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Abstract

Objective. To assess the contribution of intimate partner violence 
(IPV) exposure, other traumatic events and posttraumatic stress 
disorder to chronic pain and depressive symptoms. Methodology. 
Cross sectional descriptive study. 150 women with a past history 
of IPV who lived in the metropolitan area of the city of Cali (Co-
lombia), and were over 18 years old participated in the study. 
Data were collected between June of 2009 and March of 2010. 
IPV, trauma exposure, posttraumatic stress, depressive symptoms 
and pain were measured with standard scales. Information was 
analyzed using regression and multiple-scale analysis. Results. 
More than 50% of the women from the sample were exposed 
to the typical types of violence: threatening, physical and sexual 
violence. Usually a type of violence coexists with the other types. 
Depressive symptoms and chronic pain were present in 72% and 
74% of the patients respectively. Conclusion. Physical manifes-
tations were not the ones that caused most of the effects over 
women’s health with IPV, but psychological manifestations as de-
pressive symptoms and stress did. Women exposed to IPV health 
approach should be conducted from a multidimensional view. 

Key words: battered women; domestic violence; violence against 
women; sexual violence; stress disorders, post-traumatic; pain; 
stress, psychological; life change events; scales. 
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de estrés postraumático sobre el dolor crónico y los síntomas depresivos. 
Metodología. Diseño descriptivo de corte transversal con la participación 
de 150 mujeres mayores de 18 años con historia de VP y residentes en el 
área metropolitana de la ciudad de Cali (Colombia). La recolección de la 
muestra se hizo de junio de 2009 a marzo de 2010. La VP, la exposición 
a trauma en la vida, el estrés postraumático, la sintomatología depresiva y 
el dolor, se midieron con escalas estandarizadas. Para el tratamiento de la 
información se hicieron análisis de regresión y de escalonamiento múltiple. 
Resultados. Más del 50% de la muestra sufrió los cuatro tipos de violen-
cia: simbólica, amenaza, física y sexual; un tipo de violencia coexiste con 
la aplicación de los otros tipos de violencia. Los síntomas depresivos y el 
dolor crónico estuvieron presentes en el 74% y 42% de las participantes. 
Conclusión. Las manifestaciones físicas no fueron las que produjeron los 
mayores efectos sobre la salud de la mujer con VP, sino las manifestacio-
nes psicológicas, como los síntomas depresivos y el estrés. El abordaje de 
la salud de la mujer expuesta a VP debe hacerse desde la mirada multi-
dimensional. 

Palabras clave: mujeres maltratadas; violencia doméstica; violencia contra 
la mujer; violencia sexual; trastornos por estrés postraumático; dolor; es-
trés psicológico; acontecimientos que cambian la vida; escalas.

Contribuição da exposição à violência contra a mulher, outros eventos 
traumáticos na vida e síndrome de estresse pós-traumático sobre a dor 
crônica e os sintomas depressivos

Resumo

Objetivo. Examinar a contribuição da exposição à Violência Contra a Mul-
her (VCM), outros eventos traumáticos na vida e síndrome de estresse 
pós-traumático sobre a dor crônica e os sintomas depressivos. Metodo-
logia. Desenho descritivo de corte transversal com a participação de 150 
mulheres maiores de 18 anos com história de VCM e residentes na área 
metropolitana da cidade de Cali (Colômbia). O recolhimento da mostra se 
fez de junho de 2009 a março de 2010. A VCM, a exposição a trauma na 
vida, o estresse pós-traumático, a sintomatologia depressiva e a dor, me-
diram-se com escalas estandardizadas. Para o tratamento da informação 
se fizeram análise de regressão e de escalonamento múltipla. Resultados. 
Mais de 50% da mostra sofreu os quatro tipos de violência: simbólica, 
ameaça, física e sexual; um tipo de violência coexiste com a aplicação 
dos outros tipos de violência. Os sintomas depressivos e a dor crônica 
estiveram presentes em 74% e 42% das participantes. Conclusão. As 
manifestações físicas não foram as que produziram os maiores efeitos so-
bre a saúde da mulher com exposição à violência, senão as manifestações 
psicológicas, como os sintomas depressivos e o estresse. A abordagem 
da saúde da mulher exposta a violência, deve fazer-se desde uma olhada 
multidimensional.

