survivors of partner violence. 

Journal of Immigrant and Minority Health, 15(6), 1057-1064. 

Ai, A. L., & Park, C. L. (2005). Possibilities of the positive following violence and  

trauma: Informing the coming decade of research. Journal of Interpersonal  

Violence, 20(2), 242-250.  

Allen, K. N., & Wozniak, D. F. (2010). The language of healing: Women's voices in  

healing and recovering from domestic violence. Social Work in Mental  

Health, 9(1), 37-55. American Psychiatric Association. (2013). The Diagnostic  

and Statistical Manual (5th ed.). Washington, D.C: American Psychiatric  

Publishing. 

Anderson, K. M., Renner, L. M., & Danis, F. S. (2012). Recovery: Resilience and growth  

in the aftermath of domestic violence. Violence Against Women, 18(11), 1279-

1299.



 
 
 
 
 

150 
 

Andrews, G., & Slade, T. (2001). Interpreting scores on the Kessler psychological  

distress scale (K10). Australian and New Zealand Journal of Public 

Health, 25(6), 494-497. 

Anthoine, E., Moret, L., Regnault, A., Sébille, V., & Hardouin, J. B. (2014). Sample size  

used to validate a scale: a review of publications on newly-developed patient  

reported outcomes measures. Health and Quality of Life Outcomes, 12(1), 2. 

Barbuto Jr, J. E., & Wheeler, D. W. (2006). Scale development and construct clarification  

 of servant leadership. Group & Organization Management, 31(3), 300-326. 

Bergman, B., & Brismar, B. (1991). A 5-year follow-up study of 117 battered  

 

women. American Journal of Public Health, 81(11), 1486-1489. 

 

Black, M., Basile, K., Breiding, M., Smith, S., Walters, M., Merrick, M., …. & Stevens,  

M. (2011). National Intimate Partner and Sexual Violence Survey: 2010 Summary 

Report. Atlanta, GA: National Center for Injury Prevention and Control of the 

Centers for Disease Control and Prevention. 

Black, M. C. (2011). Intimate partner violence and adverse health consequences:  

Implications for clinicians. American Journal of Lifestyle Medicine, 5(5), 428-

439. 

Breiding, M. J., Black, M. C., & Ryan, G. W. (2008). Chronic disease and health risk  

behaviors associated with intimate partner violence—18 US states/territories,  

2005. Annals of Epidemiology, 18(7), 538-544. 

Brown, D. P., & Fromm, E. (1986). Hypnotherapy and Hypnoanalysis. Hillsdale, N.J: L.  

 Erlbaum Associates. 



 
 
 
 
 

151 
 

Burt, M. R., & Katz, B. L. (1987). Dimensions of recovery from rape: Focus on growth   

outcomes. Journal of Interpersonal Violence, 2(1), 57-81. 

Cabral, C. M. (2010). Psychological functioning following violence: An examination of  

 posttraumatic growth, distress, and hope among interpersonal violence survivors  

 (Doctoral dissertation). 

Capaldi, D. M., Knoble, N. B., Shortt, J. W., & Kim, H. K. (2012). A systematic review  

 of risk factors for intimate partner violence. Partner Abuse, 3(2), 231-280. 

Carlson, E. B. (1997). Trauma assessments: A clinician’s guide. New York: Guilford. 

Cobb, A. R., Tedeschi, R. G., Calhoun, L. G., & Cann, A. (2006). Correlates of  

posttraumatic growth in survivors of intimate partner violence. Journal of 

Traumatic Stress, 19(6), 895-903.  

Calhoun, L.G., Cann, A. & Tedeschi, R.G. (2010). The Posttraumatic growth model:   

Sociocultural considerations. In Weiss, T. & Berger, R (Eds.), Posttraumatic 

Growth and Culturally Competent Practice: Lessons Learned From Around the 

Globe. Hoboken, NJ: John Wiley & Sons. 

Calhoun, L. G., & Tedeschi, R. G. (2001). Posttraumatic growth. Corsini Encyclopedia of 

  

Psychology. 

 

Calhoun, L.G., & Tedeschi, R.G. (1999). Facilitating posttraumatic growth: A clinician's  

 

guide.  Mahwah, NJ: Lawrence Erlbaum Associates. 

 

Calhoun, L. G., & Tedeschi, R. G. (1998). Posttraumatic growth: Future directions.   

Posttraumatic growth: Positive changes in the aftermath of crisis, 215-238. 

 



 
 
 
 
 

152 
 

Campbell, J. C. (2002). Health consequences of intimate partner violence. The  

Lancet, 359 (9314), 1331-1336. 

Campbell, J. C., & Soeken, K. L. (1999). Women's responses to battering over time: an  

analysis of change.  Journal of Interpersonal Violence, 14(1), 21-40. 

Campbell, J., Jones, A. S., Dienemann, J., Kub, J., Schollenberger, J., O'campo, P., ... &  

Wynne, C. (2002). Intimate partner violence and physical health 

consequences. Archives of Internal Medicine, 162(10), 1157-1163. 

Centers for Disease Control and Prevention (CDC). (2017, April 2). Intimate partner  

violence. Retrieved from 

http://www.cdc.gov/violenceprevention/intimatepartnerviolence/ 

Centers for Disease Control and Prevention (CDC). (2018, June 5). The Social- 

Ecological Model: A Framework for Prevention. Retrieved from  

https://www.cdc.gov/violenceprevention/overview/social-ecologicalmodel.html  

Centers for Disease Control and Prevention. (2014). Intersection of intimate partner  

 violence and HIV in women. Atlanta, GA: Author. Retrieved from  

 https://www.cdc.gov/violenceprevention/pdf/ipv/13_243567_Green_AAG-a.pdf     

Centers for Disease Control and Prevention. (2003). Costs of intimate partner violence  

 against women in the United States. In Costs of intimate partner violence against  

 women in the United States. CDC. 

 

 

 

http://www.cdc.gov/violenceprevention/intimatepartnerviolence/
https://www.cdc.gov/violenceprevention/overview/social-ecologicalmodel.html
https://www.cdc.gov/violenceprevention/pdf/ipv/13_243567_Green_AAG-a.pdf


 
 
 
 
 

153 
 

Centers for Disease Control and Prevention (2016). Intimate partner violence: risk and   

 protective factors. Retrieved from 

https://www.cdc.gov/violenceprevention/intimatepartnerviolence/riskprotectivefa

ctors.html  

Cobb, A. R., Tedeschi, R. G., Calhoun, L. G., & Cann, A. (2006). Correlates of  

posttraumatic growth in survivors of intimate partner violence. Journal of  

Traumatic Stress, 19(6), 895-903. 

Coker, A. L., Weston, R., Creson, D. L., Justice, B., & Blakeney, P. (2005). PTSD  

symptoms among men and women survivors of intimate partner violence: The  

role of risk and protective factors. Violence and Victims, 20(6), 625. 

Coker, A. L., Davis, K. E., Arias, I., Desai, S., Sanderson, M., Brandt, H. M., & Smith, P.  

H. (2002). Physical and mental health effects of intimate partner violence for men 

and women. American Journal of Preventive Medicine, 23(4), 260-268.  

Coker, A. L., Smith, P. H., Bethea, L., King, M. R., & McKeown, R. E. (2000). Physical  

health consequences of physical and psychological intimate partner  

violence. Archives of Family Medicine, 9(5), 451.  

Cooper, A, Smith, E. (2011). Homicide trends in the United States, 1980–2008.  

Washington, D.C.: Bureau of Justice Statistics. NCJ 236018. 

Costello, A. B., & Osborne, J. W. (2005). Best practices in exploratory factor analysis:  

Four recommendations for getting the most from your analysis. Practical 

Assessment, Research & Evaluation, 10(7), 1-9. 

 

https://www.cdc.gov/violenceprevention/intimatepartnerviolence/
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/riskprotectivefactors.html
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/riskprotectivefactors.html


 
 
 
 
 

154 
 

Crowne, D.P., & Marlowe, D. (1964). The approval motive. New York: John Wiley.  

Crowe, A., & Murray, C. E. (2015). Stigma from professional helpers toward survivors of  

 intimate partner violence. Partner Abuse, 6(2), 157-179. 

Derrington, R., Johnson, M., Menard, A., Ooms, T., & Stanley, S. M. (2010). Making  

distinctions among different types of intimate partner violence: A preliminary  

guide. Fairfax, VA: The National Healthy Marriage Resource Center and the  

National Resource Center on Domestic Violence. 

DeVellis, R. (2003). Scale development: Theory and applications (2nd ed. ed., Applied  

social research methods series, v. 26). Thousand Oaks, Calif.: Sage Publications. 

Diamantopoulos, A., & Winklhofer, H. M. (2001). Index construction with formative  

indicators: An alternative to scale development. Journal of Marketing Research,  

38(2), 269-277. 

Dickerson, Anne G. "Healing and posttraumatic growth in African American survivors of  

domestic violence: An exploration of women's narratives." PhD diss., The 

University of North Carolina at Charlotte, 2011. 

Dimitrov, D. M. (2012). Statistical methods for validation of assessment scale date in  

 

Counseling and related fields.  Alexandria, VA: American Counseling  

 

Association. 

 

DiStefano, C., Zhu, M., & Mindrila, D. (2009). Understanding and using factor scores:  

 Considerations for the applied researcher. Practical Assessment, Research &  

 Evaluation, 14(20), 1-11. 

 



 
 
 
 
 

155 
 

Doane, N. K. (2011). Predictors of post-traumatic growth, shame, and post-traumatic  

stress symptoms in survivors of intimate partner violence: The roles of social  

support and coping. (Order No. 3457397, University of Montana). ProQuest  

Dissertations and Theses, 125. Retrieved from  

http://search.proquest.com/docview/873809599? 

Draucker, C. B. (2001). Learning the harsh realities of life: Sexual violence,  

disillusionment, and meaning. Health Care for Women International, 22(1-2), 67-

84.  

Drumm, R., Popescu, M., Cooper, L., Trecartin, S., Seifert, M., Foster, T., & Kilcher, C.  

(2014). “God just brought me through it”: Spiritual coping strategies for resilience  

among intimate partner violence survivors. Clinical Social Work Journal, 42(4),  

385-394. 

Dulen, S. B. (2011). Treatment of trauma for Latina and African American survivors of  

intimate partner violence. ((Order No. 3456326, University of Miami). ProQuest 

Dissertations and Theses, 153. Retrieved from  

http://search.proquest.com/docview/8720826282?accountid=13758. (872082682).  

Dutton, M. A. (2009). Pathways linking intimate partner violence and posttraumatic   

disorder. Trauma, Violence, & Abuse, 10(3), 211-224. 

Dutton, M. A., Goodman, L. A., & Bennett, L. (1999). Court-involved battered women's  

responses to violence: The role of psychological, physical, and sexual 

abuse. Violence and Victims, 14(1), 89. 

 

http://search.proquest.com/docview/873809599
http://search.proquest.com/docview/8720826282?accountid=13758


 
 
 
 
 

156 
 

Epstein, M. (2000). The behavioral and emotional rating scale: A strength-based  

approach to assessment. Assessment for Effective Intervention, 25(3), 249-256. 

Fabrigar, L. R., Wegener, D. T., MacCallum, R. C., & Strahan, E. J. (1999). Evaluating  

the use of exploratory factor analysis in psychological research. Psychological  

Methods, 4(3), 272. 

Farrell, M. L. (1996). Healing: A qualitative study of women recovering from abusive   

relationships with men. Perspectives in Psychiatric Care, 32(3), 23-32. 

Feder, L., & Wilson, D. B. (2005). A meta-analytic review of court-mandated batterer             

            intervention programs: Can courts affect abusers’ behavior?. Journal of  

 Experimental Criminology, 1(2), 239-262. 

Flasch, P. (2016). Navigating new relationships during recovery from intimate partner  

violence: A phenomenological investigation of female survivors' experiences. 

Flasch, P., Murray, C. E., & Crowe, A. (2015). Overcoming abuse: A phenomenological   

investigation of the journey to recovery from past intimate partner  

violence. Journal of Interpersonal Violence, 32(22), 3373-3401. 

Frazier, P., Conlon, A., & Glaser, T. (2001). Positive and negative life changes following  

sexual assault. Journal of Consulting and Clinical Psychology, 69(6), 1048. 

Fraser, M. (1997). Risk and resilience in childhood: An ecological perspective.  

Washington, DC: NASW Press. 

Friedman, M. J., & Schnurr, P. P. (1995). The relationship between trauma, post- 

traumatic stress disorder, and physical health. 

 



 
 
 
 
 

157 
 

Furr, M. (2011). Scale construction and psychometrics for social and personality  

psychology. SAGE Publications Ltd. 

Garmezy, N. (1993). Children in poverty: Resilience despite risk. Psychiatry, 56(1), 127- 

136. 

Gillum, T. L., Sullivan, C. M., & Bybee, D. I. (2006). The importance of spirituality in  

the lives of domestic violence survivors. Violence Against Women, 12(3), 240-

250. 

Glowa, P. T., Frasier, P. Y., & Newton, W. P. (2002). Increasing physician comfort level  

in screening and counseling patients for intimate partner violence: Hands-on  

practice. Patient Education and Counseling, 46(3), 213-220. 

Golding, J. M. (1999). Intimate partner violence as a risk factor for mental disorders: A  

meta-analysis. Journal of Family Violence, 14(2), 99-132. 

Goodman, L., Dutton, M. A., Weinfurt, K., & Cook, S. (2003). The intimate partner  

violence strategies index: Development and application. Violence Against  

Women, 9(2), 163-186. 

Gorde, M. W., Helfrich, C. A., & Finlayson, M. L. (2004). Trauma symptoms and life  

skill needs of domestic violence victims. Journal of InterpersonalViolence, 19(6),  

691-708. 

Green, B. L., & Kimerling, R. (2004). Trauma, posttraumatic stress disorder, and health  

status. In P.P. Schnurr & B. L. Green (Eds)., Trauma and health: Physical Health 

Consequences of Exposure to Extreme Stress (pp.13-42). Washington, DC: 

American Psychological Association. 



 
 
 
 
 

158 
 

Griffing, S., Lewis, C. S., Chu, M., Sage, R. E., Madry, L., & Primm, B. J. (2006).  

Exposure to interpersonal violence as a predictor of PTSD symptomatology in 

domestic violence survivors. Journal of Interpersonal Violence, 21(7), 936-954. 

