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Abstract

Purpose: Little is knownon thespecificrelation between being a perpetrator or both a victim
and perpetrator of intimate partner violence (IPV) bedlthrelated quality of lifgfHRQoL). .
We assessdtie association betwe&tRQoL and abuseonsidering men and women
experiencing as victims, geetrators or reciprocally.

Methods: Participants weradult men and women (n=349@&andomly selectettom the
general population dfix European cities. e ReviseeConflict-TacticsScalesand the
MedicalOutcomes-Stud@6-item ShortFormHealth Survey(SF36) were used to measure
IPV and HRQoL.The age, education- and citgdjustedmean scordstandard errordf the
physicalandof thementalSF36 component summarieswere used to competems-only,
perpetrators-only, and those invohiadboth pidirectionalor reciprocakase}with those not
involved inpastyearand lifetimephysical assaulind/or sexual coercion.

Results: The physicatomponent summanyassignificanty lower inwomen involved inn past
year bidirectional physical assauttompared tononabused womenThe mental component
summary in women not involved in IPV was significantly higher than iretpbgsically abused,
regardless of type of involvement. Womeatims-only of past yeasexual coercioland victims
or involved in bidrectional concomitant physicahd sexualPV also presented loweacores in
the mentalcomponent summary than women not involved in RN men, significarly lower
scoresin the mentalcomponent summanyere found inthe past yeambidirectional physicdy
assaultedgroup andamongthose involvedbidirectionally in both physicaland sexualPV
compared to men not involved in IPV.

Conclusion: Experiencing pysical and sexual IP¥ negativelyassociated withiRQoL. Lower
scores in thenental component summary of the-$tare evident among female victims and
amongmales and femalaavolved in intimate partneriolence asoth victims and perpetrators

when compared to females and males not involved in violence.
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Introduction

Quality-of-life is an importantoutcome measurtie routineclinical practice andn research
[1].More specifically, healthelated qualityof-life (HRQoL) involve perceptions of wellbeing
and functioning in physical, mental, social afadly life activitiesthatcomprisea summary
quantification of perceived health [Healthrelated quality of life i@ quantitativesummary
measure of the effect of a condition on individual’s liges it providesin estimag of the
potentialbenefit of intervetions Healthrelated quality of lifes usefulin decision makingn
prioritization of resources across competing programs and intervef&jons
Intimatepartnerviolence (PV) is a human rights violatiott is a major public healthroblem
[4],defined asany physical, sexual or psychological harm inflidigca current or former
partner. Worldwide, more than 30% of womeare victims of IP5]. Less is known about
male victimization but the published data, mainly from English speakingatamg, pointed to
a25%yprevalencd6].

Short and longermadverse physical and mental hea@msequencesf IPV [4; 7], including a
decreasetRQoL [8; 9], have often been reportdujt focusedonly invictims [9-11].
However, reciprocal oritlirectional violencedefined as involvement as battvictim and
perpetratoris thought to be the most commonly identified profile of IPV when dealing with
general population samplfk?], although previous studies lookingtédirectional IPV mainly
dealt withuniversity student samples or adolescent samples from thig3J$4]. Studies
performed with clinical samples suggested that bidirectional IPV is morgstrassociated
with adverse health outcomes than unidirectional violenceld5Exploring the experiences
of victims and perpetrators, might also elucidate different sex-patteassaciations, as shown
in a large Canadiacrosssectional telephonsurvey wheredepressive symptonvgere more
oftenreported byfemale victims and male perpetrat{i3].