Palavras chave: mulheres maltratadas; violência doméstica; violência con-
tra a mulher; violência sexual; transtornos de estresse pós-traumáticos;  
dor; estresse psicológico; acontecimentos que mudam a vida; escalas. 
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Introduction

Intimate partner violence is a traumatic experien-
ce that affects more than a third of Colombian 
women according to the last PROFAMILIA demo-
graphic and health study (ENDS 2005).1 Women 
who experience IPV have more health problems 
and have more physical and psychological symp-
toms than women who have never experienced it. 
Between the most common symptoms that have 
been reported are chronic pain and depression.2-4 

To 2011 there are no studies about the relations-
hip between IPV, trauma exposure and posttrau-
matic stress disorder (PTSD) with chronic pain 
and depression in samples of women from the 
community with a past history of IPV.

IPV refers to physical or sexual violence, or the 
threatening of such violence, or psychological or 
emotional abuse, and coercive tactics when the-
re has been physical or sexual violence between 
people who are or were intimate partners.5 It is 
a significant public health problem that affects 
mainly women.1,5-8 Numerous studies have con-
cluded that women who experience IPV have a 
worse general health status and are more symp-
tomatic than women who have never experience 
partner violence.2,9,10 Chronic pain and depression 
symptoms are among the most reported ones.11,12 
Some researchers have concluded that women 
who experience IPV are at high risk of suffering 
from PTDS.13 Other authors suggest that PTSD 
alone doesn’t explain the high range of women’s 
answer to trauma exposure.14 It has also been re-
ported in other studies in veterans, crime victims 
and natural disaster survivors that exposure to 
other traumatic events is associated with a poorer 
health and more symptoms.15 

IPV refers to physical or sexual violence (Using 
Physical Violence), to symbolic acts, or the threa-
tening of such violence, psychological or emo-
tional abuse, or coercive tactics when there has 
been previous sexual or physical violence between 
people who are current sexual partners or have 
been before.5 In Colombia a study based in a po-
pulation survey refers that 39% of women who 
have been exposed to physical aggression by their 
intimate partner, husband or ex partner reported 

their cases in the last year.1 Numbers in the United 
States of America show a percentage between 8% 
and 14%16,17 IPV prevalence found in the studies 
in other latitudes show numbers between 25% 
and 30%.16  IPV can happen in all kind of intimate 
relationships including marriage, free union, adult 
and teenager relationships, also between couples 
of the same or different gender, however IPV is 
more frequent from men against women. 

A study carried out by the World Health Orga-
nization (WHO) about domestic sexual violence 
against women,18 show evidences about the deep 
impact IPV has over women’s general health sta-
tus. 20 to 25% of the participants reported that 
IPV was the direct cause of their physical injuries 
and that it had happened more than once. 

Green and Kimberly19 argue that samples taken from 
clinics and home shelters tend to affect the results 
to an extreme. They conclude that such samples 
are different from the general population, because 
it is composed by people who look for a treatment 
or diagnosis on their symptoms, or receive and act 
over the reference health system. As a result, sam-
ples taken from clinics have a higher probability of 
being composed by women with more symptoms, 
more unexplained, and more severe symptoms 
compared to the general population. 

Trauma is defined as events that involve “dea-
th threatening or death, severe damages, or self 
or other’s physical integrity threatening”.20 The 
event can be directly experienced or as witness of 
it. On a wide review of studies about the effects 
of trauma over health, including IPV, Green and 
Kimberly20 concluded that individuals exposed to 
trauma are at risk of pain, depression, infectious 
diseases,21 higher use of prescribed medicines, 
fertility problems,22 neurological problems, joint 
and back problems, and gastrointestinal disor-
ders.23  While here is strong evidence that trauma 
exposure, including IPV, is related with symp-
toms, the nature of the relationship is not clear. 
Critics to researches about IPV argue that studies 
focused on single forms of trauma exposure, can 
attribute negative effects over health mistakenly, 
without seeing the further impact contextual and 
multiple types of trauma have in people’s life. 
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Posttraumatic stress disorder (PSTD) is referred to 
a psychological reaction that some individuals pre-
sent after exposure to trauma.24 In abused women 
the PTSD reported incidence varies from 33% to 
70%.25-27 To date the relationship between IPV, 
trauma exposure, PTSD, chronic pain and depres-
sion symptoms has not been studied in a sample 
of abused women from the community. 