Hall, J. M., Roman, M. W., Thomas, S. P., Travis, C. B., Powell, J., Tennison, C. R., ... &  

Martin, T. (2009). Thriving as becoming resolute in narratives of women 

surviving childhood maltreatment. American Journal of Orthopsychiatry, 79(3), 

375. 

Hansen, M., Andersen, T. E., Armour, C., Elklit, A., Palic, S., & Mackrill, T. (2010).  

PTSD-8: a short PTSD inventory. Clinical practice and epidemiology in mental 

health: CP & EMH, 6, 101. 

Hare, S. C. (2006). What do battered women want? Victims' opinions on prosecution. 

Violence and Victims, 21(5), 611. 

Hart, C. M., Ritchie, T. D., Hepper, E. G., & Gebauer, J. E. (2015). The balanced  

inventory of desirable responding short form (BIDR-16). Sage Open, 5(4),  

2158244015621113. 

Heller, S. S., Larrieu, J. A., D’Imperio, R., & Boris, N. W. (1999). Research on resilience  

to child maltreatment: Empirical considerations. Child Abuse & Neglect, 23(4), 

321-338.  

Herman, J. (1992a). Complex PTSD: A syndrome in survivors of prolonged and repeated  

trauma. Journal of Traumatic Stress, 5(3), 377-391. 

Herman, J. L. (1992b). Trauma and recovery. New York, N.Y.: BasicBooks. 

 



 
 
 
 
 

159 
 

Hou, W. L., Ko, N. Y., & Shu, B. C. (2013). Recovery experiences of Taiwanese women  

after terminating abusive relationships: a phenomenology study. Journal of  

Interpersonal Violence, 28(1), 157-175. 

Humphreys, C., & Thiara, R. (2003). Mental health and domestic violence: ‘I call it  

symptoms of abuse’. British Journal of Social Work, 33(2), 209-226. 

Humphreys, J. (2003). Resilience in sheltered battered women. Issues in Mental Health  

 Nursing, 24(2), 137-152. 

Intimate partner violence. Centers for Disease Control and Prevention Web site.  

            https://www.cdc.gov/violenceprevention/intimatepartnerviolence/index.html.  

Published August 22, 2017. Updated August 22, 2017. Accessed August 29, 

2017. 

Janoff-Bulman, R. (1985). The aftermath of victimization: Rebuilding shattered  

assumptions.In C. R. Figley (Ed.), Trauma and its wake, Vol. L The study and 

treatment of post-traumatic stress disorder (pp. 15-35). New York: Brunner 

Mazel. 

Jones, L., Hughes, M., & Unterstaller, U. (2001). Post-traumatic stress disorder (PTSD)  

in victims of domestic violence: A review of the research. Trauma, Violence, & 

Abuse, 2(2), 99-119. 

Johnson, J. A. (2005). Ascertaining the validity of individual protocols from web-based  

 personality inventories. Journal of Research in Personality, 39(1), 103-129. 

Johnson, M. P. (2006). Conflict and control: Gender symmetry and asymmetry in  

Domestic violence. Violence Against Women, 12(11), 1003-1018. 

https://www.cdc.gov/violenceprevention/intimatepartnerviolence/index.html


 
 
 
 
 

160 
 

Johnson, M. P. (2009). Differentiating among types of domestic violence. Marriage and  

family: Perspectives and complexities, 281-297. 

Johnson, M. P., & Ferraro, K. J. (2000). Research on domestic violence in the 1990s:  

 Making distinctions. Journal of Marriage and Family, 62(4), 948-963. 

Johnson, M. P., & Leone, J. M. (2005). The differential effects of intimate terrorism and  

           situational couple violence: Findings from the National Violence Against  

           Women Survey. Journal of Family Issues, 26(3), 322-349. 

Kahn, J. H. (2006). Factor analysis in counseling psychology research, training, and  

 practice: Principles, advances, and applications. The Counseling Psychologist, 34,  

 684–718. https://doi.org/10.1177/0011000006286347 

Kessler, R.C., Barker, P.R., Colpe, L.J., Epstein, J.F., Gfroerer, J.C., Hiripi, E., Howes,  

 M.J, Normand, S-L.T., Manderscheid, R.W., Walters, E.E., Zaslavsky, A.M.  

(2003). Screening for serious mental illness in the general population Archives of 

General Psychiatry. 60(2), 184-189.  

Kessler, R. C., Andrews, G., Colpe, L. J., Hiripi, E., Mroczek, D. K., Normand, S. L., ...  

 & Zaslavsky, A. M. (2002). Short screening scales to monitor population  

 prevalences and trends in non-specific psychological distress. Psychological  

 medicine, 32(6), 959-976. 

Kilpatrick, D. G., Ruggiero, K. J., Acierno, R., Saunders, B. E., Resnick, H. S., & Best,  

 C. L. (2003). Violence and risk of PTSD, major depression, substance  

 abuse/dependence, and comorbidity: results from the National Survey of  

 Adolescents. Journal of Consulting and Clinical Psychology, 71(4), 692. 



 
 
 
 
 

161 
 

Kinard, E. M. (1998). Methodological Issues in Assessing Resilience in Maltreated  

 Children 1 2 3. Child Abuse & Neglect, 22(7), 669-680.  

King, K., Murray, C. E., Crowe, A., Hunnicutt, G., Lundgren, K., & Olson, L. (2017).  

The costs of recovery: Intimate partner violence survivors’ experiences of 

financial recovery from abuse. The Family Journal, 25(3), 230-238. 

Kline, T. (2005). Psychological testing: A practical approach to design and evaluation.  

Thousand Oaks: Sage Publications. 

Krause, E. D., Kaltman, S., Goodman, L. A., & Dutton, M. A. (2008). Avoidant coping  

 and PTSD symptoms related to domestic violence exposure: A longitudinal  

 study. Journal of Traumatic Stress, 21(1), 83-90. 

Landenburger, K. M. (1993). Exploration of women's identity: clinical approaches with  

 abused women. AWHONN's clinical issues in perinatal and women's health  

 nursing, 4(3), 378-384. 

Lebowitz, L., Harvey, M. R., & Herman, J. L. (1993). A stage-by-dimension model of  

 recovery from sexual trauma. Journal of Interpersonal Violence, 8(3), 378-391. 

Lee, D. G., & Lim, H. (2008). Scale construction. Research design in counseling, 494- 

 510. 

Lee, J. A., Luxton, D. D., Reger, G. M., & Gahm, G. A. (2010). Confirmatory factor   

analysis of the posttraumatic growth inventory with a sample of soldiers 

previously deployed in support of the Iraq and Afghanistan wars. Journal of 

Clinical Psychology, 66, 7, 813-819. 

 



 
 
 
 
 

162 
 

Leech, N. L., Barrett, K. C., & Morgan, G. A. (2014). IBM SPSS for intermediate  

 statistics: Use and interpretation. Routledge. 

Lewis, S. D., Henriksen Jr, R. C., & Watts, R. E. (2015). Intimate partner violence: The  

 recovery experience. Women & Therapy, 38(3-4), 377-394. 

Lindhorst, T., & Beadnell, B. (2011). The long arc of recovery: Characterizing intimate  

 partner violence and its psychosocial effects across 17 years. Violence Against  

 Women, 17(4), 480-499. 

Linley, P. A., & Joseph, S. (2004). Positive change following trauma and adversity: A  

 review. Journal of Traumatic Stress, 17(1), 11-21. 

López-Fuentes, I., & Calvete, E. (2015). Building resilience: A qualitative study of  

 Spanish women who have suffered intimate partner violence. American Journal  

 of Orthopsychiatry, 85(4), 339. 

MacCallum, R. C., Widaman, K. F., Zhang, S., & Hong, S. (1999). Sample size in factor  

 analysis. Psychological Methods, 4(1), 84. 

MacMillan, H. L., Wathen, C. N., Jamieson, E., Boyle, M. H., Shannon, H. S., Ford- 

Gilboe, M.,.. & McNutt, L. A. (2009). Screening for intimate partner violence in 

health care settings: A randomized trial. Jama, 302(5), 493-501. 

Maniaci, M. R., & Rogge, R. D. (2014). Caring about carelessness: Participant inattention  

 and its effects on research. Journal of Research in Personality, 48, 61-83. 

Masten, A. S. (2001). Ordinary magic: Resilience processes in development. American   

Psychologist, 56(3), 227. 

 



 
 
 
 
 

163 
 

Max, W., Rice, D. P., Finkelstein, E., Bardwell, R. A., & Leadbetter, S. (2004). The  

 economic toll of intimate partner violence against women in the United  

 States. Violence and Victims, 19(3), 259. 

McKibben, W., & Silvia, P. (2017). Evaluating the distorting effects of inattentive  

 responding and social desirability on self-Report scales in creativity and the  

 arts. The Journal of Creative Behavior, 51(1), 57-69. 

McMillen, C., Zuravin, S., & Rideout, G. (1995). Perceived benefit from child sexual  

abuse. Journal of Consulting and Clinical Psychology, 63(6), 1037. 

Meade, A. W., & Craig, S. B. (2012). Identifying careless responses in survey   

data. Psychological methods, 17(3), 437. 

Mechanic, M. B., Weaver, T. L., & Resick, P. A. (2008). Mental health consequences of  

 Intimate partner abuse: A multidimensional assessment of four different forms of  

 abuse. Violence Against Women, 14(6), 634-654. 

Merritt‐Gray, M., & Wuest, J. (1995). Counteracting abuse and breaking free: The  

 process of leaving revealed through women's voices. Health Care for Women  

 International, 16(5), 399-412. 

Mertin, P., & Mohr, P. B. (2001). A follow-up study of posttraumatic stress disorder,  

 anxiety, and depression in Australian victims of domestic violence. Violence and  

 Victims, 16(6), 645. 

Murray, C. E., & Graves, K. N. (2012). Responding to family violence: A comprehensive,  

research-based guide for therapists. Routledge. 

 



 
 
 
 
 

164 
 

Mvududu, N. H., & Sink, C. A. (2013). Factor analysis in counseling research and  

 practice. Counseling Outcome Research and Evaluation, 4(2), 75-98. 

National Coalition against Domestic Violence Web site. National Statistics. 

 http://ncadv.org/learn-more/statistics. Accessed August 29, 2017. 

National Center for Injury Prevention and Control. Costs of Intimate Partner Violence   

Against Women in the United States. Atlanta (GA): Centers for Disease Control  

and Prevention; 2003. 

Neustifter, R., & Powell, L. (2015). Intimate Partner Violence Survivors: Exploring  

 Relational Resilience to Long-Term Psychosocial Consequences of Abuse by  

 Previous Partners. Journal of Family Psychotherapy, 26(4), 269-285. 

O'Leary, V. E., & Ickovics, J. R. (1995). Resilience and thriving in response to challenge:  

an opportunity for a paradigm shift in women's health. Women's health (Hillsdale,  

NJ), 1(2), 121-142. 

Ong, J. I. (2016). Trauma-sensitive yoga: A collective case study of the trauma recovery  

 of women impacted by Intimate Partner Violence (IPV). The University of North  

 Carolina at Greensboro. 

Osborne, J. W. (2015). What is rotating in exploratory factor analysis. Practical  

 Assessment, Research & Evaluation, 20(2), 1-7. 

Paulhus, D. L. (1991). Measurement and control of response bias. In J. P. Robinson, P. R.  

 Shaver, & L. S. Wrightsman (Eds.), Measures of personality and social  

 psychological attitudes (pp. 17-59). San Diego, CA: Academic Press. 

 

http://ncadv.org/learn-more/statistics


 
 
 
 
 

165 
 

Paulhus, D. L. (1998). Manual for the Paulhus Deception Scales: BIDR Version 7. 

 Toronto, Ontario, Canada: Multi-Health Systems. 

Park, C. L., Cohen, L. H., & Murch, R. L. (1996). Assessment and prediction of stress‐ 

related growth. Journal of personality, 64(1), 71-105. 

Pett, M. A., Lackey, N. R., & Sullivan, J. J. (2003). Making sense of factor analysis: The  

use of factor analysis for instrument development in health care research. Sage. 

Phelan, M. B. (2007). Screening for intimate partner violence in medical settings. 

 Trauma, Violence, & Abuse, 8(2), 199-213. 

Plichta, S. B. (2004). Intimate partner violence and physical health consequences: Policy  

 and practice implications. Journal of Interpersonal Violence, 19(11), 1296-1323. 

Polk, L. V. (1997). Toward a middle-range theory of resilience. Advances in Nursing  

 Science, 19(3), 1-13.  

Post-traumatic Stress Disorder. (2017). American Psychological Association. Retrieved  

 from http://www.apa.org/topics/ptsd/ 

Putnam, F. W. (1989). Diagnosis and treatment of multiple personality disorder. New  

 York: Guilford Press.  

Ratner, P. A. (1993). The incidence of wife abuse and mental health status in abused  

 wives in Edmonton, Alberta. Canadian journal of public health= Revue  

 canadienne de sante publique, 84(4), 246-249. 

Reeves, C., & O’Leary-Kelly, A. M. (2007). The effects and costs of intimate partner  

 violence for work organizations. Journal of Interpersonal Violence, 22(3), 327- 

 344. 



 
 
 
 
 

166 
 

Reynolds, W. M. (1982). Development of reliable and valid short forms of the  

 Marlowe‐Crowne Social Desirability Scale. Journal of Clinical Psychology,  

 38(1), 119-125. 

Rivara, F. P., Anderson, M. L., Fishman, P., Bonomi, A. E., Reid, R. J., Carrell, D., &   

Thompson, R. S. (2007). Healthcare utilization and costs for women with a 

history of intimate partner violence. American Journal of Preventive Medicine, 

32(2), 89-96. 

Rodriguez, M. A., Heilemann, M. V., Fielder, E., Ang, A., Nevarez, F., & Mangione, C.  

 M. (2008). Intimate partner violence, depression, and PTSD among pregnant  

 Latina  women. The Annals of Family Medicine, 6(1), 44-52. 

Sanders, C. K. (2015). Economic abuse in the lives of women abused by an intimate  

 partner: A qualitative study. Violence Against Women, 21(1), 3-29. 

Schnurr, P. P., & Green, B. L. (2004). Trauma and health: Physical health consequences  

 of exposure to extreme stress. American Psychological Association. 