The association betweétRQoL andthe type of involvement in IPYemains poorly described
and to the best of our knowledgewas never assessed using a multiple country samfille

the present investigation vexploredin a general population sampleroen and wometiving
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in six Europearitieshow experiencing abuse as victims, perpetratoreciprocaly is

associated wititHRQoL

Methods

Participants

We used data collected as partled DOVEproject, (http://doveproject.el, aEuropean
multinationalresearclproject designetb evaluatethe frequency ofPV andhealthrelated
associated factorin the present studyapticipants wer@on-institutionalizecdultmen and
women (aged 18-65), national citizens or documemtiggants sampledrom the general
populationof six cities (Athens — Greece, Budapest — Hungary, Londbimited Kingdom
Ostersund -SwedenParto - Portugal andtuttgart— Germany although two other cities
(Ghent, Granada) were initially thought boutd not reach the targeted sample §183.
Random sample lists were obtained through city’s municipality registrigtuttgart through
theelectoral registry ifPorto and London, and through ttate person address registry in
OstersundAdditional sampling strategies included randdigit dialling in Porto and a via-
public approach in London. Random route was used in Athens and Buifsipgseviously
described and discussed tesign, methods, procedures and characteristics ehthplesn
comparison to the resident populat[@B]. The final sample comprised 3496 participants, 1470
men and 2026 women..

A questionnaire was developed, comprising informatiosamicdemographicharacteristics
intimate relationships, physical and mental headtlall citiesthe IPV sectionwas self
administeredand, exceplor Ostersund,dceto-face interviews wereonductedor the
remaining topics In Ostersundhelocal ethicscommitteerequiredall questionnairet be
mailed with a prepaid envelope for returtn Porto, London and Stuttgaftparticipants were
otherwiseunreachabler explicitly asked foiit, questionnairegerealsomailedto their homes
following the same procedur&he World Health Organization (WHO) ethical and safety

guidelines for the conduct of research on violence against women weveefb[19].1n the
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case of posted questionnaires, a letter was sent detailing the study epjbetparticipant’s
selection procedures and explainthg anonymous charactef responses. It also included the
full names and contacts of the research team (telepbeamaijl), institution, funding agency and
project websiteThe study protocol was approved by a Research Ethic Committee in each

center.Data collectiorastedapproximately 9 months and ended in May 2011.

Outcome measure

The outcome measuveas he physical and mental component summaries derived from the
eightdomainsof theMedical Outcomes Study6-item ShortfFormHealth Survey (S886) [20].
The SF36 as a measure of heafdated quality of life refers to functional health and well
being in the previous deeks and has been widely testediused in several countries, namely
in all the caintries represented in this stu@l-26].

The physical and mental component summaries of Skw&@ computedollowing
recommendation for their use in multinational comparisons El7¢ightdomains of the SF-36
(physical functioning, physicable functioning, bodily pain, general health, vitality, social
functioning, emotional role functioning, and mental hgaltere standardized using a linear z
score transformation obtained by subtracting domeeans for the generdlS population from
eachdomainscore in our sample and dividing the difference by the standard deviationu the
population; these-gcaes were then multiplied by the compontaator score coefficient for
physicalandmental healtlsummaries as obtained from the factorial analysis extracted for the
US population and summed over the eight domélresresulting physical and mentahsmary
scalessums weréhent-scored (multiplied by 10 and added 50). Tilgherthescoresthe

better expected HRQoL.

Exposure measure
The physical assault and sexual coercion subscales Rethsed Conflict Tactics Scales

(CTS2 were used to definexposure tgphysical and/or sexu#PV [28]. The CTS2 was
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originally developed in English and has been used in more than 100 studiesniniziud
multinational comparisons. It wgseviously validated t®@ortuguese, German and Swedish
populations [2930]. Translations to Greek and Hungarian followed a standard protocol:
forward translation, expert panel revision, back-translation, new expet ng&vision and
piloting. The internal consistency of the CTS2 (Cronbach alpha) in our sanagsl®,.903 for
victimization (ranging from 0.825 in Budapest to 0.956 in London) and 0.896 for perpetration
(ranging from 0.748 in Ostersund to 0.953 in Londom)ine with previous reliability analysis
[30].