According to Melzack28 Chronic pain is the result 
of a destructive condition that happens when the 
physiological and homeostatic patterns of an in-
dividual genetically determined fail. It has been 
theorized that it happens when stressing factors, 
both physical and psychological, act adversely 
over the body regulation systems. Andrasik, Flor 
and Turk29 point that physiological factors play 
an essential role in the genesis, exacerbation and 
maintenance of chronic pain. The explanation of 
such factors can help in chronic pain comprehen-
sion and treatment.  Chronic pain reports are high 
between trauma survivors. For example, in a stu-
dy carried out in a group of abused women, the 
most frequent symptoms reported were: headache 
(84%), muscle tension or muscle pain (81%) and 
backache (80%). Women who experienced IPV 
reported a higher frequency of abdominal pain, 
genitourinary tract pain, pelvic and genital pain, 
painful coitus, headache including migraine,12 

backache and neck pain30,31 compared to women 
who had not been abused. 

Depressive symptoms are the most prevalent con-
sequence of IPV.32 In a survey applied to 82 wo-
men who had experienced depressive symptoms, 
61% reported a past history of IPV, including 
sexual harassment (29%).22 IPV severity was co-
rrelated significantly and positively with the severi-
ty of symptoms. Sutherland, Bybee and Sullivan33 

noticed in their study that 63% of the women who 
had been abused, had at least moderate depres-
sion and the 30% of them had severe depression. 

Depressive symptoms are also present in women 
with PTSD.34 Higher levels of depressive symp-
toms have also been associated to higher rates of 
physical disease, functional disability and higher 
use of health services.  Schnurr and Green36 have 
proposed an integrated model to relate trauma 
exposure and PTSD with physical health effects. 

They suggest that “knowing which factors lead to 
health deficient results can facilitate the detection 
of vulnerable individuals and the implementation 
of preventive strategies to reduce risk”; they pro-
pose that trauma exposure produces a distress 
response that precipitates changes in the health 
status. Schnurr and Green36 conceptualized trau-
ma exposition as the variable that activates the 
distress response in people, however it seems like 
they treat all kinds of trauma as having the same 
effect and they don’t take into account cumulative 
trauma exposure consequences through life. Fi-
nally, the same authors only report the effects on 
general health, they don’t consider chronic pain or 
depressive symptoms specific results. 

The objective of this study was to analyze the contribu-
tion of IPV exposure, other traumatic events in life and 
PTSD to chronic pain and depressive symptoms. 

Methodology

Type of study and sample size. A cross sectional 
design was used to study the relationship between 
IPV, trauma exposure and PTSD with chronic pain 
and its depressive symptoms. The sample size 
was determined through power analysis, for a co-
rrelation study with a 0.80 power, two tails alpha 
error level of 0.05, a minimum sample of 104 
people was needed to carry out the study.37 

Inclusion criteria. Women who live in the metropo-
litan area of the city of Cali (Colombia), older than 
18 years old, who knew how to read, without cog-
nitive impairment, with a past or current history of 
IPV (Experienced anytime from the age of 16) who 
accepted to participate in the study. Women were 
selected at the community level exclusively. 

Instruments used. The following instruments 
were used in the research: a) IPV was measured 
using the Marshall’s Severity of Violence Against 
Women Scale –SVAWS-38 of 46 items about seve-
rity and frequency of violent acts from the partner 
the SVAWS identifies the intensity according to 
the type of violence. Violence is subdivided in se-
verity degrees determined by the severity of the 
possible damage to women’s integrity. The pos-

Contribution of intimate partner violence exposure, other traumatic events and posttraumatic 
stress disorder to chronic pain and depressive symptoms 
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sible scoring rank to score the type of violence 
is: From 0 to 57 for threatening, from O to 63 
for physical violence, and from 0 to 18 for sexual 
violence. This scale has a measured reliability 
with the Cronbach alpha of 0.89. b) Trauma ex-
posure in life was evaluated using the Life Stress 
Check List- Revised (LSC-R). It has an index of 
30 stressing events in daily life. It measures the 
age at the time of the first episode and affection, 
measured the year before the study.39 It has been 
widely use in different populations of women.40-