Schnurr, P. P., & Jankowski, M. K. (1999, October). Physical health and post-traumatic  

 stress disorder: review and synthesis. In Seminars in clinical  

 neuropsychiatry (Vol. 4, No. 4, pp. 295-304). 

Scurfield, R.M. (1986). Post-trauma stress assessment and treatment: Overview and  

formulations. In C. R. Figley (Ed.), Trauma and its wake, Vol. L The study and  

treatment of post-traumatic stress disorder (pp. 15-35). New York: Brunner  

Mazel. 

 



 
 
 
 
 

167 
 

Senter, K. E., & Caldwell, K. (2002). Spirituality and the maintenance of change: A   

phenomenological study of women who leave abusive 

relationships. Contemporary Family Therapy, 24(4), 543-564. 

Shakespeare-Finch, J., & De Dassel, T. (2009). Exploring posttraumatic outcomes as a  

 function of childhood sexual abuse. Journal of Child Sexual Abuse, 18(6), 623- 

 640. 

Shanthakumari, R. S., Chandra, P. S., Riazantseva, E., & Stewart, D. E. (2014).  

 Difficulties come to humans and not trees and they need to be faced: A study on  

 resilience among Indian women experiencing intimate partner violence.  

 International Journal of Social Psychiatry, 60(7), 703-710. 

Silva, C., McFarlane, J., Soeken, K., Parker, B., & Reel, S. (1997). Symptoms  

of post-traumatic stress disorder in abused women in a primary care setting.  

Journal of Women's Health, 6(5), 543-552. 

Smith, M. E. (2003). Recovery from intimate partner violence: A difficult journey. Issue 

  in Mental Health Nursing, 24(5), 543-573.  

Smith, S, Chen, J, Basile, K et al. (2017). The National Intimate Partner and Sexual  

 Violence Survey (NISVS): 2010-2012 State Report. Atlanta, GA: National Center  

 for Injury Prevention and Control, Centers for Disease Control and Prevention. 

Smith, P. H., Earp, J. A., & DeVellis, R. (1995). Measuring battering: development of the  

Women's Experience with Battering (WEB) Scale. Women's Health: Research on 

Gender, Behavior, & Policy. 

 



 
 
 
 
 

168 
 

Song, L. Y. (2012). Service utilization, perceived changes of self, and life satisfaction  

 among  women who experienced intimate partner abuse: The mediation effect of  

 empowerment. Journal of Interpersonal Violence, 27(6), 1112-1136. 

Song, L. Y., & Shih, C. Y. (2010). Recovery from partner abuse: the application of the  

 strengths perspective. International Journal of Social Welfare, 19(1), 23-32. 

Stith, S. M., Smith, D. B., Penn, C. E., Ward, D. B., & Tritt, D. (2004). Intimate partner  

 physical abuse perpetration and victimization risk factors: A meta-analytic  

 review. Aggression and Violent Behavior, 10(1), 65-98. 

Substance Abuse and Mental Health Services Administration (2018, April 27). Trauma- 

 informed approach and trauma specific interventions. Retrieved from  

 https://www.samhsa.gov/nctic/trauma-interventions.  

Sutherland, C., Bybee, D., & Sullivan, C. (1998). The long-term effects of battering on  

 women's health. Women's Health (Hillsdale, NJ), 4(1), 41-70. 

Tabachnick, B. G., & Fidell, L. S. (2013). Using multivariate statistics (6th ed.). Boston,  

 MA: Pearson. 

Taket, A., Nurse, J., Smith, K., Watson, J., Shakespeare, J., Lavis, V., ... & Feder, G.  

 (2003). Routinely asking women about domestic violence in health settings. BMJ:  

 British  Medical Journal, 327(7416), 673. 

Taku, K., Cann, A., Calhoun, L. G., & Tedeschi, R. G. (2008). The factor structure of the   

posttraumatic growth inventory: A comparison of five models using confirmatory 

factor analysis. Journal of Traumatic Stress, 21(2), 158-164. 

 

https://www.samhsa.gov/nctic/trauma-interventions


 
 
 
 
 

169 
 

Taylor, J. Y. (2004). Moving from surviving to thriving: African American women  

 recovering from intimate male partner abuse. Research and theory for nursing  

 practice, 18(1), 35. 

Tedeschi, R. (2011). Post-traumatic growth in combat veterans. Journal of Clinical  

 Psychology in Medical Settings, 18(2), 137–144. 

Tedeschi, R. G. (1999). Violence transformed: Posttraumatic growth in survivors and 

 their societies. Aggression and Violent Behavior, 4(3), 319-341. 

Tedeschi, R. G., & Calhoun, L. G. (2004). "Posttraumatic growth: Conceptual  

 foundations and empirical evidence". Psychological inquiry, 15(1), 1-18. 

Tedeschi, R. G., & Calhoun, L. G. (1996). The Posttraumatic Growth Inventory:  

 Measuring the positive legacy of trauma. Journal of Traumatic Stress, 9(3), 455- 

 471. 

Tedeschi, R. G., & Calhoun, L. G. (1995). Trauma and transformation: Growing in the  

aftermath of suffering. Thousand Oaks, CA: Sage. 

Tedeschi, R. G., & Kilmer, R. P. (2005). Assessing Strengths, Resilience, and Growth to  

 Guide Clinical Interventions. Professional Psychology: Research and  

 Practice, 36(3), 230. 

Tinsley, H. E., & Tinsley, D. J. (1987). Uses of factor analysis in counseling psychology   

research. Journal of Counseling Psychology, 34, 414-424. 

 

 

 



 
 
 
 
 

170 
 

Tjaden, P and Thoennes, N. The Centers for Disease Control and Prevention. Full Report  

 of the Prevalence, Incidence, and Consequences of Violence Against Women.  

 November, 2000. https://www.ncjrs.gov/pdffiles1/nij/183781.pdf. Accessed  

 September 26, 2017. 

Ulloa, E. C., Hammett, J. F., Guzman, M. L., & Hokoda, A. (2015). Psychological  

 growth in relation to intimate partner violence: A review. Aggression and Violent  

 Behavior, 25, 88-94. 

Vagi, K. J., Rothman, E. F., Latzman, N. E., Tharp, A. T., Hall, D. M., & Breiding, M. J. 

 (2013). Beyond correlates: A review of risk and protective factors for adolescent 

 dating violence perpetration. Journal of Youth and Adolescence, 42(4), 633-649. 

Valdez, C. E., & Lilly, M. M. (2015). Posttraumatic growth in survivors of intimate  

 partner violence: An assumptive world process. Journal of interpersonal  

 violence, 30(2), 215-231.  

Vogt, W. (2005). Dictionary of statistics & methodology: A nontechnical guide for the  

 social sciences (3rd ed. ed.). Thousand Oaks, Calif.: Sage Publications. 

Wagnild, G. M., & Young, H. M. (1993). Development and psychometric evaluation of  

 the Resilience Scale. Journal of Nursing Measurement.  

Walters, M. L., Chen, J., & Breiding, M. J. (2013). The National Intimate Partner and  

 Sexual  Violence Survey (NISVS): 2010 findings on victimization by sexual  

orientation. Atlanta, GA: National Center for Injury Prevention and Control, 

Centers for Disease Control and Prevention, 648(73), 6. 

 

https://www.ncjrs.gov/pdffiles1/nij/183781.pdf


 
 
 
 
 

171 
 

Warshaw, C., Brashler, P., & Gil, J. (2009). Mental health consequences of intimate  

 partner violence. Intimate partner violence: A health-based perspective, 147-171. 

Warshaw, C., Sullivan, C., & Rivera, E. (2013). A systematic review of trauma-focused  

 interventions for domestic violence survivors. 

Watkins, M. W. (2018). Exploratory factor analysis: A guide to best practice. Journal of  

 Black Psychology, 44(3), 219-246. 

Watson (2017). Establishing Evidence for Internal Structure Using Exploratory Factor  

 Analysis. Measurement and Evaluation in Counseling and Development, 50(4),  

 232-238. 

World Health Organization. (2012). Understanding and addressing violence against  

 women: Intimate partner violence. Retrieved from   

 http://apps.who.int/iris/bitstream/10665/77432/1/WHO_RHR_12.36_eng.pdf 

World Health Organization. (2013). Global and regional estimates of violence against  

women: prevalence and health effects of intimate partner violence and non-

partner sexual violence. World Health Organization. 

Worthington, R. L., & Whittaker, T. A. (2006). Scale development research: A content  

 Analysis and recommendations for best practices. The Counseling  

 Psychologist, 34(6), 806-838. 

Wuest, J., & Merritt-Gray, M. (2001). Beyond survival: Reclaiming self after leaving an  

 abusive male partner. Canadian Journal of Nursing Research Archive, 32(4). 

 

 

http://apps.who.int/iris/bitstream/10665/77432/1/WHO_RHR_12.36_eng.pdf


 
 
 
 
 

172 
 

Yawn, B. P., Yawn, R. A., & Uden, D. L. (1992). American Medical Association  

 diagnostic and treatment guidelines on domestic violence. Archives of Family  

 Medicine, 1, 39. 

Young, M.D. (2007).  Finding meaning in the aftermath of trauma: Resilience and  

 posttraumatic growth in female survivors of intimate partner violence. ((Order  

 No. 3258728, University of Montana). ProQuest Dissertations and Theses, 274.  

Retrieved from 

http://search.proquest.com/docview/304827753?accountid=13758. (304827753).  

Zlotnick, C., Johnson, D. M., & Kohn, R. (2006). Intimate partner violence and long-term  

psychosocial functioning in a national sample of American women. Journal of  

Interpersonal Violence, 21(2), 262-275.  

 

 

 

 

 

 

 

 

 

 

 

 

http://search.proquest.com/docview/304827753?accountid=13758


 
 
 
 
 

173 
 

APPENDIX A 

ORIGINAL IPVRM ITEMS SENT FOR EXPERT REVIEW (ROUND 1) 

 

 

Intimate Partner Violence Recovery Measure 

 

INSTRUCTIONS: Reflecting on your recovery experiences from past instances of 

intimate partner violence (IPV), please rate the degree to which you agree experiencing 

the following changes in your recovery process across time since the last incident of 

abuse using the following scale: 

 

1 = Strongly Disagree (SD), 2 = Disagree (D), 3 = Neither agree nor disagree (N), 4 = 

Agree (N), 5 = Strongly Agree (SA) 

 

Note, it is important you answer the following questions based on your experiences up to 

the present time (e.g. experiences that you currently sustain or have sustained over 

time). 

 

There are no “right” or “wrong answers” to the questions listed below. Every survivor’s 

recovery experience is beautifully unique and based on various contextual factors specific 

to each individual person. Where examples are included (“e.g.”), note these are simply 

examples of the types of experience relevant for that item, but are not all-inclusive to the 

range of experiences, symptoms, and/or issues one might experience as a result of 

previous IPV. 

 

 

 

Physical Healing (4 items) SD      D      N      A       SA 

1. I have healed from the physical consequences of my 

abuse. 

  1        2       3      4         5 

2. My overall physical health is positive.   1        2       3      4         5 

3. I seek medical treatment for physical consequences 

related to my past abuse. 

  1        2       3      4         5 

4. My physical health allows me to meet the demands of 

my life. 

  1        2       3      4         5 

Psychological Healing (22 items) SD      D      N      A       SA 

5. I have low self-esteem.*   1        2       3      4         5 

6. I feel empowered.   1        2       3      4         5 

7. I feel like my “old self” again.   1        2       3      4         5 

8. I love myself.   1        2       3      4         5 

9. My sense of self is positive.   1        2       3      4         5 
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10. I accept myself for who I am.   1        2       3      4         5 

11. I feel strong.   1        2       3      4         5 

12. I am independent.   1        2       3      4         5 

13. I feel safe and secure.   1        2       3      4         5 

14. I engage in healthy eating behaviors.   1        2       3      4         5 

15. I engage in responsible substance use behaviors.   1        2       3      4         5 

16. I engage in positive coping behaviors.   1        2       3      4         5 

17. I seek professional treatment for mental health 

concerns related to my past abuse. 

  1        2       3      4         5 

18. Learning about Intimate Partner Violence helps my 

recovery. 

  1        2       3      4         5 

19. Having someone label my experience as “abuse” 

helps my recovery. 

  1        2       3      4         5 

20. Recognizing and accepting my abusive past helps my 

recovery. 

  1        2       3      4         5 

21. Understanding my previous relationship was abusive 

hurts my recovery.* 

  1        2       3      4         5 

22. I seek new opportunities and challenges in my life.   1        2       3      4         5 

23. I feel empowered to make my own choices.   1        2       3      4         5 

24. I feel free.   1        2       3      4         5 

25. I seek opportunities to develop my educational path.   1        2       3      4         5 

26. I seek opportunities to develop my career path.   1        2       3      4         5 

Relational Development (9 items) SD      D      N      A       SA 

27. I have positive non-romantic relationships.   1        2       3      4         5 

28. I have positive relationships with community 

resources and professional helpers. 

  1        2       3      4         5 

29. I feel unsafe in non-romantic relationships.*   1        2       3      4         5 

30. I trust individuals in non-romantic relationships in my 

life. 

  1        2       3      4         5 

31. I believe in my ability to have a healthy, non-abusive 

romantic relationship. 

  1        2       3      4         5 

32. I can have trust in my relationship with a new 

romantic partner. 

  1        2       3      4         5 

33. I can feel safe in a new romantic relationship.   1        2       3      4         5 

34. I am aware of “red flags” or warning signs in new 

romantic relationships.* 

  1        2       3      4         5 
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Transformational Enhancement (13 items) SD      D      N      A       SA 

36. I have a strong connection with spiritual and/or 

religious beliefs. 

  1        2       3      4         5 

37. I have a strong connection to God and/or a higher 

power. 

  1        2       3      4         5 

38. My faith plays a large role in my healing process.   1        2       3      4         5 

39. I practice forgiveness of those who have hurt me.   1        2       3      4         5 

40. I have a sense of meaning or purpose in my life.   1        2       3      4         5 

41. I have considered ways that I can use my experience 

to help others with abusive pasts. 

  1        2       3      4         5 

42. I feel at peace with my decision to help (or not help) 

others with abusive pasts. 

  1        2       3      4         5 

43. I want to be involved in advocacy activities that 

address Intimate Partner Violence. 