The CTS2 physical assault and sexual coercion subscales comprise, rdgpé2tiaed 7
specific acts or behavioulsincludeminor acts (examples! threw somethig at my partner
that could hurt”, f made my partner have sex without a conjaand severe acts (examples: “
used a knife or a gun on my partner”, “l used force (like hitting, holding down, or using a
weapon to make my partner have oral or andl)sérr each act, participants are askectthier
they have been victims or perpetrators and they are givemwgtio@sscale to mark if it
happenednever, once in the past year, twice53imes, 610 times, 1420 times, more than 20
times oreverbut not in the past yeawhen all items describing each type of violence were
answered as “never”, the participant was coded as a never victim or never pergatrator
overcome the skewed time frequency respalisteibution participants were recoded

victims-only, perpetrators-only or as involvedbitirectional violence

Sociodemographic factors
Agewas classified ib yearsgroups: 18-24, 25-34, 35-44, 45-54, 55-64, and educational level
in three:primary leve] secondary Meel, university degree, according to completed stage of

schooling.

Satistical analysis



168  T-test andANOVAs were used to compare mean scdetandard deviatior)f the physical and
169  mental component summaries $~36 according t@ex,age groups, educational level ey
170  of residenceChi-square test was used to compare the proportions.

171  The mean (standard errors) of the physical and mental component summdmeSE{6 by
172 type of involvement in violence were computed by fitting linear regression madiatels

173  were adjusted for &) education and city of residence and computed for physsaliltsexual
174  coercionand forconcomitant physicalssauliand sexuatoercion We considered separately
175  the experiences of past year IPV and of having ever experiencei¥iésted the intaction
176  of sex and IPV by includinthe interaction term for each violence type. As¢hgas a

177  statistically significaninteraction we stratified the analysis by sex.

178  We then performed pairwise comparison of each estimated mean with the group dgcladn
179  violence” using a Bonferroni correction.

180  From the 3496 participants, there was missing information for physical assa8® (5.2%),
181  for sexual coercion in 183 (5.2%) and 2 (0.Xi6) not provided th&F36 evaluation. Only

182  participants wittcomplete informationvere used in the regression modedsimputation being
183  made for missing data.

184  An additional analysis was performed considering a measure of chronicitysivelcts and is
185  provided as supplementary material. Among participants who engaged in one actaae
186  violence in the previous year, we added the midpoints fdrelj@encycategories chosen and
187 summed these acts for each type of violence. The midpoints considereata@ndingly: one,
188  two, four, eight, 15 and 25, as suggested by the original scale’ author [31]. &haeoreber
189  (standard deviation) of violent acts were compuaecbding to violence involvement and

190  severity subscales-fEst was used to compare the mean number of minor and sevérg acts
191  sex. Correlations between the number of acts and the physical and mental cdmpone

192 summarie®f the SF36 were also estimated separately for minor and severe acts of violence
193  among participants reporting victimization, perpetration and biibresd involvement.. The
194  analyses wereonducted using SPSS v20.

195
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Results

In general, mea®F-36 physical and mental component summavere highein men than
women (Table 1and increased with the educational level in botes&he physical
component summanyean scoralsosignificantlydecreased with age both sers
Statistically gynificant differences wertbundaccording to city of residenctiie lowest mean
scores for thehysicalcomponent summary were observed in Porto for wo@#@r20 [7.69)
and in London for men (50.86 [9.3G{hile the highest were observedStuttgartfor women
(51.93 B.48]) and in Budapest for men (53.68 [7.51)r thementalcomponent summary, the
lowest mean was observed in Porto for women (46.27 [)1aB@ in Athens for men (49.17
[8.62]) while thehighestwere observeth Budapestor women(50.09 [10.3}) and in

Ostersundor men (52.18 [8.99]).