42 The maximum score is 30 and the weight per 
impact of five for each factor for a maximum total 
of 150 points. C) PTSD was measured using the 
PTSD symptom scale (PSS-R), self report inven-
tory of 17 headings,43 each item corresponds to a 
PTSD diagnostic criteria, it is a Likert type scale 
with four points which has a maximum total score 
of 51. Foa44 assessed the internal consistency in 
44 raped women reporting a Cronbach alpha of 
0.9. d) Chronic pain was assessed using the Brief 
Pain Inventory (BPI), it is a self report instrument 
widely used,45  that values all the painful areas 
localization and pain intensity (0= No painful to 
10= Very painful), evaluating the degree in which 
pain interferes in the general activities, mood, 
walking, daily work, relationship with others and 
life enjoyment (0= It doesn’t interfere to 10= It 
completely interferes). To establish the duration of 
chronic pain, the question of how many days in 
the last three months had she had the pain was 
used. e) for depressive symptoms the Center for 
Epidemiologic Studies Depression Scale (CES-D) 
was used,46 in which if the total score is 16 or 
more it indicates depressive symptoms. 

Information collection procedures. Places like health 
institutions, community groups, and participant’s re-
sidencies were used to take the samples. Women 
interested in participating who answered the three 
screening questions were included.47  Total confiden-
tiality and privacy were assured; Informed consent 
was read and signed. Each group of instruments 
completed by the participant was identified with a 
code. Women who participated were informed about 
the health institutions were they could go for help. 

Information analysis. Descriptive statistics were 
used, mean, median, standard deviation to conti-

nuous variables and frequencies with percentages 
for categorical variables. Bivariate associations 
were used with each of the resulting variables 
(Intensity, pain interference and depressive symp-
toms). To analyze the predictive value of the se-
verity and frequency of IPV was proposed. There 
wasn’t found any relationship and significant diffe-
rence between IPV and the intensity or presence 
of chronic pain, reason why just the contribution 
of IPV to depressive symptoms was assessed. 

Using a different hierarchical multiple regression 
analysis after registering the trauma total score in 
the patient’s life and the total of PTSD, the pre-
dictive power of the frequency and severity of IPV 
over depressive symptoms was assessed. For IPV 
measures that fill the significant correlation crite-
ria according to the effect of the size from medium 
to small,48 and according to what was reported 
in a meta analysis review,49 multiple regression 
analysis were conducted for both of the IPV mea-
sures predicting depressive symptoms. Each IPV 
measure significant contribution was proved with 
a 0.05 two tail alpha. 

Four regression models were conducted consi-
dering depressive symptoms as the independent 
variable. In the first model the independent varia-
ble was traumatic events exposure. In the second 
model the intimate partner violence was added. 
The third model adds posttraumatic stress. The 
fourth model discards the exposure to traumatic 
events variable which was the one that contribu-
ted the least in the third model. To answer to the 
question if chronic pain predictors and depressive 
symptoms using the trauma and IPV total scores 
could differ in function of PTSD, the possibility 
of interactive influence with hierarchical multiple 
regression was assessed. The sample was taken 
from June 2009 to March 2010. 

Results

150 women who met the inclusion criteria parti-
cipated in the study. The main characteristics of 
the group were: Mean age 37±12 years (From 
18 to 75 years, under 50 years: 88.0%), 90.0% 
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Variables relationship. Variables were correlated 
directly and significantly (p<0.001): a) IPV with de-
pressive symptoms (r=0.36), with exposure to trau-
matic events (r=0.39) and with the total of PTSD 
symptoms (r=0.59). b) Chronic pain intensity with 
traumatic events (r=0.30) and the total of PTSD 
symptoms (r=0.29).  Regarding chronic pain, 39.2% 
of the women with PTSD had it, versus a 46.6% who 
didn’t, not being a statistically significant difference 
between them (X2= 0.791, p=0.374). 

IPV contribution to depressive symptoms and chro-
nic pain. The contribution of IPV to chronic pain and 
depression was analyzed. No significant relations-
hips were found with chronic pain, reason why just 
the contribution of IPV to depressive symptoms was 
analyzed. It was analyzed using a separated hierar-
chical multiple regression analysis after entering the 
total score of trauma in life and the total score of 
PTSD, the predictive power of the severity and fre-
quency of IPV over depressive symptoms. 