  1        2       3      4         5 

44. I want to make a difference in the lives of others.   1        2       3      4         5 

45. I have an appreciation for the small things in life.   1        2       3      4         5 

46. I have a better sense of what is important in my life.   1        2       3      4         5 

47. I have an appreciation for the value of my own life.   1        2       3      4         5 

48. I don’t take things for granted like I used to.   1        2       3      4         5 

 

 

 

 

 

 

 

 

 

 

 

35. I feel at peace with my current choice about whether 

or not to pursue a romantic relationship. 

  1        2       3      4         5 
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APPENDIX B 

 

ORIGINAL IPVRM ITEMS SENT FOR EXPERT REVIEW (ROUND 2) 

 

 

Email Request for Expert Panel Review 

 

Hello, 

 

My name is Joy Kelly and I am a third-year doctoral student pursuing the Doctor of 

Philosophy degree in Counseling and Counselor Education. For my dissertation study, I 

am developing a measure that assesses the long-term recovery experiences of Intimate 

Partner Violence (IPV) survivors – the Intimate Partner Violence Recovery Measure 

(IPVRM). The instrument is designed capture a more strengths-based perspective on the 

positive recovery experiences of IPV survivors in the long term (i.e. at least 1 year 

following the termination of the last abusive incident). Participants will be instructed to 

indicate to what degree they agree with the items you will be reviewing based on their 

recovery experiences of past IPV.  

 

As a denoted expert in this field, I would like to request your feedback regarding the 

items I’ve developed for this study with the support and guidance of my dissertation 

chair, Dr. Christine Murray. This feedback will capture both quantitative and qualitative 

feedback from you regarding characteristics of the items, such as clarity of item wording 

and conceptual clarity.  

 

Items are conceptually grouped by four overarching factors which are presented together 

in the questions below. I’ve provided a brief definition of the conceptual factor each 

respective item is expected to be grouped within as well. Note, you may consider 

printing this description to reference throughout your review process.  

 

You will be asked to indicate if (1) the item of the wording is clear and (2) if the item 

makes conceptual sense to be grouped in the respective factor described below. If the 

answer to your question is no, you will be prompted to provide a brief explanation for 

why. 

● Physical Healing: refers to the minimal presence and/or absence of long-term 

physical health symptoms resulting directly and/or indirectly from previous IPV 

 
● Psychological Healing: refers to the survivor’s endorsement of positive 

psychological change in the recovery process of healing from previous IPV 

 
● Relational Development: refers to positive changes in the IPV survivor’s social 

network that contribute to success in the long-term IPV recovery process 
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● Transformational Enhancement: refers to larger existential changes in the IPV 

recovery process that can be described by changes in spiritual and/or religious 

connectedness, social advocacy activities, and appreciation for life. 
 

Qualtrics Link to IPVRM Expert Panel Review (Round 2) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://uncg.ca1.qualtrics.com/jfe/preview/SV_3OuHfXMdwQZsUol?Q_SurveyVersionID=current&Q_CHL=preview
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APPENDIX C 

 

FINAL IPVRM ITEMS INCLUDED IN PILOT AND MAIN STUDIES 

 

 

Intimate Partner Violence Recovery Measure 

 

INSTRUCTIONS: “Recovery” is best defined within the context of this study as a 

process-oriented experience characterized primarily by a spectrum of positive 

psychological changes that occur over the long-term following the final abusive incident 

in survivors of intimate partner violence.  Reflecting on your recovery experiences from 

past instances of intimate partner violence (IPV), please rate the degree to which you 

agree experiencing the following changes in your recovery process across time since the 

last incident of abuse using the following scale: 

 

Strongly Disagree, Disagree, Neither agree nor disagree, Agree, Strongly Agree 

 

Note, it is important you answer the following questions based on your experiences up to 

the present time (e.g. experiences that you currently sustain or have sustained over 

time).  

 

There are no “right” or “wrong answers” to the questions listed below. Every survivor’s 

recovery experience is beautifully unique and based on various contextual factors specific 

to each individual person. Where examples are included (“e.g.”), note these are simply 

examples of the types of experience relevant for that item, but are not all-inclusive to the 

range of experiences, symptoms, and/or issues one might experience as a result of 

previous IPV. 

 

Physical Healing SD      D      N      A       SA 

1. I have healed from the physical effects related to my 

abuse (e.g. broken bones/bruises, sexual/reproductive 

issues, chronic fatigue) 

  1        2       3      4         5 

2. I am free of physical injuries and illnesses at this time 

related to my past abuse. 

  1        2       3      4         5 

3. I seek medical treatment for the physical impact (e.g. 

injuries, illnesses) related to my past abuse. 

  1        2       3      4         5 

4. My physical health allows me to meet the demands of 

my life. 

  1        2       3      4         5 

5. I have enough physical energy to manage the tasks of 

my day. 

  1        2       3      4         5 

6. I feel physically healthy.   1        2       3      4         5 

7. My physical wellness is a priority in my life.   1        2       3      4         5 

8. I engage in healthy eating behaviors.   1        2       3      4         5 
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9. I still have injuries and illnesses as a result of my 

previous abuse that affect me. * 

  1        2       3      4         5 

10. I am happy with my overall physical health.   1        2       3      4         5 

 

Psychological Healing  SD      D      N      A       SA 

11. I feel confident in myself and my ability to make 

decisions. 

  1        2       3      4         5 

12. I feel emotionally strong.   1        2       3      4         5 

13. I feel like my “old self” again.    1        2       3      4         5 

14. I feel like a newer, better version of myself.  

15. I love myself.    1        2       3      4         5 

16. I value myself.  

17. Most days I think of myself as capable and worthy.   1        2       3      4         5 

18. I accept myself even when I make mistakes.   1        2       3      4         5 

19. I feel emotionally weak.*   1        2       3      4         5 

20. I can take care of myself.   1        2       3      4         5 

21. I feel safe and secure.   1        2       3      4         5 

22. I engage in activities that make me feel better when 

I feel down or stressed. 

  1        2       3      4         5 

23. I presently seek professional treatment for mental 

health concerns related to my past abuse. 

  1        2       3      4         5 

24. Learning about intimate partner violence helps my 

recovery. 

  1        2       3      4         5 

25. Having a professional or personal contact recognize 

my experience as “abuse” helps my recovery. 

  1        2       3      4         5 

26. Recognizing and accepting my past experience with 

abuse helps my recovery. 

  1        2       3      4         5 

27. I feel capable of making my own choices.   1        2       3      4         5 

28. I feel personally free to do whatever I want.   1        2       3      4         5 

 

 

Relational Development  SD      D      N      A       SA 

29. I have supportive friendship/(s).   1        2       3      4         5 

30. I know where I can turn to in the community for 

support. 

  1        2       3      4         5 

31. I feel unsafe in non-romantic relationships.*    1        2       3      4         5 

32. I trust individuals in my life with whom I have non-

romantic relationships. 

  1        2       3      4         5 

33. I believe in my ability to have a healthy, non-

abusive romantic relationship. 

  1        2       3      4         5 

34. I can have trust in a relationship with a romantic 

partner. 

  1        2       3      4         5 

35. I can feel safe in a romantic relationship.   1        2       3      4         5 
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36. I have the ability to recognize warning signs of 

abuse in romantic relationships. 

  1        2       3      4         5 

37. I feel at peace with my current choice about whether 

or not to pursue a romantic relationship. 

  1        2       3      4         5 

38. I have at least one close friend that I can talk to 

about my problems. 

  1        2       3      4         5 

 

 

Transformational Enhancement SD      D      N      A       SA 

39. I have a connection with spiritual and/or religious 

beliefs. 

  1        2       3      4         5 

40. I have a connection to God and/or a higher power.   1        2       3      4         5 

41. My faith or spirituality plays a positive role in my 

healing process. 

  1        2       3      4         5 

42. I practice forgiveness towards those who have hurt 

me in general. 

  1        2       3      4         5 

43. I practice forgiveness towards my abuser.   1        2       3      4         5 

44. I have a sense of meaning or purpose in my life.   1        2       3      4         5 

45. I have considered ways that I can use my experience 

to help others with abusive pasts. 

  1        2       3      4         5 

46. I feel at peace with my decision to help (or not help) 

others with abusive pasts. 

  1        2       3      4         5 

47. I want to or have been involved in advocacy 

activities that address Intimate Partner Violence. 

  1        2       3      4         5 

48. I want to make a difference in the lives of others.   1        2       3      4         5 

49. I have an appreciation for the small things in life.   1        2       3      4         5 

50. I have a better sense of what is important in my life 

as a result of my experience of abuse. 

  1        2       3      4         5 

51. I have an appreciation for the value of my own life.   1        2       3      4         5 

52. I don’t take things for granted.   1        2       3      4         5 

53. I seek new opportunities in my life.   1        2       3      4         5 

54. I seek opportunities to develop my educational path.    1        2       3      4         5 

55. I seek opportunities to develop my career path.   1        2       3      4         5 

56. I do not want to make a difference in the lives of 

others.* 

  1        2       3      4         5 

 
 

Open-Ended Questions 

57. Is there anything else that you would like to share about your experience that was 

not addressed previously in this survey? If so, please share that information here. 

58. What message would you like to send to other survivors of abuse? 

59. What you do think have been the most important aspects of your recovery process 

from past abuse?   
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APPENDIX D 

INFORMED CONSENT DOCUMENT – PILOT STUDY 

 

 

 THE UNIVERSITY OF NORTH CAROLINA AT GREENSBORO 

CONSENT TO ACT AS A HUMAN PARTICIPANT: LONG FORM 

 

Project Title:  Surviving and Thriving: Development and Validation of the Intimate 

Partner Violence Recovery Measure (Pilot Study) 

Project Director:  Joy Kelly 

Faculty Advisor: Christine Murray 

 

What are some general things you should know about research studies?  

You are being asked to take part in a research study.  Your participation in the study is 

voluntary. You may choose not to join, or you may withdraw your consent to be in the 

study, for any reason, without penalty. 

  

Research studies are designed to obtain new knowledge. This new information may help 

people in the future.  There may not be any direct benefit to you for being in the research 

study. There also may be risks to being in research studies. If you choose not to be in the 

study or leave the study before it is done, it will not affect your relationship with the 

researcher or the University of North Carolina at Greensboro.  

  

Details about this study are discussed in this consent form.  It is important that you 

understand this information so that you can make an informed choice about being in this 

research study.  

 

You will be given a copy of this consent form.  If you have any questions about this study 

at any time, you should ask the researchers named in this consent form. Their contact 

information is below.  

 

What is the study about?  
 This is a research project.  Your participation is voluntary. The purpose of this study is to 

develop a psychometrically sound instrument that assesses the recovery experiences of 

survivors of Intimate Partner Violence (IPV) in the long-term. With the development of 

this strengths-based instrument, the research team hopes to shift the focus of the recovery 

experiences of survivors from more negative, pathologically-based interpretative 

consequences of IPV to the positive, growth-promoting outcomes that IPV survivors 

endorse post-trauma. This portion of the study represents the pilot version of the study 

where the primary investigator is interested in collecting feedback regarding your 

experience completing the study. Specifically, the primary investigator will collect 

feedback regarding item clarity, ease of technological use, and time needed to complete 
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the study. 

  

Why are you asking me? 
You are eligible to participate in this study if you are (1) at least 18 years old and identify 

having been in a previous intimate relationship where some form of IPV was present (i.e. 

physical, emotional/psychological and/or sexual abuse), (2) your abusive relationship 

concluded at least one year prior to the time of the study, and (3) you speak the English 

language. 

  

What will you ask me to do if I agree to be in the study? 

If you agree to participate in this study, you will be asked to complete a series of four 

questionnaires designed to assess four separate experiences: (1) long-term IPV recovery, 

(2) posttraumatic growth, (3) psychological distress (i.e. anxiety, depression), and (4) 

posttraumatic stress disorder. You will also complete a brief demographic form. The 

study should take approximately 30 minutes to complete from start to finish. You may 

end your participation in the study at any time. 

  

Is there any audio/video recording? 

No, there is no audio/video recording. 

  

What are the dangers to me? 
The Institutional Review Board (IRB) at the University of North Carolina at Greensboro 

has determined that participation in this study poses minimal risk to participants. This 

minimal risk may involve exposure to emotional distress when completing the 

instruments as some of them involve reflecting on past traumatic experiences. If you have 

questions, want more information or have suggestions, please contact Joy Kelly, who 

may be reached at (919) 221-5720 or jvkelly@uncg.edu.  Additionally, Ms. Kelly’s 

faculty advisor, Dr. Christine Murray, can be reached at cemurray@uncg.edu. If you have 

any concerns about your rights, how you are being treated, concerns or complaints about 

this project or benefits or risks associated with being in this study please contact the 

Office of Research Integrity at UNCG toll-free at (855) 251-2351. 

  

Are there any benefits to society as a result of me taking part in this research? 
By you taking part in this research, you are contributing to benefits to society that involve 

making significant strides in the way researchers and clinicians understand the IPV 

recovery experience in the long-term. From a clinical perspective, if we know more about 

the positive, growth-oriented experiences that IPV survivors endorse, helping 

professionals can be better equipped to help facilitate this process with their clients. 

Secondly, in addition to targeted areas for successful clinical intervention, the creation of 

the proposed IPV recovery measure may help inform public policy, legislation, training, 

effective resources, and community support for impactful IPV treatment intervention 

efforts. 
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Are there any benefits to me for taking part in this research study? 
 There are no direct benefits to participants. You may experience increased positive 

feelings about yourself as a result of answering questions in this study (e.g. 

empowerment, confidence). By reflecting on your past relationship experiences, you may 

identify personal strengths and resources that you can continue to build upon today.   

  

Will I get paid for being in the study?  Will it cost me anything? 
As an incentive for your time in participating in this study, you may elect to voluntarily 

enter your contact information into a random drawing for a $50 Amazon gift card. There 

are no other costs to you or payments made for participating in this study.  Note, you 

must complete the entire study, beginning to end, to be eligible for the incentive award. 

  

How will you keep my information confidential? 
All information obtained in this study is strictly confidential unless disclosure is required 

by law. Absolute confidentiality of data provided through the Internet cannot be 

guaranteed due to the limited protections of Internet access. Please be sure to close your 

browser when finished so no one will be able to see what you have been doing.  