Table 1 about here

As shown in Table 2, theast yeaprevalence of victimization only, perpetration only and
bidirectional physical assault in women was 3.5%, 4.2% and 10e@#ectivelywhile the
corresponding figures fanen wered.1%, 3.8% and 11.9%, with sexdifferencesFor sexual
coercion, 7.7% of women and 3.0% of men declared to be only victims, 1.6% of women and
7.5% of men declared only perpetration and 9.7% of women and 12.5% of men declared
bidirectional involement(p<0.05). The observed frequency of concomitant involvement in
physical assault and sexual coercigas 1.2% in women and 0.5% menfor victimization

only, 0.2% in women and 0.8 menfor perpetration only and 4.0% in women and 5.1% in

menfor bidirectional involvemen{p<0.05).

Table 2 about here



224

225  After adjustment for age, education and city of residence, women involvedirectional

226  physical assauftresented a significantly lowg@hysicalcomponent summanyean score

227  (48.00 [0.58 than those declaring no phgalassaul{49.75 [0.26). No other significant

228  difference was observedgardinghe physicacomponent summary

229 A statistically significant lower mean score in the mental component summimy 836 was
230 found in the group oivomen involved in physical assault as victims and also in the group

231 involved in bidirectional physical assault and in the group reporting patipetof physical

232 assault, compared to women reporting no past year physical a§daeiicores were s

233 significantly lower among women only victims of sexual coera@ompared tahose who did

234 not report past year sexual coercigdiomen who were victims only and who were involved in
235  bidirectionalphysical and sexual IPV also presented lower meotabonent summanyean

236  scoreghan those reporting no-violence. In men, significant lawentalcomponent summary
237  scores were observed among those involved in bidirectional physical assdunt,

238  bidirectionalconcomitanphysicalassauliand sexual aercion, compared to those not involved
239 in IPV.

240 Table 3 shows the results for ever experiencing physical assautbara soercion. In women,
241  5.6% reported having ever been victims or perpetrators of physical assddl5.9% reported
242  ever being involvedh bidirectional physical assault. In men these proportions were 5.4%

243  victims, 5.4% perpetrators and 18.4% for bidirectional involvement. Ligetiictimization-only
244  of sexual coercion was declared by 11.3% of women and 3.5% of men, bidirectional sexual
245  coercion was 13.9% in women and 18.9% in men and the prevalence of having eveaitpdrpetr
246 sexual coercion was 1.7% in women and 8.9% in men (p<0.05). Victims-only of both physical
247  assault and sexual coercion were 2.8% in women and 0.8% in men, perpehigtarsre 0.2%
248  in women and 1.7% in men and bidirectional involvement was 7.5% in women and 11.4% in
249  men (p<0.05).

250

251 Table 3 about here



252

253  In the models adjusted for age, education and city of residence, weezbadower mean score
254  in the physical component summary of the SF-36 among women involved in violence
255  bidirectionally. The difference was statistically significant when caneqh to women who

256  declared no lifetime experience of the two types of violence considered efuetital

257  component summary, meacores were lower for those involved in violence compared to those
258  who never experienced it. Statistically significant differences when ceapathose never
259 involved in IPV were observed for women involved in physical assaultrogciierpetrators
260 and bidirectionally), women victims-only of sexual coercion, women victims avwlied in
261 bidirectional concomitant physical assault and sexual coercion, and for noérethin

262  bidirectional physical assault, bidirectional sexual coercion and acatingthe latter two

263  experiences.

264

265

266  Discussion

267  We found thaHRQoL is associated witphysical and sexual abuard that itvaried withsex
268  and role in the victiperpetrator process, beirgpeciallyevident for the matal component
269  summaryof theSF36.In models adjusted fage, education and residencemen victims
270  only of lifetime or past yeaphysicalassaulind sexuatoercion presentddwer scores in the
271  mentalcomponensummaryof the SF-36 compared to women not experiencing violemaeieh
272 was not observed among méntims-only. Declaredpast year and lifetimeictimization and
273  perpetration ophysicalassaultandof physicalassaulandsexualcoercioncumulatively,was
274  associated witla decreased mentadmponent summaitiy both men and womenehale

275  perpetrators-only gbhysical assauftresented a lower mental component sumnw@mypared
276  to those not involved ianytype of violence for both lifetime and past year periods.

