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Social-Level Factors Related to Positive Mental Health Outcomes following Intimate Partner
Violence: Results from a Population-Based Aotearoa New Zealand Sample.

ABSTRACT

Intimate Partner Violence (IPV) continues to be an issue for women globally. There remains a gap in
research about what contributes to better mental health following IPV. The socio-demographic
characteristics and other factors associated with positive mental health were explored among a sample
of 454 women aged 16 and over who reported previous exposure to physical and/or sexual IPV. 66%
of women reported positive mental health. The cessation of violence, support at disclosure and on-
going informal support were factors significantly associated with positive mental health. Greater

community outreach to improve responses to disclosure and practical support is needed.



INTRODUCTION

Intimate Partner Violence (IPV) warrants global attention with an estimated 30% of women
experiencing IPV worldwide (World Health Organization, 2013). Defined as any behaviour within an
intimate relationship that can cause physical, psychological or sexual harm, IPV can have widespread
physical and mental health outcomes (World Health Organization, 2012). This may include physical
injuries, higher levels of depression and anxiety (Heise & Garcia-Moreno, 2002), and suicidal
ideation (Karakurt, Smith & Whiting, 2014). While the impact of these experiences must not be
minimised, the capacity for survival, tenacity and resilience alongside these negative effects should
also be acknowledged (Anderson et al., 2012; Saakvitne et al., 1998; Grych, Hamby & Banyard,

2015).

Some studies have suggested that not everybody necessarily reports enduring psychological
problems after IPV experiences (e.g., Anderson et al., 2012). Post-Traumatic Growth (PTG),
covering the domains of growth, relating to others, personal strength, appreciation of life and spiritual
change (Tedeschi & Calhoun, 1996) has been investigated in samples of women who have previously
experienced [PV. Valdez and Lilly reported that 87% of women who had previously experienced I[PV
reported PTG (Valdez & Lilly, 2015), while Cobb and colleagues reported evidence of PTG in 67%
(Cobb, Tedeschi, Calhoun & Cann, 2006). In a further sample of 189 women who had experienced
physical or sexual IPV in their lifetime, 42% were categorised as resilient (defined as scoring below

the threshold for PTSD or depressive symptoms) (Machisa, Christofides & Jewkes, 2018).

Understanding the factors contributing to positive mental health following IPV is important to
enable us to strengthen supportive pathways. However, there is a paucity of research exploring these
pathways. The few studies that have explored this under the labels of resilience and PTG, have noted
that factors which contribute to better mental health can include individual characteristics (e.g.,
spirituality), relational factors (e.g., social support), and community or cultural factors (e.g.,

community cohesion and ethnic identity) (Howell et al., 2018; Kennedy, 2005; Anderson et al., 2012;



Grych et al., 2015). Studies have also shown that growth after IPV is more likely once a relationship

with an abusive partner or the trauma has ended (Cobb et al., 2006; Tedeschi & Calhoun, 1995).

Some studies have interpreted growth following IPV as the absence of mental illness,
however an alternate way of assessing positive mental health, distinct from measuring the absence of
mental illness, has been developed. This conceptualises positive mental health as encompassing three
components, Emotional Wellbeing, Psychological Wellbeing and Social Wellbeing [the Mental Health
Continuum Short Form (MHC-SF)] (Keyes, 2002). According to Keyes, emotional wellbeing is
considered the presence of positive feelings about life (the presence positive affect, such as feeling in
‘good spirits’) or the absence of negative affect, such as not feeling ‘hopeless’). Psychological
wellbeing relates to individual factors such as whether individuals feel they are functioning well (i.e.,
like most parts of themselves, have trusting relationships with others, see growth in themselves, have
a sense of purpose and direction, self-determination and feel like they have control over their
environments). Social wellbeing relates to social criteria for evaluating functioning in life, such as

social contribution, social acceptance and seeing society as having potential for growth (Keyes, 2002).