 

Participants contact information entered for the incentive drawing will be stored in a 

separate, secured location so participants’ responses are not associated with their 

provided contact information. Data will be collected anonymously through Qualtrics, a 

secure, password-protected software. Data will be shared primarily among the primary 

investigator’s research chair, Dr. Christine Murray, and the primary researcher’s 

methodologist, Dr. Jennifer Erausquin, in the event the primary investigator requires any 

additional support that would warrant access to the data (e.g. statistical analyses).   

  

What if I want to leave the study? 
You have the right to refuse to participate or to withdraw at any time, without penalty.  If 

you choose to withdraw, you may request that any of your data which has been collected 

be destroyed unless it is in a de-identifiable state. The investigators also have the right to 

stop your participation at any time.  This could be because you have had an unexpected 

reaction, or have failed to follow instructions, or because the entire study has been 

stopped.  

  

What about new information/changes in the study?  
If significant new information relating to the study becomes available which may relate 

to your willingness to continue to participate, this information will be provided to you. 

  

How long should the study take to complete? 
The study should take approximately 30 minutes to complete from start to finish. You 

have the right to withdraw from the study at any point in time, for any reason, without 

any prejudice. As an incentive for your time, participants may elect to enter their contact 

information for a chance to win a $50 Amazon gift card. 
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Voluntary Consent by Participant: 
By participating in the study, you are agreeing that you read, or it has been read to you, 

and you fully understand the contents of this document and are openly willing consent to 

take part in this study.  All of your questions concerning this study have been answered.  

 

By participating in the study, you are agreeing that you meet the eligibility criteria 

described above. 

  

By clicking the button below, you acknowledge that your participation in the study is 

voluntary and that you have read and understand the information about this study as 

described in this document. Please also print a copy of this form for your records. 

  

Do you understand and agree to the terms outlined in this informed consent document? 

Once you check yes, please click "NEXT" below to be taken to the survey. If you do not 

agree to these terms, please close your web-browser now. 

   

For a copy of this IRB-approved informed consent document, please download pages 4-6 

of the file here: Adult Consent Form  

Thank you again for participating in this study! 

 

    Yes 

 

 

  

  

 

 

 

 

 

 

 

 

 

 

https://uncg.qualtrics.com/CP/File.php?F=F_ewzYUgsADKN0QQZ
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APPENDIX E 

INFORMED CONSENT DOCUMENT – MAIN STUDY 

 

 

 THE UNIVERSITY OF NORTH CAROLINA AT GREENSBORO 

CONSENT TO ACT AS A HUMAN PARTICIPANT: LONG FORM 

 

Project Title:  Surviving and Thriving: Development and Validation of the Intimate 

Partner Violence Recovery Measure (Main Study) 

Project Director:  Joy Kelly 

Faculty Advisor: Christine Murray 

  

What are some general things you should know about research studies? You are 

being asked to take part in a research study.  Your participation in the study is voluntary. 

You may choose not to join, or you may withdraw your consent to be in the study, for 

any reason, without penalty. 

 

Research studies are designed to obtain new knowledge. This new information may help 

people in the future.  There may not be any direct benefit to you for being in the research 

study. There also may be risks to being in research studies. If you choose not to be in the 

study or leave the study before it is done, it will not affect your relationship with the 

researcher or the University of North Carolina at Greensboro.  

 

Details about this study are discussed in this consent form.  It is important that you 

understand this information so that you can make an informed choice about being in this 

research study.  

 

You will be given a copy of this consent form.  If you have any questions about this study 

at any time, you should ask the researchers named in this consent form. Their contact 

information is below.  

 

What is the study about?  

This is a research project.  Your participation is voluntary. The purpose of this study is to 

develop an instrument that assesses the recovery experiences of survivors of Intimate 

Partner Violence (IPV) in the long-term. With the development of this strengths-based 

instrument, the research team hopes to shift the focus of the recovery experiences of 

survivors from more negative consequences of IPV to the positive, growth-promoting 

outcomes that IPV survivors endorse post-trauma.  

 

Why are you asking me? 

You are eligible to participate in this study if you are (1) at least 18 years old and identify 
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having been in a previous intimate relationship where some form of IPV was present (i.e. 

physical, emotional/psychological and/or sexual abuse), (2) your abusive relationship 

concluded at least one year prior to the time of the study, and (3) you speak the English 

language.  

 

What will you ask me to do if I agree to be in the study? 

If you agree to participate in this study, you will be asked to complete a series of four 

questionnaires designed to assess four separate experiences: (1) long-term IPV recovery, 

(2) posttraumatic growth, (3) psychological distress (i.e. anxiety, depression), and (4) 

posttraumatic stress disorder. You will also complete a brief demographic form. The 

study should take approximately 30 minutes to complete from start to finish. You may 

end your participation in the study at any time. 

 

Is there any audio/video recording? 

No, there is no audio/video recording. 

 

What are the dangers to me? 

The Institutional Review Board at the University of North Carolina at Greensboro has 

determined that participation in this study poses minimal risk to participants. This 

minimal risk may involve exposure to emotional distress when completing the 

instruments as some of them involve reflecting on past traumatic experiences. If you have 

questions, want more information or have suggestions, please contact Joy Kelly, who 

may be reached at (919) 221-5720 or jvkelly@uncg.edu.  Additionally, Ms. Kelly’s 

faculty advisor, Dr. Christine Murray, can be reached at cemurray@uncg.edu. If you have 

any concerns about your rights, how you are being treated, concerns or complaints about 

this project or benefits or risks associated with being in this study please contact the 

Office of Research Integrity at UNCG toll-free at (855) 251-2351. Should you need 

additional emotional support, please refer to the following mental health resources:  

 

• The National Coalition Against Domestic Violence (http://www.ncadv.org/) 

• The Suicide Prevention Lifeline (https://suicidepreventionlifeline.org/; 1-800-273-8255) 

• The National Domestic Violence Hotline (http://www.thehotline.org/; 1-800-799-

SAFE). 

• The SAMHSA National Helpline (https://www.samhsa.gov/find-help/national-helpline; 

1-800-662-HELP) 

 

Are there any benefits to society as a result of me taking part in this research?There 

are no direct benefits to participants. However, by you taking part in this research, you 

may be contributing to benefits to society that involve making significant strides in the 

way researchers and clinicians understand the IPV recovery experience in the long-

term.  From a clinical perspective, if we know more about the positive, growth-oriented 
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experiences that IPV survivors endorse, helping professionals can be better equipped to 

help facilitate this process with their clients. Secondly, in addition to targeted areas for 

successful clinical intervention, the creation of the proposed IPV recovery measure may 

help inform public policy, legislation, training, effective resources, and community 

support for impactful IPV treatment intervention efforts. 

 

Are there any benefits to me for taking part in this research study? 

There are no direct benefits to participants. 

 

Will I get paid for being in the study?  Will it cost me anything? 

As an incentive for your time in participating in this study, you may elect to voluntarily 

enter your contact information into a random drawing for one of six $25 Amazon gift 

cards. Additionally, your participation in completing the study will be associated with 

actively contributing towards a $150 donation to the National Coalition Against 

Domestic Violence.  There are no other costs to you or payments made for participating 

in this study.  Note, you must complete the entire study, beginning to end, to be eligible 

for the gift card award and active contribution to the charitable donation. 

 

How will you keep my information confidential? 

All information obtained in this study is strictly confidential unless disclosure is required 

by law. Absolute confidentiality of data provided through the Internet cannot be 

guaranteed due to the limited protections of Internet access. Please be sure to close your 

browser when finished so no one will be able to see what you have been doing.  

 

Participants contact information entered for the incentive drawing will be stored in a 

separate, secured location so participants’ responses are not associated with their 

provided contact information. Data will be collected anonymously through Qualtrics, a 

secure, password-protected software. Data will be shared primarily among the primary 

investigator’s research chair, Dr. Christine Murray, and the primary researcher’s 

methodologist, Dr. Jennifer Erausquin, in the event the primary investigator requires any 

additional support that would warrant access to the data (e.g. statistical analyses).   

 

What if I want to leave the study? 

You have the right to refuse to participate or to withdraw at any time, without penalty.  If 

you choose to withdraw, you may request that any of your data which has been collected 

be destroyed unless it is in a de-identifiable state. The investigators also have the right to 

stop your participation at any time.  This could be because you have had an unexpected 

reaction, or have failed to follow instructions, or because the entire study has been  

stopped.  
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What about new information/changes in the study?  

If significant new information relating to the study becomes available which may relate 

to your willingness to continue to participate, this information will be provided to you. 

 

How long should the study take to complete? 

The study should take approximately 30 minutes to complete from start to finish. You 

have the right to withdraw from the study at any point in time, for any reason, without 

any prejudice. As an incentive for your time, participants may elect to enter their contact 

information for a chance to win one of six $25 Amazon gift cards as well as actively 

contribute towards a $150 donation to the National Coalition Against Domestic Violence. 

 

Voluntary Consent by Participant: 

By participating in the study, you are agreeing that you read, or it has been read to you, 

and you fully understand the contents of this document and are openly willing consent to 

take part in this study.  All of your questions concerning this study have been answered.  

 

By participating in the study, you are agreeing that you meet the eligibility criteria 

described above. 

 

By clicking the button below, you acknowledge that your participation in the study is 

voluntary and that you have read and understand the information about this study as 

described in this document. Please also print a copy of this form for your records.   

 

Do you understand and agree to the terms outlined in this informed consent document? 

Once you check yes, please click "NEXT" below to be taken to the survey. If you do not 

agree to these terms, please close your web-browser now. 

 

Thank you again for participating in this study! 

   Yes 
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APPENDIX F 

 

KESSLER 10 PSYCHOLOGICAL DISTRESS SCALE (K10) 

 

 

Directions: These questions concern how you have been feeling over the past 30 days. 

Tick a box below each question that best represents how you have been. 

1. During the last 30 days, about how often did you feel tired out for no good 

reason? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

2. During the last 30 days, about how often did you feel nervous? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

3. During the last 30 days, about how often did you feel so nervous that nothing 

could calm you down? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

4. During the last 30 days, about how often did you feel hopeless? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

5. During the last 30 days, about how often did you feel restless or fidgety? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

6. During the last 30 days, about how often did you feel so restless you couldn’t sit 

still? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

7. During the last 30 days, about how often did you feel depressed? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 
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8. During the last 30 days, about how often did you feel that everything was an 

effort? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

9. During the last 30 days, about how often did you feel so sad that nothing could 

cheer you up? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 

10. During the last 30 days, about how often did you feel worthless? 

1. None 

of the 

time 

2. A little of the 

time 

3. Some of the 

time 

4. Most of the 

time 

5. All of the 

time 
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APPENDIX G 

 

POSTTRAUMATIC GROWTH INVENTORY (PTGI) 

 

 

Directions:  In this section, please complete the Posttraumatic Growth 

Inventory (Tedeschi & Calhoun, 1996) by indicating for each of the statements below the 

degree to which the change occurred in your life using the following scale.  Note, the 

term "crisis" is used in the original scale to describe a traumatic event and/or disaster. In 

this case, the term "crisis" refers to your experience of past abuse. 

1.   I changed my priorities about what 

is important in life. 

0      1      2     3      4      5 

2.   I have a greater appreciation for 

the value of my own life. 

0      1      2     3      4      5 

3.   I developed new interests. 0      1      2     3      4      5 

4.   I have a greater feeling of self-

reliance. 

0      1      2     3      4      5 

5.   I have a better understanding of 

spiritual matters. 

0      1      2     3      4      5 

6.   I more clearly see that I can count 

on people in times of trouble. 

0      1      2     3      4      5 

7.   I established a new path for my 

life. 

0      1      2     3      4      5 

8.   I have a greater sense of closeness 

with others. 

0      1      2     3      4      5 

9.   I am more willing to express my 

emotions. 

0      1      2     3      4      5 

10. I know better that I can handle 

difficulties. 

0      1      2     3      4      5 

11. I am able to do better things with 

my life. 

0      1      2     3      4      5 

12. I am better able to accept the way 

things work out. 

0      1      2     3      4      5 

13.  I can better appreciate each day. 0      1      2     3      4      5 

14.  New opportunities are available 

which wouldn't have been otherwise. 

0      1      2     3      4      5 

15.  I have more compassion for 

others. 

0      1      2     3      4      5 

16.  I put more effort into my 

relationships. 

0      1      2     3      4      5 
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0 = I did not experience this change as a result of my crisis  

1 = I experienced this change to a very small degree as a result of my crisis  

2 = I experienced this change to a small degree as a result of my crisis  

3 = I experienced this change to a moderate degree as a result of my crisis  

4 = I experienced this change to a great degree as a result of my crisis  

5 = I experienced this change to a very great degree as a result of my crisis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

17.  I am more likely to try to change 

things which need changing. 

0      1      2     3      4      5 

18.  I have a stronger religious faith. 0      1      2     3      4      5 

19.  I discovered that I'm stronger than 

I thought I was. 

0      1      2     3      4      5 

20.  I learned a great deal about how 

wonderful people are. 

0      1      2     3      4      5 

21.  I better accept needing others. 0      1      2     3      4      5 
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APPENDIX H 

PERMISSION USE LETTER AND RESPONSE FOR THE PTGI 

 

 

July 16, 2018 

 

 

Richard Tedeschi, Ph.D. 

Emeritus Professor 

The University of North Carolina at Charlotte 

Department of Psychological Science 

 

 

Dear Dr. Tedeschi:  

 

I am writing to request permission to use the Posttraumatic Growth Inventory (PTGI; 

Tedeschi & Calhoun, 1996) in my doctoral dissertation entitled, “Surviving and Thriving: 

Developing an Intimate Partner Violence Recovery Measure.” 

 

I am requesting use of the PTGI for use in my research study in order to facilitate 

convergent validity analyses against my newly developed scale – the Intimate Partner 

Violence Recovery Measure (IPVRM). I anticipate distributing my research study among 

approximately 250 survivors of Intimate Partner Violence (IPV) who will complete a 

series of scales, including the PTGI. 

 

Please let me know if you approve of my use of the PTGI for my doctoral dissertation 

research and/or if you have any further questions. 

 

Respectfully, 

 

Joy Kelly, M.S., Ed.S., LPCA, NCC 

Doctoral Candidate 

The University of North Carolina at Greensboro 

Department of Counseling and Educational Development 
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Rich Tedeschi 
 

Jul 29 

(4 days 

ago) 

 

  

 

 

to me 

 
 

Dear Joy-- 

 

You have my permission to use the instrument in your research.  Thank you for checking 

with me, and best wishes on your work. 