277

278  The result$ound in the present stué@ndconcerningvictims are in line withthe findings ina
279  Norwegiansample of battered women, assessed in shdltetsshoweda marked decrease in

10
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the mental health domain$ the SF36 [11]. Similarly, results frontwo Danish nationally
representative, crosectional health interview surveysvealedhat victimsof physical
violencescoredower in HRQoL, and the effect was more pronounced in women itharen
[10]. In our studythe accumulation of physical assaatidsexual coercion in women victims
represented decrease in the mentaimponensummaryas inaprevious Australian study of
the general population of women, for whom cumulative types of gdraded violence
represented impaired quality of life [8)/omen victims of IPV present increased levels of
depressive symptoms [38hd somatic complain{83], have lower social support [34ll of
which directly dfect their health perception. Furthermorbysgical assaults may directly
increase the risk of injuries predispose and aggrava®@me chronic diseasg35]. Although

the severity of abuse impacts directly the physical health perception aina, vie
psychological stress associated wihs severe types ®V may also affect other acute or
chronic health conditioniroughmoreindirectpaths[36]. Etiologic studies are only in their
beginnings, but the emotional suffering derived from any type of abuseslistlikaffect the
immune system as it responds to prolonged sfg&§s

We also observed lower scores in the merdatponensummaryof the SF-36 for men and
women involved in bidirectional physicassauland in bidirectional concomitant physical
assauland sexuatoercion This is in line with studies documenting that bidirectional violence
might entail more severe ag¢f; 38] and is associated with depressive sympt{88% thus
affecting the health perception of both men and women, particularly the doma@atstob their
mental health.

A significantly lower score in the physicadmponensummary wasmy noted in women
involved in bidirectional violence in the previous year and for the lifefiev@d compared to
those not involved in IPV, which supports previous accounts of more deleterioilisditsits

of IPV in women than in men [1@sa result of the physical conflidt has been suggested that
women suffer more violence victimization than men during their lifef#g andreport more
severe actpll; 42]. An analysis of the chronicity of minona severe acts of IPV in our sample
(Supplementary Table 1) showed that women involved in past year IPVeaepaote minor

11
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bidirectional physical assault acts and suffered more minor sexualaoants compared to
men.No statistically significant sedifference was observed for the mean number of severe
abusive acts and the chronicity of IPV presents, essentially, negative conselsith the

physical and mental component summaries of the SF-36.

In women, perpetration-only of physiadsaulivasalso representdaly a lower score in the
mentalcomponent summary. Although the debate over the motivations of women'’s perpetratio
is still unresolved43], previous studies linking depression with IPV perpetration in women
suggest that feelings of guilt, shame or regret might explain why women wharakrpeel

more depressed than nparpetrator§l?]. It has beemsuggested that depressive symptoms
experienced bywomen who perpetrate theresultof a reaction to an event perceived as
unusual to them, since their usual role is one of nurturing T4#Js, tle same mechanism

might explain the restd found for the mental componesutmmaryof the SF-36, which

includes domains linked to the individual’s social functioning and emotioribbeiag,
importantcharacteristics cd depressive state.

Less is knowrof the impact osexual coercion acta HRQoL. It must be acknowledged that
various types of violence generally coexist in the samientintimaterelationship [445; 46],
which increases the difficulty of disentangling the particular impleaoh type of violence in
HRQoL domains, should they prove affect theselomaindifferently. In women victims b

past yeasexual coercion we fouradsignificanty lower scoran the mentatomponent

summary which is in line with a previous ltalian study documentingitimgactof sexual IPV
victimization to begreater for female student victims (compared to male), with higher odds for
panic attacks, alcohol use, eating problems and suicide idedfiotit[has been suggested that
sexual coercion against megualitatively dfferent, less severe, and that men are more likely
to accept force in their sexual relationships, while women find it unaddephore oftef48].