Four models were run: 1º) showed a significant rela-
tionship (p<0.01) between depression and trauma-
tic events, they explain 4.5% of the variance of the 
changes of depressive symptoms; 2º) IPV is added, 
finding a significant relationship between depressive 
symptoms and IPV intensity, IPV explained 13.6% of 
the variance; 3º) PTDS is added, explaining 20.0% 
of the symptoms variance; and 4º) the fourth mo-
del discards the traumatic events exposure. With the 
first three variables the r value is 0.45, explaining 
20.9% of the depressive symptoms. 

Multiple-scale regression model. The model with 
depressive symptoms as an independent variable 
and the model with IPV, traumatic events in daily 
life (TEDL) and posttraumatic stress, as indepen-
dent variables explained 33.3% of the variance of 
depressive symptoms (p<0.01). Graphic 1 shows 
the results of the correlations between the diffe-
rent variables and the results of the regression. 

Discussion

This study evaluated the interaction between in-
timate partner violence, trauma exposure in life 
and PTSD, and the relative contribution to chronic 

belonged to the lower socioeconomic status (1 to 
3), 74.0% were mixed race women, 62.1% had 
a job, 29.3% were housewives, and 6.6% didn’t 
have an occupation, the average education was 
8.8±3.8 years, and 60% were married, or lived 
in free union. 

Severity, intensity and type of violence. All the 
participants had experienced emotional or physi-
cal mistreatment by their partners. IPV duration 
found went from less than a month to three mon-
ths. 31.3% of the women also experienced violen-
ce from people different to their partner; three of 
every five cases were from a relative. More than 
50% of the women were exposed to all the types 
of violence studied. By type of violence, threate-
ning violence was the most frequent one (96.3%), 
followed by physical violence (88.0%) and sexual 
violence (53.0%). Threatening violence got the 
higher score for violence intensity (24.2±16.3), 
followed by physical violence (17.2±15.0), and 
sexual violence (3.5±4.5). 

Posttraumatic stress. 59.7% of the studied wo-
men had a possible PTSD due to IPV. PTSD symp-
toms score rank went from 0 to 47 with a mean 
of 18.5±12.4. 

Traumatic events in daily life. The rank for the 
total score of the number of traumatic events in 
daily life of the group went from 0 to 7 with a 
mean of 7.01±3.81. The number of experienced 
events reported more frequently was of six events 
(13.0%). 4.8% of the women experienced bet-
ween 15 and 19 events, 3.3% didn’t report any of 
those traumatic events. The maximum weight of 
the impact of the stressing events experienced by 
women the year before the study was of 66 points 
with a mean of 20.6±12.5. 

Depressive symptoms. 74% of the women had 
depressive symptoms. The mean score for this 
scale was 23.8±11.6 with a higher score of 50 
for the group. 

Chronic pain. 42.3% of the women from the sam-
ple had chronic pain. Pain mean intensity was 
3.7±2.3, 40% of the women’s pain was relieved 
with medicines, and 37.0% with rest. 74% repor-
ted some type of interference of pain in their daily 
activities. 

Contribution of intimate partner violence exposure, other traumatic events and posttraumatic 
stress disorder to chronic pain and depressive symptoms 



180 • Invest Educ Enferm. 2011;29(2)    

pain and depression, two of the most common 
consequences over health experienced by abu-
sed women. Additionally, it was looked to expand 

knowledge from an existing model45 linking trau-
ma exposure, including IPV and PTSD, with phy-
sical health outcomes. 

Graphic 1. Multi-scale regression model. Interaction and contribution of intra partner violence, 
traumatic events in daily life and posttraumatic stress to depressive symptoms

The results showed that more than half of the wo-
men from the group of participants were exposed 
to the three types of violence: threatening, physi-
cal and sexual violence. 97% of the women were 
exposed to threats; one type of violence that is not 
easily identified, reason why they is not easily no-
ticed because there is no direct physical damage. 
But as the current study suggests, they are corre-
lated with psychological and physical disorders. 
Psychological and physical disorders expressed by 
depression, posttraumatic stress and pain, were 
present in an important percentage of the group of 
women from the community violence victims, in 
the 74%, 59.3% and 42% respectively. Additio-
nally, IPV was significantly correlated with depres-
sive symptoms and posttraumatic stress and the 
traumatic events with pain intensity. Traumatic 
and abuse experiences from childhood have also 
been found in women with high intensity chronic 
pain syndromes and poor answer to pharmacolo-
gical therapies. Abuse was represented in lack of 
protection from their families, responsibilities and 

demands that don’t correspond to their age and 
job at young ages.50

Regarding traumatic events, in the current study, 
eight of the ten daily life stressing events, with 
the greater impact in the women’s life, had to be 
with mistreating or violence experiences, 4 of them 
since childhood, with a negligent treatment, and 
abandonment in substitute homes or adoption, 
more abuse, sexual and physical attacks before the 
age of 16. After that age, abuse and sexual attacks 
by known people come back. The latter reveals 
that different types of violence in women from the 
community are experienced from young ages. 