 

RT 

 

Richard G. Tedeschi, Ph.D. 

Professor Emeritus 

Health Psychology Doctoral Program  

University of North Carolina Charlotte 

9201 University City Blvd. 

Charlotte NC 28223 USA 

rtedesch@uncc.edu 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:rtedesch@uncc.edu
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APPENDIX I 

 

THE BALANCED INVENTORY OF DESIRABLE RESPONDING (BIDR-16) 

 

 

Directions: Using the scale below as a guide, select the response that indicates the degree 

to which you agree with it. 

 

1 = Strongly Disagree (SD), 2 = Disagree (D), 3 = Neither agree nor disagree (N), 4 = 

Agree (N), 5 = Strongly Agree (SA) 

 

 

Items 1-20 assess IM. Add one point for every “6” or “7” (minimum = 0,  

maximum = 20). *Items keyed in the “False” (negative) direction. 

 

 

 

 

 

 

 

Statement  

4. I have not always been honest with myself.* 1 2 3 4 5 

5. I always know why I like things. 1 2 3 4 5 

10. It’s hard for me to shut off a disturbing thought.* 1 2 3 4 5 

11. I never regret my decisions. 1 2 3 4 5 

12. I sometimes lose out on things because I can’t make up my mind 

soon enough.* 

1 2 3 4 5 

15. I am a completely rationale person. 1 2 3 4 5 

17. I am very confident of my judgments. 1 2 3 4 5 

18. I have sometimes doubted my ability as a lover.* 1 2 3 4 5 

21. I sometimes tell lies if I have to.* 1 2 3 4 5 

22. I never cover up my mistakes. 1 2 3 4 5 

23. There have been occasions when I have taken advantage of 

someone.* 

1 2 3 4 5 

25. I sometimes try to get even rather than forgive and forget.* 1 2 3 4 5 

27. I have said something bad about a friend behind his or her back.* 1 2 3 4 5 

28. When I hear people talking privately, I avoid listening. 1 2 3 4 5 

36. I never take things that don’t belong to me. 1 2 3 4 5 

40. I don’t gossip about other people’s business. 1 2 3 4 5 
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APPENDIX J 

 

PTSD-8 

 

 

Directions: In this section, the following statements represent symptoms that people 

sometimes have after experiencing, witnessing, or being confronted by a traumatic event 

(PTSD-8; Hansen et al., 2010). Please read each one carefully and select your answer 

according to how much the symptoms have bothered you since the trauma (e.g. past 

intimate partner abuse).  In this case, please specify your answers as it pertains to your 

last abusive experience with a previous romantic partner. 

 

 

Scoring Key for PTSD-8 

Intrusion Items Avoidance Items Hypervigilance Items 

1-4 5-6 7-8 

Meeting intrusion criteria: 

at least one item with a 

score ≥ 3 

Meeting the avoidance 

criteria:  

at least one item with a 

score ≥ 3 

Meeting the 

hypervigilance criteria:  

at least one items with a 

score ≥ 3 

Yes          No Yes          No Yes          No 
Please note for using PTSD-8 to diagnose PTSD the following DSM-IV criteria have to be met. The 

event must involve actual or threatened death, serious injury, or a threat to the physical integrity of self 

or other (A1) and the experience of intense fear, helplessness or horror (A2). The symptoms must be 

present for at least one month after the trauma (E) and cause clinically significant distress or 

impairment in social, occupational, or other important areas of functioning (F). 

 Not at 

all 

Rarely Sometimes Most of 

the time 

1. Recurrent thoughts or memories of 

the event. 

    

2. Feelings as though the event is 

happening again. 

    

3. Recurrent nightmares about the event.     

4. Sudden emotional or physical 

reactions when reminded of the event. 

    

5. Avoiding activities that remind you 

of the event. 

    

6. Avoiding thoughts or feelings 

associated with the event. 

    

7. Feeling jumpy, easily startled.     

8. Feeling on guard.     



 
 
 
 
 

197 
 

APPENDIX K 

 

PARTICIPANT RECRUITMENT MESSAGE FOR EMAIL/LISTSERV 

 

 (MAIN STUDY) 

 

 

TO: “Respective Email Listserv” 

FROM: “Respective Organization” 

SUBJECT: Enter to Win a $25 Amazon Gift Card and Contribute to Donation to the 

National Coalition Against Domestic Violence in Domestic Violence Recovery Research 

Study! 

 

Are you a survivor of past intimate partner violence (i.e. physical, 

emotional/psychological and/or sexual abuse perpetrated by an intimate partner) that 

ended at least one year ago? 

 

Are you at least 18 years of age? 

 

Do you speak the English language? 

 

If you answered “yes” to these three questions, you are eligible to participate in a 

strengths-based research study that assesses the positive, growth-promoting experiences 

of intimate partner violence (IPV) survivors in the long-term.  

 

By participating in this study, you will help inform the creation of an IPV-specific 

recovery instrument that could be useful in helping promote targeted areas for successful 

treatment interventions for survivors of IPV.  

 

As an incentive for your participation, eligible participants may enter to win one of six 

$25 Amazon gift cards. Also, complete the study by January 15, 2019 and actively 

contribute towards a $150 donation to the National Coalition Against Domestic Violence. 

 

To access the research study, click the link here. 

 

For questions or concerns regarding this research study, please contact Joy Kelly at 

jvkelly@uncg.edu. Ms. Kelly is pursuing her Doctor of Philosophy degree in Counseling 

and Counselor Education from The University of North Carolina at Greensboro. 

  

 

 

 

https://uncg.qualtrics.com/jfe/form/SV_6kYsb4cRiFXL3PT
mailto:jvkelly@uncg.edu
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APPENDIX L 

 

PARTICIPANT RECRUITMENT MESSAGE FOR EMAIL/LISTSERV  

 

(PILOT STUDY) 

 

 

TO: “Respective Email Listserv” 

FROM: “Respective Organization” 

SUBJECT: Enter to Win $50 Amazon Gift Card for Research Study on Domestic 

Violence 

 

Are you a survivor of past intimate partner violence (i.e. physical, 

emotional/psychological and/or sexual abuse perpetrated by an intimate partner) that 

ended at least one year ago? 

 

Are you at least 18 years of age? 

 

Do you speak the English language? 

 

If you answered “yes” to these three questions, you are eligible to participate in a 

strengths-based research study that assesses the positive, growth-promoting experiences 

of intimate partner violence (IPV) survivors in the long-term.  

 

By participating in this study, you will help inform the creation of an IPV-specific 

recovery instrument that could be useful in helping promote targeted areas for successful 

treatment interventions for survivors of IPV.  

 

As an incentive for your participation, eligible participants may enter to win a $50 

Amazon Gift card upon completion of the study. To access the research study, click the 

link here. 

 

For questions or concerns regarding this research study, please contact Joy Kelly at 

jvkelly@uncg.edu. Ms. Kelly is pursuing her Doctor of Philosophy degree in Counseling 

and Counselor Education from The University of North Carolina at Greensboro. 

  

 

 

 

 

https://uncg.qualtrics.com/jfe/form/SV_06dllfZZqF82bC5
mailto:jvkelly@uncg.edu
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APPENDIX M 

PARTICIPANT RECRUITMENT MESSAGE FOR WEBSITE/SOCIAL MEDIA  

 

POSTING (MAIN STUDY) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Supplementary text that goes with image: 

“Participants will be asked to complete an online survey questionnaire regarding their  

experiences of recovery from domestic violence. The survey should take no longer than 

30 minutes to complete. All participants who complete the online survey will be eligible 

to enter a random drawing for one of six $25 Amazon gift cards. Also, the researcher will 

make a $150 donation to the National Coalition Against Domestic Violence if 250 

participants complete the survey by January 15, 2019. Click here to complete the survey 

now!” 

 

https://uncg.qualtrics.com/jfe/form/SV_6kYsb4cRiFXL3PT
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APPENDIX N 

PARTICIPANT RECRUITMENT MESSAGE FOR WEBSITE/SOCIAL MEDIA  

 

POSTING (PILOT STUDY) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Supplementary text that goes with image: 

“Participants will be asked to complete an online survey questionnaire regarding their 

experiences of recovery from domestic violence. The survey should take no longer than 

30 minutes to complete.  All participants who complete the online survey will be eligible 

to enter a random drawing for a $50 Amazon gift card. Click here to complete the survey 

now! 

 

 

https://uncg.qualtrics.com/jfe/form/SV_6kYsb4cRiFXL3PT
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APPENDIX O 

 

PARTICIPANT RECRUITMENT FLYER FOR PHYSICAL POSTING OR  

 

DISTRIBUTION (MAIN STUDY) 
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APPENDIX P 

 

PARTICIPANT RECRUITMENT FLYER FOR PHYSICAL POSTING OR  

 

DISTRIBUTION (PILOT STUDY) 
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APPENDIX Q 

 

POWER AND CONTROL WHEEL (AKA “THE DULUTH MODEL”) 
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APPENDIX R 

A COMPREHENSIVE MODEL OF PTG 
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APPENDIX S 

PARTICIPANT RECRUITMENT VIDEO MESSAGE FOR WEBSITE/SOCIAL  

 

MEDIA POSTING (MAIN STUDY ONLY) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Link to Video: https://vimeo.com/300832154  

 

Supplementary text that goes with video: 

“Participants will be asked to complete an online survey questionnaire regarding their 

experiences of recovery from domestic violence. The survey should take no longer than 

30 minutes to complete.  All participants who complete the online survey will be eligible 

to enter a random drawing for one of six $25 Amazon gift cards. Also, study participants 

who complete the study by January 15, 2019 will be actively contributing towards a $150 

donation to the National Coalition Against Domestic Violence. Click here to complete 

the survey now! 

 

 

 

 

 

 

 

 

 

 

https://vimeo.com/300832154
https://uncg.qualtrics.com/jfe/form/SV_6kYsb4cRiFXL3PT
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APPENDIX T 

 

MAIN STUDY QUESTIONNAIRE QUALTRICS DOWNLOAD 

 

 

MAIN STUDY: Development and Validation of the IPVRM 

 

Start of Block: Welcome 

 

WELCOME  

Welcome to the survey website for the study, "Surviving and Thriving: Development and 

Validation of the Intimate Partner Violence Recovery Measure.  We will begin the study 

by asking four questions to determine your eligibility for participation in this study. 

Please click "Next" to continue to these questions. 

 

End of Block: Welcome 

 

Start of Block: Eligibility Question 1 

 

ELIG1 Are you at least 18 years of age? 

o Yes  (1)  

o No  (2)  

 

End of Block: Eligibility Question 1 

 

Start of Block: Eligibility Question 2 

 

ELIG2 Were you formerly abused by an intimate relationship partner (e.g., a boyfriend or 

girlfriend, life partner, or spouse)? In other words, have you experienced intimate partner 

violence, which also often may be called battering, domestic violence, and/or spousal 

abuse? This includes any form of abuse and/or violence that occurs in an intimate 

relationship, including physical, emotional, psychological, verbal, and/or sexual abuse. 

o Yes  (1)  

o No  (2)  

 

End of Block: Eligibility Question 2 

 

Start of Block: Eligibility Question 3 
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ELIG3 Did the last abusive incident with your previous intimate partner end at least one 

year ago? 

o Yes  (1)  

o No  (2)  

 

End of Block: Eligibility Question 3 

 

Start of Block: Eligibility Question 4 

 

ELIG4 This survey is written in the English language. Can you read in the English 

language? 

o Yes  (1)  

o No  (2)  

 

End of Block: Eligibility Question 4 

 

Start of Block: Informed Consent 

 

 

 

Project Title:  Surviving and Thriving: Development and Validation of the Intimate 

Partner Violence Recovery Measure (Main Study)   

Project Director:  Joy Kelly   

Faculty Advisor: Christine Murray   

    

What are some general things you should know about research studies?    

You are being asked to take part in a research study.  Your participation in the study is 

voluntary. You may choose not to join, or you may withdraw your consent to be in the 

study, for any reason, without penalty.   

    

Research studies are designed to obtain new knowledge. This new information may help 

people in the future.  There may not be any direct benefit to you for being in the research 

study. There also may be risks to being in research studies. If you choose not to be in the 

study or leave the study before it is done, it will not affect your relationship with the 

researcher or the University of North Carolina at Greensboro.    

    

Details about this study are discussed in this consent form.  It is important that you 
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understand this information so that you can make an informed choice about being in this 

research study.    

You will be given a copy of this consent form.  If you have any questions about this study 

at any time, you should ask the researchers named in this consent form. Their contact 

information is below.    

    

What is the study about?    
This is a research project.  Your participation is voluntary. The purpose of this study is to 

develop an instrument that assesses the recovery experiences of survivors of Intimate 

Partner Violence (IPV) in the long-term. With the development of this strengths-based 

instrument, the research team hopes to shift the focus of the recovery experiences of 

survivors from more negative consequences of IPV to the positive, growth-promoting 

outcomes that IPV survivors endorse post-trauma.    

    

Why are you asking me?   
You are eligible to participate in this study if you are (1) at least 18 years old and identify 

having been in a previous intimate relationship where some form of IPV was present (i.e. 

physical, emotional/psychological and/or sexual abuse), (2) your abusive relationship 

concluded at least one year prior to the time of the study, and (3) you speak the English 

language.   

    

What will you ask me to do if I agree to be in the study?   

If you agree to participate in this study, you will be asked to complete a series of four 

questionnaires designed to assess four separate experiences: (1) long-term IPV recovery, 

(2) posttraumatic growth, (3) psychological distress (i.e. anxiety, depression), and (4) 

posttraumatic stress disorder. You will also complete a brief demographic form. The 

study should take approximately 30 minutes to complete from start to finish. You may 

end your participation in the study at any time.   

    

Is there any audio/video recording?   

No, there is no audio/video recording.   