The fact that no significant difference in thieysical and mental component summaries of men
was foundor past year IP\may also be due to a social desirability bias, with men tending to
demonstrate a tougher postUydy]. A 1988 study performed in college students already
reported that amor22 men victims of sexual coercion, 25% felt “good” about being forced to

12
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have sex, 50% felt “neutral” and 25% felt “bad”, whereasenaf the 32vomenvictims

assessetelt “good” and 88% felt “bad or very bad” after a sex incident [¥&n victims of

sexual coercion may perceitieeir situation as positive, thus not feeling harmed or violated, but
rathersee itas an opportunity for sexual intimacy, which would result in better health
perceptionsNevertheless, the effects of male sexual coercion victimization should bectis

of further exploration§s0].

The main strengths of this study include the large sampletise&zgeographical diversignd

the measurement of both the exposure and outcome with two relirebmmonly used
instruments: the CTS2 [28] and the SF-362@]. However, he crosssectional nature of our
study does not allow inferences cewsalty. As in all studies assessing sensitive topics, the
potential bias imposed by social desirability is a limitafisit]. Our samples were drawn from
the general population of adults living in urbzentresput we used different sampling
procedures whicmight have led to selection bid$oweverthe agadistributionof thestudy
samples was close to the resident populatidAthens, London and Stuttgabiitin Budapest,
Ostersund anBortq participants were oldeand he educational level in all cities was
generally higher than the resident populatidrich might translate inteinderestimation of
violence [18]. It was not possible to collect information on responses in all cities. However,
registry-based sampling (municipal or electoral) and random route, are expected to provide
acceptable coverage of the target population, and to represent it. Thepeaistnee of the
research consortium determined the choice for the particular cities aslsassd on the region
where institutions were established. Nevertheless, the involved tiwees since the
beginning considered an advantage to implicitly guarantee the reptaseof multiple

cultural and social experiences even if not specificdigressed.

Despite the differences observed in these European urban centers regardiceymipaigns,
gender equality initiatives, laws, action plans and support mechanismgedted to influence
prevalence rates and attitudes towards disclosure, our results suggest toiitre between
IPV and HRQoL may be independent from several of these seleeghifactors. Nevertheless,

13



364 the need remains faontextualized assessments (and of further aeggsnal comparisons) to
365 inform city-specific preventive strategies

366  Although IPV experience was disclosed ussetf-administered questionnairesjd plausible to
367 think that victims of severe violenagright reject participation or answer inraore socially
368 acceptablevay, especiallyregarding malefrom more “patriarchal” societig®2]. Also, using
369 individual data (compared to couple) to assess IPV may lead to underreporting, bethandn
370  women, but even more in men for physical assag]t plthough support for underreporting was
371 not found in posterior results ained in representative sample of USA adolescgtizs

372  However, the assessment of couples may increase the risk of violence, thus malyiligidual

373  datais a safer option.

374  For clarity and because they are the most commonly measured typesleoicej we only
375 analyzed physical assault aselxual coercion reports. Further analysis should also consaler th
376  other violence types (e.g. psychological, injury).

377  In summary, e resultof this studyprovide empirical evidence for an association between IPV
378 and the HRQoL and that the influence of violence in HRQoL depends on the type of

379 involvement in violencel.ower scores were consistently observed in the mental component
380 summary of the SF-36 ii@malevictims of physical assault or sexual coercidowever,

381 women and men reporting bidirectional violeaso presented lower scoieshe mental

382 component summary of the SF-36 which calls for a particular focus on the batiegctature

383  of IPV when intervention strategies are designed.
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Tables

Table 1. Sample characteristics and mean scores for the SF-36 physical and mental component summaries according to socio-demographics.