The correlation using the total number of events of 
IPV pointed a significant and positive relationship 
with the number of traumatic events, the number 
of depressive symptoms and the posttraumatic 
stress score reported. Meaning that with a higher 
exposure to IPV, greater the exposure to trauma 
in life, the number of depressive symptoms and 
posttraumatic stress. Not happening the same 
with chronic pain. 
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Studies about IPV consequences over health have 
shown that abused women have a poor health 
status, little quality of life, great use of healthcare 
services,51 and those effects stay over time after 
IPV is over.52-54 Even though abused women can 
be assessed frequently in health care services, 
including primary care services, literature reports 
that IPV is the main reason to consult just in 4% 
of the women.55  It has been demonstrated that 
all types of IPV affect negatively women’s health. 
Physical abuse is known as one of the main cau-
ses of women’s harm.56 Some studies10,27,57 have 
concluded that emotional or psychological vio-
lence is related with significant consequences for 
physical health. 

Sexual abuse produces both physical and men-
tal consequences, including pain and depressive 
symptoms,58 in this study, sexual violence was 
present in half of the women who participated, 
it is similar to what was reported in the literatu-
re of 40% to 50% of the cases of IPV, although 
a correlation between sexual violence and emo-
tional symptoms alone wasn’t done, it could be 
inferred, due to the high percentages of this kind 
of violence, that it contributes with the magnitu-
de of the results of psychological disorders found, 
which lead to future researches to evaluate this 
relationship. 

Frequency and severity of abuse has been consis-
tently associated with women’s health care, num-
ber and intensity of symptoms.27 Usual and severe 
abuse, cause more severe symptoms. Symptoms 
can last for long periods of time after the abu-
se has ended.59 These results have been recently 
reassured by the WHO report. However just two 
studies in the United States and two in Colombia 
have evaluated those symptoms in detail. Those 
studies have used samples from clinics, home 
shelters, and family commissioners which possi-
bly imply a greater number of symptoms and wor-
se health conditions than women who don’t go to 
those services. This study gives information about 
IPV consequences in women from the community, 
scores close to the maximum possible score of the 
CES-D scale were found and they were related 
significantly and positively with IPV intensity. 

The absence of correlations found between trau-
matic events as: IPV, depressive symptoms and 
posttraumatic stress with chronic pain is rare. 
Several authors have explained the physiopatho-
logical relationship between persistent depressive 
or stressing status with a greater susceptibility 
to pain, as well as the existence of pain in tho-
se people without evident organic disorders. It is 
possible that the low percentage of women with 
chronic pain identified in the study and the results 
between their correlations, could have been deter-
mined by the lost of memories about the duration 
or persistence of pain over time in these women, 
because it was the only disorder which diagnosis 
depended completely from what the participant 
reported, the other disorders resulted from the 
analysis of the answers to several items of tests 
designed to the diagnosis of such disorders. 

A few studies have evaluated both PTSD and chro-
nic pain in samples taken from the community, 
so the answer to the question if PTSD or trauma 
exposure in life can predispose women to chronic 
pain, remains unknown. 

Regarding the contribution of posttraumatic stress, 
the model with depressive symptoms as depen-
dent variables showed three predictive variables: 
Intimate partner violence, traumatic events in 
daily life and posttraumatic stress. However its 
contribution to the explanation of IPV trauma va-
riance was low. Adding posttraumatic stress con-
duced to a better explanation of the variance and 
because B value wasn’t significant for IPV neither 
for traumatic events, but significant for posttrau-
matic stress, it can be concluded that this is the 
main predictive variable of depressive symptoms. 

The fact that depression correlated with traumatic 
events, and physical and chronic pain didn’t show 
any correlation between stressing events in life, 
IPV and posttraumatic stress, suggests a new dis-
cussion about the predominance of the relations-
hip of psychological effects over physical effects 
in mistreated women, and recovers the importan-
ce of an integral view for their attention. 