    

What are the dangers to me?   
The Institutional Review Board at the University of North Carolina at Greensboro has 

determined that participation in this study poses minimal risk to participants. This 

minimal risk may involve exposure to emotional distress when completing the 

instruments as some of them involve reflecting on past traumatic experiences. If you have 

questions, want more information or have suggestions, please contact Joy Kelly, who 

may be reached at (919) 221-5720 or jvkelly@uncg.edu.  Additionally, Ms. Kelly’s 

faculty advisor, Dr. Christine Murray, can be reached at cemurray@uncg.edu. If you have 

any concerns about your rights, how you are being treated, concerns or complaints about 

this project or benefits or risks associated with being in this study please contact the 

Office of Research Integrity at UNCG toll-free at (855) 251-2351. Should you need 

additional emotional support, please refer to the following mental health resources:      
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• The National Coalition Against Domestic Violence (http://www.ncadv.org/)   

    

• The Suicide Prevention Lifeline (https://suicidepreventionlifeline.org/; 1-800-273-8255)   

    

• The National Domestic Violence Hotline (http://www.thehotline.org/; 1-800-799-

SAFE).   

    

• The SAMHSA National Helpline (https://www.samhsa.gov/find-help/national-helpline; 

1-800-662-HELP)   

    

Are there any benefits to society as a result of me taking part in this research?   
There are no direct benefits to participants. However, by you taking part in this research, 

you may be contributing to benefits to society that involve making significant strides in 

the way researchers and clinicians understand the IPV recovery experience in the long-

term.  From a clinical perspective, if we know more about the positive, growth-oriented 

experiences that IPV survivors endorse, helping professionals can be better equipped to 

help facilitate this process with their clients. Secondly, in addition to targeted areas for 

successful clinical intervention, the creation of the proposed IPV recovery measure may 

help inform public policy, legislation, training, effective resources, and community 

support for impactful IPV treatment intervention efforts.   

    

Are there any benefits to me for taking part in this research study?   

There are no direct benefits to participants.   

    

 

Will I get paid for being in the study?  Will it cost me anything?   

As an incentive for your time in participating in this study, you may elect to voluntarily 

enter your contact information into a random drawing for one of six $25 Amazon gift 

cards. Additionally, your participation in completing the study will be associated with 

actively contributing towards a $150 donation to the National Coalition Against 

Domestic Violence.  There are no other costs to you or payments made for participating 

in this study.  Note, you must complete the entire study, beginning to end, to be eligible 

for the gift card award and active contribution to the charitable donation.   

    

How will you keep my information confidential?   
All information obtained in this study is strictly confidential unless disclosure is required 

by law. Absolute confidentiality of data provided through the Internet cannot be 

guaranteed due to the limited protections of Internet access. Please be sure to close your 

browser when finished so no one will be able to see what you have been doing. 

Participants contact information entered for the incentive drawing will be stored in a 

separate, secured location so participants’ responses are not associated with their 

provided contact information. Data will be collected anonymously through Qualtrics, a 

secure, password-protected software. Data will be shared primarily among the primary 

investigator’s research chair, Dr. Christine Murray, and the primary researcher’s 
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methodologist, Dr. Jennifer Erausquin, in the event the primary investigator requires any 

additional support that would warrant access to the data (e.g. statistical analyses).     

    

What if I want to leave the study?   

You have the right to refuse to participate or to withdraw at any time, without penalty.  If 

you choose to withdraw, you may request that any of your data which has been collected 

be destroyed unless it is in a de-identifiable state. The investigators also have the right to 

stop your participation at any time.  This could be because you have had an unexpected 

reaction, or have failed to follow instructions, or because the entire study has been 

stopped.    

    

What about new information/changes in the study?    

If significant new information relating to the study becomes available which may relate 

to your willingness to continue to participate, this information will be provided to you.   

    

How long should the study take to complete?   

The study should take approximately 30 minutes to complete from start to finish. You 

have the right to withdraw from the study at any point in time, for any reason, without 

any prejudice. As an incentive for your time, participants may elect to enter their contact 

information for a chance to win one of six $25 Amazon gift cards as well as actively 

contribute towards a $150 donation to the National Coalition Against Domestic Violence.    

    

Voluntary Consent by Participant:   
By participating in the study, you are agreeing that you read, or it has been read to you, 

and you fully understand the contents of this document and are openly willing consent to 

take part in this study.  All of your questions concerning this study have been answered. 

By participating in the study, you are agreeing that you meet the eligibility criteria 

described above.   

    

By clicking the button below, you acknowledge that your participation in the study is 

voluntary and that you have read and understand the information about this study as 

described in this document. Please also print a copy of this form for your records.  To 

access a copy of this consent form, please download the link here: Adult Consent Final 

IRB Approved    

    

Do you understand and agree to the terms outlined in this informed consent document? 

Once you check yes, please click "NEXT" below to be taken to the survey. If you do not 

agree to these terms, please close your web-browser now. 

     

Thank you again for participating in this study! 

o Yes  (1)  

 

End of Block: Informed Consent 

https://uncg.qualtrics.com/CP/File.php?F=F_cVd1IEhF6cSXTZb%22%20target=%22_blank
https://uncg.qualtrics.com/CP/File.php?F=F_cVd1IEhF6cSXTZb%22%20target=%22_blank
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Start of Block: Demographics 

 

DEM1 We begin this survey by asking you to provide some information about your 

background and previous relationships.   

 

As a reminder, your incentive for completing the survey will include voluntary entry 

into a random drawing for one of six $25 Amazon gift cards. Also, by completing the 

survey, you are actively contributing to a $150 donation to the National Coalition 

Against Domestic Violence! 

 

 

 What is your age in years? 

________________________________________________________________ 

 

 

DEM2 What is your gender? 

________________________________________________________________ 
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DEM3 What is your current relationship status? (Please click the response that best 

applies to your current situation.) 

o Single  (1)  

o Married  (2)  

o Separated  (3)  

o Divorced  (4)  

o Dating, but not in a committed relationship  (5)  

o In a committed relationship, not living together  (6)  

o In a committed relationship, living together  (7)  

o In a legally-recognized civil union/domestic partnership, not married  (8)  

o Other (Please specify)  (9) 

________________________________________________ 

 

DEM4 If you are currently in an intimate relationship, what is your partner's gender? 

o My partner's gender is  (1) 

________________________________________________ 

o I am not currently in an intimate relationship.  (2)  

 

 

DEM5 Please indicate the state and country where you live. 

________________________________________________________________ 
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DEM6 Do you have any children? 

o Yes  (1)  

o No  (2)  

 

DEM7 What is your racial/ethnic background? 

o White or Caucasian  (1)  

o Black or African American  (2)  

o American Indian or Alaska Native  (3)  

o Latino or Hispanic  (4)  

o Asian  (5)  

o Native American  (6)  

o Other (Please specify)  (7) 

________________________________________________ 

 

DEM8 What is the highest level of education you completed? 

o High school diploma/GED  (1)  

o Associate's degree  (2)  

o Bachelor's degree  (3)  

o Graduate degree  (4)  

o Other (Please specify)  (5) 

________________________________________________ 

 

DEM9 What is your current household income level? 

o Under $30,000  (1)  

o $30,000 to $59,000  (2)  

o $60,000 to $100,000  (3)  

o Over $100,000  (4)  
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DEM10 What is your current occupation? 

________________________________________________________________ 

 

 

DEM11  

This study is for individuals who have previously been in one or more intimate 

relationships (e.g., boyfriend/girlfriend, spouse, partner) in which they experienced 

intimate partner violence (IPV). Sometimes, IPV is referred to by other terms, such as 

domestic violence, battering, or spouse abuse.  In this study, we are defining intimate 

partner violence (IPV) as any form of abuse and/or violence that occurs in an intimate 

relationship, including physical, emotional, psychological, verbal, and/or sexual abuse. 

 

How many relationships have you experienced that included any form of IPV? 

________________________________________________________________ 

 

 

DEM12 For the following questions, please answer in relation to your most recent 

relationship that included any form of IPV. At the end of these questions, we will ask you 

about any earlier relationships you may have had in which you experienced IPV. 

Was this partner the same or different gender than you? 

o Same gender  (1)  

o Different gender  (2)  

 

DEM13 How many years did your relationship last? 

________________________________________________________________ 

 

 

DEM14 What was the most significant level of commitment you had with this partner? 

o Dating, but not in a committed relationship  (1)  

o In a committed relationship, not living together  (2)  

o In a committed relationship, living together  (3)  

o Married  (4)  

o In a legally-recognized civil union/domestic partnership, not married  (5)  

o Other (Please specify)  (6) 

________________________________________________ 
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DEM15 What forms of abuse would you say that you experienced in this relationship 

(Check all that apply.) 

▢ Physical abuse  (1)  

▢ Emotional abuse  (2)  

▢ Verbal abuse  (3)  

▢ Sexual abuse  (4)  

▢ Other (Please specify)  (5) 

________________________________________________ 

 

DEM16 Did your partner ever receive any form of legal punishment or sanctions as a 

result of abusive behaviors? Examples of legal punishments include having a 50(b) 

protective order taken out against him/her and/or being arrested. 

o Yes (Please describe)  (1) 

________________________________________________ 

o No  (2)  

 

 

 

DEM17 Do/did you have any children with this partner? 

o Yes  (1)  

o No  (2)  

 

 

DEM18 How did the relationship end? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

DEM19 Do you have any current contact with this partner? 

o Yes  (1)  

o No  (2)  
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DEM20 How many years has it been since this relationship ended? 

________________________________________________________________ 

 

 

 

DEM21 Is there anything else you would like to add about this relationship? If so, please 

do so in the space provided. 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 

DEM22 If you have been in other violent or abusive relationships, besides this most 

recent one you just described in the previous questions, please briefly describe each of 

these relationships in the space provided here. 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

End of Block: Demographics 

 

Start of Block: Progress Part 1 

 

Progress_1 Thank you for completing the demographic questionnaire. 

 

 

You have completed nearly 25% of the survey! 

 

 

Please click the "Next" button to continue to complete the Intimate Partner Violence 

Recovery Measure. 

 

End of Block: Progress Part 1 

Start of Block: IPVRM 

 

IPVRM – Note, items marked with an asterisk (*) denote social desirability. 

Part 1/6. 
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“Recovery” is best defined in this study as a process-oriented experience characterized 

primarily by a spectrum of positive psychological changes that occur over the long-term 

following the final abusive incident in survivors of intimate partner violence.   

 

Reflecting on your recovery experiences from past instances of intimate partner violence 

(IPV), please rate the degree to which you agree experiencing the following changes in 

your recovery process across time since the last incident of abuse.  Note, it is important 

you answer the following questions based on your experiences up to the present time (e.g. 

experiences that you currently sustain or have sustained over time). 
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Strongly 

disagree 

(1) 

Disagree 

(2) 

Neither 

agree nor 

disagree 

(3) 

Agree (4) 
Strongly 

Agree (5) 

I have healed from 

the physical 

effected related to 

my abuse (e.g. 

broken 

bones/bruises, 

sexual/reproductive 

issues, chronic 

fatigue) (4)  

o  o  o  o  o  

I value myself. (5)  o  o  o  o  o  
I believe in my 

ability to have a 

healthy, non-

abusive romantic 

relationship. (6)  

o  o  o  o  o  

I have a better 

sense of what is 

important in my 

life as a result of 

my experience of 

abuse. (7)  

o  o  o  o  o  

I have not always 

been honest with 

myself. (8)*  
o  o  o  o  o  

I have enough 

physical energy to 

manage the tasks 

of my day. (9)  

o  o  o  o  o  

Recognizing and 

accepting my past 

experience with 

abuse helps my 

recovery. (10)  

o  o  o  o  o  
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I feel at peace with 

my current choice 

about whether or 

not to pursue a 

romantic 

relationship. (11)  

o  o  o  o  o  

My faith or 

spirituality plays a 

positive role in my 

healing process. 

(12)  

o  o  o  o  o  

I always know why 

I like things (13)* o  o  o  o  o  
I practice 

forgiveness 

towards my abuser. 

(15)  

o  o  o  o  o  

I do not want to 

make a difference 

in the lives of 

others. (16)  

o  o  o  o  o  

 

 

End of Block: IPVRM 

 

Start of Block: IPVRM (continued) 

 

IPVRM Part 2/6. 

 

“Recovery” is best defined in this study as a process-oriented experience characterized 

primarily by a spectrum of positive psychological changes that occur over the long-term 

following the final abusive incident in survivors of intimate partner violence.   

 

Reflecting on your recovery experiences from past instances of intimate partner violence 

(IPV), please rate the degree to which you agree experiencing the following changes in 

your recovery process across time since the last incident of abuse.  Note, it is important 

you answer the following questions based on your experiences up to the present time (e.g. 

experiences that you currently sustain or have sustained over time). 
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Strongly 

disagree (1) 
Disagree (2) 

Neither 

agree nor 

disagree (3) 

Agree (4) 
Strongly 

Agree (5) 

I am happy 

with my 

overall 

physical 

health. (5)  

o  o  o  o  o  

I presently 

seek 

professional 

treatment for 

mental health 

concerns 

related to my 

past abuse. 

(6)  

o  o  o  o  o  

I have 

supportive 

friendship/(s). 

(7)  

o  o  o  o  o  

I have 

considered 

ways that I 

can use my 

experience to 

help others 

with abusive 

pasts. (8)  

o  o  o  o  o  

It’s hard for 

me to shut off 

a disturbing 

thought. (9)* 

o  o  o  o  o  

I engage in 

healthy eating 

behaviors. 

(10)  

o  o  o  o  o  
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I feel 

confident in 

myself and 

my ability to 

make 

decisions. 

(11)  

o  o  o  o  o  

I trust 

individuals in 

my life with 

whom I have 

non-romantic 

relationships. 

(12)  

o  o  o  o  o  

I seek 

opportunities 

to develop 

my 

educational 

path. (13)  

o  o  o  o  o  

I never regret 

my decisions. 

(14)* 
o  o  o  o  o  

Learning 

about 

intimate 

partner 

violence 

helps my 

recovery. (17)  

o  o  o  o  o  

When I hear 

people 

talking 

privately, I 

avoid 

listening. 

(18)*  

o  o  o  o  o  
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End of Block: IPVRM (continued) 

IPVRM  

Part 3/6. 

 

“Recovery” is best defined in this study as a process-oriented experience characterized 

primarily by a spectrum of positive psychological changes that occur over the long-term 

following the final abusive incident in survivors of intimate partner violence.   