Physical Health

Mental Health

Women Men Women Men Women Men
n (%) n (%) mean (SD) mean (SD) mean (SD) mean (SD)
Age 18-24 253 (12.5) 181 (12.3) 54.15 (5.61) 56.14 (5.39) 48.07 (10.71) 51.93 (8.15)
25-34 396 (19.5) 315 (21.4) 53.43 (6.60) 54.33 (6.65) 47.66 (9.77) 50.22 (9.53)
35-44 436 (21.5) 341 (23.2) 51.66 (7.77) 54.11 (5.65) 49.10 (9.35) 49.88 (8.63)
45-54 433 (21.4) 314 (21.4) 49.82 (8.07) 50.78 (8.21) 47.48 (10.63) 49.29 (10.20)
55-64 508 (25.1) 319 (21.7) 46.55 (9.99) 48.51 (7.63) 49.37 (10.61) 51.52 (8.95)
p* <0.001 <0.001 0.014 0.004
Education Primary 171 (8.7) 86 (6.0) 44.24 (10.15) 48.53 (9.61) 46.44 (12.20) 48.66 (11.50)
Secondary 933 (47.3) 749 (52.5) 50.39 (8.64) 52.03 (8.12) 47.90 (10.73) 49.89 (9.51)
University 869 (44.0) 593 (41.5) 52.22(7.17) 53.68 (6.26) 49.33 (9.17) 51.39 (8.36)
p* <0.001 <0.001 <0.001 0.002
City Athens 276 (13.6) 272 (18.5) 51.05 (7.54) 53.48 (7.26) 48.99 (9.71) 49.17 (8.62)
Budapest 356 (17.6) 248 (16.9) 50.72 (9.75) 53.68 (7.51) 50.09 (10.37) 51.97 (8.94)
London 298 (14.7) 273 (18.6) 51.72 (8.19) 50.86 (9.36) 46.72 (10.14) 49.27 (9.50)
Ostersund 370 (18.3) 222 (15.1) 50.97 (9.20) 52.45 (7.29) 49.32 (9.88) 52.18 (8.99)
Porto 408 (20.1) 227 (15.4) 48.20 (7.69) 51.35(6.12) 46.27 (11.39) 49.59 (10.32)
Stuttgart 318 (15.7) 228 (15.5) 51.93 (8.48) 53.08 (7.16) 49.31 (8.72) 50.81 (8.54)
p* <0.001 <0.001 <0.001 <0.001
Total 50.64 (8.48) 52.48 (7.63) 48.41 (10.23) 50.44 (9.23)
pt <0.001 <0.001

*p-value ANOVA comparing mean scores of the SF-36 component summaries;
tp-value for T-test comparing mean scores of the SF-36 component summaries in women vs. men;
SD=standard deviation.
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Table 2. Adjusted mean scores for the SF-36 physical and mental component summaries, in women and men according to directionality of involvement in past year physical

assault and sexual coercion as types of intimate partner violence.

Physical Health

Mental Health

Women Men Women Men Women Men
n (%) n (%) Adjusted Mean (SE)T Adjusted Mean (SE)t Adjusted Mean (SE)t Adjusted Mean (SE)T
Physical Assault No 1592 (82.4) 1108 (80.2) 49.75 (0.26) 51.96 (0.30) 49.09 (0.34) 50.25 (0.40)
Victim 67 (3.5) 56 (4.1) 49.09 (0.99) 52.15 (0.96) 42.05 (1.26)* 49.31(1.27)
Bidirectional 193 (10.0) 165 (11.9) 48.00 (0.58)* 50.48 (0.59) 42.86 (0.73)* 46.34 (0.78)*
Perpetrator 81(4.2) 52 (3.8) 48.76 (0.88) 51.96 (0.98) 45.46 (1.11)* 50.07 (1.30)
Sexual Coercionf  No 1566 (81.0) 1063 (77.0) 49.64 (0.26) 51.71 (0.30) 48.26 (0.34) 50.04 (0.40)
Victim 149 (7.7) 41 (3.0) 49.27 (0.67) 53.81 (1.10) 44.74 (0.86)* 48.94 (1.47)
Bidirectional 187 (9.7) 173 (12.5) 48.01 (0.61) 51.70 (0.58) 46.85 (0.79) 48.14 (0.77)
Perpetrator 31(1.6) 103 (7.5) 49.92 (1.44) 52.03 (0.71) 48.30 (1.87) 49.09 (0.95)
Physical Assault No 1371(94.6) 916 (93.6) 49.46 (0.29) 51.41(0.34) 49.11 (0.36) 50.62 (0.43)
and Sexual Victim 18 (1.2) 5(0.5) 49.86 (1.90) 53.89 (3.12) 41.43 (2.36)* 45.97 (3.95)
Coerciont Bidirectional 58 (4.0) 50 (5.1) 47.21(1.04) 49.31(1.03) 43.34 (1.30)* 46.17 (1.30)*
Perpetrator 3(0.2) 8(0.8) 39.57 (4.49) 54.29 (2.47) 48.42 (5.59) 51.98 (3.12)