Population based studies have shown that indivi-
duals with PTSD report a poorer health and more 
chronic health problems than individuals without 
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PTSD.64,65 In a meta-analysis of researches about 
sexual trauma, Golding, Cooper and George66 

found that depression among women resulted 
from repeated exposure to trauma. Recent data 
suggest that PTSD can be the variable that me-
diates trauma effects over women health status,61 

the current study assures this concept in relation 
to depression,67 the current results show that pain 
intensity positively and significantly correlates 
with PTSD, but not with IPV specifically. 

PTSD, in this study, is the main way through 
which trauma exposure leads to health disorders. 
PTSD changes substantially psychological beha-
vior of women in IPV situation, those changes 
also contribute to health disorders. Green and 
Kimberling,19 concluded that PTSD works as me-
diator of health consequences. 

The results of the hierarchical multiple regression 
and multiple-scale analysis suggest that the form 
and severity in which intimate partner violence is 
experienced, as well as the sources of coping that 
the exposed person has, can lead to the different 
psychological and physical disorders, not its pre-
sence itself. Additionally, they indicate that IPV 
cannot be isolated from the context of different life 
experiences and conditions of those women, who, 
as mentioned before are accompanied by other 
traumatic events that can lead to the development 
of depressive symptoms and other psychological, 
mental and physical disorders. 

The Schnurr and Green model15 provide a concep-
tual frame for the current study; however it requi-
res more preparation for the future. While they 
suggest that PTSD is a key mechanism through 
which trauma leads to a poor health, they also no-
tice that PTSD doesn’t mediate all the trauma ex-
posure effects over health. These authors suggest 
that gender is an important factor that influences 
all the aspects of the model, most of the resear-
ches mentioned by Greend and Kimerling involve 
elder men. In the current study, just women were 
studied, and the results indicate that it would be 
valuable to study other variables, characteristic 
of the female gender which with their specificity 
influence the emotional, cognitive and physical 
reactions after traumatic events. 

In the family environment, in which violence, dis-
respect, dignity and women rights violation is a 
daily situation, leads to think about the future of 
the children who live it ( the adults of the future, 
raised in violent environments), regarding couple 
relationships and their future contribution to the 
development of an equal, pacific and just society. 

The results of the study contribute an essential 
base for the development of interventions directed 
to women at high risk and that promote the crea-
tion of intervention projects focused on the pro-
motion of a healthy coexistence, changes in social 
interactions and to modify the differences in gen-
der equity.  It also suggests that legislators, people 
who make decisions, members of the healthcare 
system, judicial and other related fields, should 
take political, social and interventional measures 
to prevent, eradicate and mitigate the problem. 

This study is considered innovative, it describes 
and evaluates the relationship between trauma 
exposure in life, PTSD, chronic pain and depres-
sive symptoms in a sample of women taken from 
the community. Previous studies haven’t reported 
all those variables and have limited their studies 
to some of them, recruiting participants from spe-
cialized clinics or shelters. It is recommended to 
have health agents taking care of this topic, espe-
cially nurses, to evaluate and identify vulnerable 
women in IPV situation, plan care, taking into ac-
count the predictive factors of negative effects that 
emerged from the study, and prioritize in physical 
and psychological health interdependence, besi-
des guiding about the ways of healthy coping. 

This study concludes that physical manifestations 
which are traditionally important in valuing and 
recognizing the effects of intimate partner violen-
ce, even though they were present, they were not 
the most important manifestations of the effects 
over women’s health. Psychological manifesta-
tions as depressive symptoms and stress were the 
ones with the greater expression. 

Results show the importance of approaching IPV 
exposed women from a multidimensional view. 
Evaluating posttraumatic stress in the attention of 
these women, on the other hand, is presented as 
an important early predictor of depression, situa-

Natalia Tobo Medina, Gladys Eugenia Canaval Erazo, Delia Concepción Burgos Dávila, Janice Carrol Humphreys



Invest Educ Enferm. 2011;29(2) • 183

tion that is really important because of the great 
impact mental health disorders have over the co-
ping abilities. 

Study limitations: The cross sectional design 
didn’t allow the determination of the temporal se-
quence of the variables and the nature of causali-
ty. It is needed a longitudinal research to answer 
those questions. 
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