 

Reflecting on your recovery experiences from past instances of intimate partner violence 

(IPV), please rate the degree to which you agree experiencing the following changes in 

your recovery process across time since the last incident of abuse.  Note, it is important 

you answer the following questions based on your experiences up to the present time (e.g. 

experiences that you currently sustain or have sustained over time).  
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Strongly 

disagree (1) 
Disagree (2) 

Neither 

agree nor 

disagree (3) 

Agree (4) 
Strongly 

Agree (5) 

I seek 

medical 

treatment for 

the physical 

impact (e.g. 

injuries, 

illnesses) 

related to my 

past abuse. 

(5)  

o  o  o  o  o  

I sometimes 

lose out on 

things 

because I 

can’t make 

up my mind 

soon enough. 

(6)* 

o  o  o  o  o  

I can take 

care of 

myself. (7)  
o  o  o  o  o  

I have the 

ability to 

recognize 

warning signs 

of abuse in 

romantic 

relationships. 

(8)  

o  o  o  o  o  

I want to 

make a 

difference in 

the lives of 

others. (9)  

o  o  o  o  o  



 
 
 
 
 

224 
 

I am a 

completely 

rationale 

person. (10)* 

o  o  o  o  o  

I am free of 

physical 

injuries and 

illnesses at 

this time 

related to my 

past abuse. 

(11)  

o  o  o  o  o  

I engage in 

activities that 

make me feel 

better when I 

feel down or 

stressed. (12)  

o  o  o  o  o  

I have at least 

one close 

friend that I 

can talk to 

about my 

problems. 

(13)  

o  o  o  o  o  

I don't take 

things for 

granted. (14) 
o  o  o  o  o  

Most days I 

think of 

myself as 

capable and 

worthy. (16)  

o  o  o  o  o  

I never take 

things that 

don’t belong 

to me. (17)* 

o  o  o  o  o  
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Strongly 

disagree (1) 
Disagree (2) 

Neither 

agree nor 

disagree (3) 

Agree (4) 
Strongly 

Agree (5) 

My physical 

health allows 

me to meet 

the demands 

of my life. 

(5)  

o  o  o  o  o  

I feel like my 

"old self" 

again. (6)  
o  o  o  o  o  

I can feel 

safe in a 

romantic 

relationship. 

(7)  

o  o  o  o  o  

I practice 

forgiveness 

towards 

those who 

have hurt me 

in general. 

(8)  

o  o  o  o  o  

I am very 

confident of 

my 

judgments. 

(9)* 

o  o  o  o  o  

My physical 

wellness is a 

priority in 

my life. (11)  

o  o  o  o  o  

I love 

myself. (12)  o  o  o  o  o  
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I know 

where I can 

turn to in the 

community 

for support. 

(13)  

o  o  o  o  o  

I have a 

connection 

with spiritual 

and/or 

religious 

beliefs. (14)  

o  o  o  o  o  

I feel 

emotionally 

strong. (15)  
o  o  o  o  o  

I have 

sometimes 

doubted my 

ability as a 

lover. (16)* 

o  o  o  o  o  

I don’t 

gossip about 

other 

people’s 

business. 

(17)* 

o  o  o  o  o  

 

 

End of Block: IPVRM (continued) 

 

Start of Block: IPVRM (continued) 
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IPVRM  

Part 5/6. 

 

“Recovery” is best defined in this study as a process-oriented experience characterized 

primarily by a spectrum of positive psychological changes that occur over the long-term 

following the final abusive incident in survivors of intimate partner violence.   

 

Reflecting on your recovery experiences from past instances of intimate partner violence 

(IPV), please rate the degree to which you agree experiencing the following changes in 

your recovery process across time since the last incident of abuse.  Note, it is important 

you answer the following questions based on your experiences up to the present time (e.g. 

experiences that you currently sustain or have sustained over time). 
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Strongly 

disagree (1) 
Disagree (2) 

Neither 

agree nor 

disagree (3) 

Agree (4) 
Strongly 

Agree (5) 

I have a 

connection to 

God and/or a 

higher power. 

(5)  

o  o  o  o  o  

I sometimes 

tell lies if I 

have to. (6)* 
o  o  o  o  o  

I have an 

appreciation 

for the value 

of my own 

life. (7)  

o  o  o  o  o  

I feel safe 

and secure. 

(8)  
o  o  o  o  o  

I have a 

sense of 

meaning and 

purpose in 

my life. (9)  

o  o  o  o  o  

I seek 

opportunities 

to develop 

my career 

path. (10)  

o  o  o  o  o  

I never cover 

up my 

mistakes. 

(11)* 

o  o  o  o  o  

I feel 

personally 

free to do 

whatever I 

want. (12)  

o  o  o  o  o  
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I seek new 

opportunities 

in my life. 

(13)  

o  o  o  o  o  

I feel 

emotionally 

weak. (14)  
o  o  o  o  o  

I have an 

appreciation 

for the small 

things in life. 

(17)  

o  o  o  o  o  

I feel 

physically 

healthy. (18)  
o  o  o  o  o  

 

 

End of Block: IPVRM (continued) 

 

Start of Block: IPVRM (continued) 

 

IPVRM  

Part 6/6. 

 

“Recovery” is best defined in this study as a process-oriented experience characterized 

primarily by a spectrum of positive psychological changes that occur over the long-term 

following the final abusive incident in survivors of intimate partner violence.   

 

Reflecting on your recovery experiences from past instances of intimate partner violence 

(IPV), please rate the degree to which you agree experiencing the following changes in 

your recovery process across time since the last incident of abuse.  Note, it is important 

you answer the following questions based on your experiences up to the present time (e.g. 

experiences that you currently sustain or have sustained over time). 
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Strongly 

disagree (1) 
Disagree (2) 

Neither 

agree nor 

disagree (3) 

Agree (4) 
Strongly 

Agree (5) 

I feel at peace 

with my 

decision to 

help (or not 

help) others 

with abusive 

pasts. (5)  

o  o  o  o  o  

There have 

been 

occasions 

when I have 

taken 

advantage of 

someone. 

(6)*  

o  o  o  o  o  

Having a 

professional 

or personal 

contact label 

recognize my 

experience as 

"abuse" helps 

my recovery. 

(7)  

o  o  o  o  o  

I can have 

trust in a 

relationship 

with a 

romantic 

partner. (8)  

o  o  o  o  o  

I accept 

myself even 

when I make 

mistakes. (9)  

o  o  o  o  o  
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I sometimes 

try to get 

even rather 

than forgive 

and forget.* 

(10)  

o  o  o  o  o  

I want to or 

have been 

involved in 

advocacy 

activities that 

address 

intimate 

partner 

violence. (11)  

o  o  o  o  o  

I still have 

injuries and 

illnesses as a 

result of my 

previous 

abuse that 

affect me. 

(12)  

o  o  o  o  o  

I feel capable 

of making 

my own 

choices. (13)  

o  o  o  o  o  

I feel unsafe 

in non-

romantic 

relationships. 

(14)  

o  o  o  o  o  

I have said 

something 

bad about a 

friend behind 

his or her 

back. (17)*  

o  o  o  o  o  
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I feel like a 

newer, better 

version of 

myself. (18)  

o  o  o  o  o  

 

End of Block: IPVRM (continued) 

 

Start of Block: Progress_2 

 

Progress_2 Thank you for completing the Intimate Partner Violence Recovery Measure. 

 

 

You are nearly 75% complete and well on your way to helping support the National 

Coalition Against Domestic Violence through your completion of this survey! 

 

 

Please click the "Next" button to continue! 

 

End of Block: Progress_2 

 

Start of Block: PTSD-8 

 

PTSD In this section, the following statements represent symptoms that people 

sometimes have after experiencing, witnessing, or being confronted by a traumatic event 

(PTSD-8; Hansen et al., 2010).  

 

Please read each one carefully and select your answer according to how much the 

symptoms have bothered you since the trauma (e.g., past intimate partner abuse). In this 

case, please specify your answers as it pertains to your last abusive experience with a 

previous romantic partner. 
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 Not at all (1) Rarely (2) Sometimes (3) 
Most of the 

time (4) 

Recurrent 

thoughts or 

memories of the 

event. (1)  

o  o  o  o  

Feelings as 

though the 

event is 

happening 

again. (2)  

o  o  o  o  

Recurrent 

nightmares 

about the event. 

(3)  

o  o  o  o  

Sudden 

emotional or 

physical 

reactions when 

reminded of the 

event. (4)  

o  o  o  o  

Avoiding 

activities that 

remind you of 

the event. (6)  

o  o  o  o  

Avoiding 

thoughts or 

feelings 

associated with 

the event. (7)  

o  o  o  o  

Feeling jumpy, 

easily startled. 

(8)  
o  o  o  o  

Feeling on 

guard. (9)  o  o  o  o  
 

 

End of Block: PTSD-8 
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Start of Block: Progress_3 

 

Progress_3 Thank you for completing the PTSD-8. 

 

You are nearly 80% complete and one step closer to helping support the National 

Coalition Against Domestic Violence through your completion of this survey! 

 

Please click the "Next" button to continue! 

 

End of Block: Progress_3 

 

Start of Block: K10 

 

K10  

These questions concern how you have been feeling over the past 30 days. Select the 

answer below to each question that best represents how you have been. 
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None of the 

time (1) 

A little of 

the time (2) 

Some of the 

time (3) 

Most of the 

time (4) 

All of the 

time (5) 

During the 

last 30 days, 

about how 

often did you 

feel tired out 

for no good 

reason? (13)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel nervous? 

(14)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel so 

nervous that 

nothing 

could calm 

you down? 

(15)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel 

hopeless? 

(16)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel restless 

or fidgety? 

(17)  

o  o  o  o  o  
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During the 

last 30 days, 

about how 

often did you 

feel so 

restless you 

couldn't sit 

still? (20)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel 

depressed? 

(21)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel that 

everything 

was an 

effort? (22)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel so sad 

that nothing 

could cheer 

you up? (23)  

o  o  o  o  o  

During the 

last 30 days, 

about how 

often did you 

feel 

worthless? 

(24)  

o  o  o  o  o  

End of Block: K10 

 

Start of Block: Progress_4 
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Progress_4 Thank you for completing the Kessler Psychological Distress Scale. 

 

You are nearly 85% complete and only one step away from helping support the National 

Coalition Against Domestic Violence and signing up for a chance to win a $25 Amazon 

gift card! 

 

Please click the "Next" button to continue! 

 

End of Block: Progress_4 

 

Start of Block: PTGI 

 

PTGI 

In this section, please complete the Posttraumatic Growth Inventory (Tedeschi & 

Calhoun, 1996) by indicating for each of the statements below the degree to which the 

change occurred in your life since your experience of previous intimate partner violence. 



 
 
 
 
 

238 
 

 

I did 

NOT 
experien

ce this 

change 

(1) 

I 

experienc

ed this 

change to 

a VERY 

SMALL 

degree 

(2) 

I 

experienc

ed this 

change to 

a 

SMALL 

degree 

(3) 

I 

experienced 

this change 

to a 

MODERA

TE degree 

(4) 

I 

experienc

ed this 

change to 

a 

GREAT 

degree 

(5) 

I 

experienc

ed this 

change to 

a VERY 

GREAT 

degree 

(6) 

I changed 

my 

priorities 

about what 

is 

important 

in life. (3)  

o  o  o  o  o  o  

I have a 

greater 

appreciatio

n for the 

value of 

my own 

life. (4)  

o  o  o  o  o  o  

I developed 

new 

interests. 

(5)  

o  o  o  o  o  o  

I have a 

greater 

feeling of 

self-

reliance. 

(7)  

o  o  o  o  o  o  

I have a 

better 

understandi

ng of 

spiritual 

matters. (8)  

o  o  o  o  o  o  
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I more 

clearly see 

that I can 

count on 

people in 

times of 

trouble. (9)  

o  o  o  o  o  o  

I 

established 

a new path 

for my life. 

(10)  

o  o  o  o  o  o  

I have a 

greater 

sense of 

closeness 

with 

others. (11)  

o  o  o  o  o  o  

I am more 

willing to 

express my 

emotions. 

(12)  

o  o  o  o  o  o  

I know 

better that I 

can handle 

difficulties. 

(13)  

o  o  o  o  o  o  

I am able 

to do better 

things with 

my life. 

(14)  

o  o  o  o  o  o  

I am better 

able to 

accept the 

way things 

work out. 

(15)  

o  o  o  o  o  o  
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I can better 

appreciate 

each day. 

(16)  

o  o  o  o  o  o  

New 

opportuniti

es are 

available 

which 

wouldn't 

have been 

otherwise. 

(17)  

o  o  o  o  o  o  

I have 

more 

compassio

n for 

others. (18)  

o  o  o  o  o  o  

I put more 

effort into 

my 

relationshi

ps. (19)  

o  o  o  o  o  o  

I am more 

likely to try 

to change 

things 

which need 

changing. 

(20)  

o  o  o  o  o  o  

I have a 

stronger 

religious 

faith. (21)  

o  o  o  o  o  o  
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I 

discovered 

that I'm 

stronger 

than I 

thought I 

was. (22)  

o  o  o  o  o  o  

I learned a 

great deal 

about how 

wonderful 

people are. 

(23)  

o  o  o  o  o  o  

I better 

accept 

needing 

others. (24)  

o  o  o  o  o  o  

 

 

End of Block: PTGI 

 

Start of Block: IPVRM (open-ended) 

 

IPVOPEN1  

Is there anything else that you would like to share about your experience that was not 

addressed previously in this survey? If so, please share that information here. 

________________________________________________________________ 

 

 

 

IPVOPEN2 What message would you like to send to other survivors of abuse? 

________________________________________________________________ 

 

 

 

IPVOPEN3 What do you think have been the most important aspects of your recovery 

process from past abuse? 

________________________________________________________________ 

 

End of Block: IPVRM (open-ended) 

 

Start of Block: Progress_5 
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Progress_5 Congratulations, you have completed the survey! 

 

 

Thanks to your participation, you have actively contributed to help support the fight 

against intimate partner violence! 

 

 

Please click the "Next" button to sign up to enter a random drawing for one of six $25 

Amazon gift cards. 

 

End of Block: Progress_5 

 

Start of Block: GIFT CARD RAFFLE 

 

RAFFLE Would you like to enter a drawing for a chance to win a $25 Amazon Gift 

Card? 

o Yes  (1)  

o No  (3)  

 

End of Block: GIFT CARD RAFFLE 

 

 

 

 

 

 

 

 

 