*p<0.05 for comparison with the “no-violence” group (Bonferroni correction was used in pairwise comparison);
$p<0.05 for chi-square test comparing the prevalence of violence by sex;
T adjusted for age, education and city of residence; SE=standard error.
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Table 3. Adjusted mean scores for the SF-36 physical and mental component summaries, in women and men according to directionality of involvement in lifetime physical

assault and sexual coercion as types of intimate partner violence.

Physical Health Mental Health

Women Men Women Men Women Men
n (%) n (%) Adjusted Mean (SE)T Adjusted Mean (SE)T Adjusted Mean (SE)T Adjusted Mean (SE)T
Lifetime Physical No 1407 (72.8) 978 (70.8) 49.83 (0.28) 51.99 (0.31) 49.54 (0.35) 50.62 (0.41)
Assault Victim 109 (5.6) 75 (5.4) 49.79 (0.77) 52.47 (0.84) 44.82 (0.98)* 49.85 (1.11)
Bidirectional 308 (15.9) 254 (18.4) 48.03 (0.47)* 51.14 (0.49) 43.05 (0.59)* 46.56 (0.65)*
Perpetrator 109 (5.6) 74 (5.4) 49.30 (0.76) 50.91 (0.83) 46.92 (0.96)* 48.65 (1.09)
Lifetime Sexual No 1415(73.2) 948 (68.7) 49.74 (0.27) 51.83 (0.31) 48.49 (0.35) 50.40 (0.42)
Coerciont Victim 218 (11.3) 48 (3.5) 49.54 (0.56) 53.59 (1.03) 45.03 (0.73)* 48.71(1.37)
Bidirectional 268 (13.9) 261 (18.9) 48.01 (0.51)* 51.20 (0.50) 46.65 (0.66) 47.84 (0.66)*
Perpetrator 32(1.7) 123 (8.9) 49.45 (1.41) 51.92 (0.65) 48.26 (1.83) 48.77 (0.86)
Lifetime Physical No 1137 (89.5) 752 (86.0) 49.70 (0.32) 51.60 (0.37) 49.73 (0.40) 50.90 (0.46)
Assault and Sexual  Victim 36 (2.8) 7 (0.8) 50.51(1.32) 53.18 (2.80) 44.69 (1.66)* 46.12 (3.51)
Coerciont Bidirectional 95 (7.5) 100 (11.4) 46.71 (0.82)* 50.05 (0.76) 43.06 (1.03)* 46.35 (0.96)*
Perpetrator 3(0.2) 15(1.7) 39.71 (4.46) 50.53 (1.78) 48.20 (5.59) 48.79 (2.24)

*p<0.05 for comparison with the “no-violence” group (Bonferroni correction was used in pairwise comparison);
$p<0.05 for chi-square test comparing the prevalence of violence by sex;
T adjusted for age, education and city of residence; SE=standard error.
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