Measurement of positive mental health has been shown to have discriminant value in
describing the health of general populations (Keyes, 2007). A benefit of this holistic measurement of
positive mental health (incorporating assessment of positive emotion toward life, and functioning well
either psychologically or socially) is that it acknowledges that positive mental health consists of both
individual and social factors. This conceptualisation of positive mental health adds to current
understandings of concepts such as resilience and PTG, by conceptualising mental health as multi-
dimensional and demonstrating mental health and mental illness as distinct but related concepts
(Westerhof & Keyes, 2010). Additionally, the latent factors of the mental health continuum short
form, which measure positive mental health are in line with core components of the definition of
mental health outlined by the World Health Organization (World Health Organization, 2001a, p1;
Guo, Tomson, Guo, Li, Keller & Soéderqvist, 2015), and assess effective functioning for the
individual and the community, hedonic components (feeling and emotion) and eudaimonic

components (meaning and self-realisation) (Keyes, 1998; Waterman, 1993; Guo et al., 2015).



To our knowledge there have been no studies that have measured the prevalence of positive
mental health for women that have been exposed to IPV. The current study seeks to determine the
prevalence of positive mental health for women exposed to IPV and to identify characteristics and

social factors that are associated with positive mental health.

METHODS
Design And Sample
The sample was 454 women aged 16, and over (average age 47.5 years, SD = 15.8), who had

ever experienced physical and/or sexual IPV, some of whom may have experienced IPV within the
past 12 months. Data was taken from the 2019 New Zealand Family Violence Study/ He Koiora
Matapopore, a population-based study which explored people’s health and life experiences. A
quantitative questionnaire based on the World Health Organization Multi-Country Study on Violence

Against Women (WHO-MCS) was used (Garcia-Moreno, Jansen, Ellsberg, Heise & Watts, 2005).

Full Study Sample Sampling Strategies

The study was conducted in Auckland, Northland and the Waikato. These regions include the
largest urban area of the country as well as numerous smaller urban and rural areas and account for
about 40% of the Aotearoa New Zealand population. They include a diverse range of Maori

(Indigenous population of New Zealand), Pasifika, Asian and European New Zealanders.

Random sampling was conducted using primary sampling units (PSU) based on meshblock
boundaries, the smallest geographical units used by Statistics New Zealand. Starting from a randomly
selected household, every second and sixth house was selected. Non-residential and short-term
residential properties, rest homes and retirement villages were excluded, as well people without a
home, and those in boarding houses, residential institutions and prisons. Interviewers made visits to
each selected household to recruit participants. Data was collected through face to face interviews,

and answers were recorded on a tablet.

To be eligible to participate, the respondent needed to be aged 16 and over, able to speak

conversational English, have lived in the household for one month or more, and slept in the house for



four or more nights a week on average. In households with more than one eligible respondent, the

chosen participant was randomly selected.

To ensure the safety of participants, all research was conducted following safety guidelines
for conducting research on violence against women (World Health Organization, 2001b). Interviewers
only interviewed one randomly selected woman per household. Interviews were conducted in privacy
with no one over the age of two years present, and the confidentiality of participant responses were
maintained. Face-to-face interviews were conducted to enable rapport building and assessment and
response to any potential distress. Interviewers were carefully selected and trained in safety protocols.
Participants provided written informed consent. At the conclusion of the interview, all participants
were provided with a list of support agencies regardless of disclosure status (for more details on the
methods see Fanslow, Gulliver, Hashemi, Malihi, & Mclntosh, 2021). Ethics approval was received
from The University of Auckland Human Participants Ethics Committee (reference number 2015/

018244).

Full Study Response Rate And Representativeness

The final sample size for the full study was 2,887 (including 1423 men and 1464 women).
Those who agreed to participate in the study represented more than 60% of the eligible population
(63.7% eligible women and 61.3% eligible men), and the response rates were comparable across
deprivation level. The ethnic and deprivation level distribution of the final sample was comparable to
the general population. In particular, the representativeness of Maori in the sample (11%; 9% male
and 12.8% female) was closely comparable to the distribution of Maori in the general population
(12%; 11.4% male and 11.7% female). However, the final sample was under-represented for those
aged 16-19 (3.4% compared to 7.1% in the general population) and for those aged 20-29 years (10.2%
compared to 17% in the general population) and over-represented for those 60-79 years old ( 29.4%

compared to 20.6% in the general population).



IPV Sample Selection Criteria

The IPV sample included only women who said yes to any of the following questions on lifetime

IPV:

Physical IPV. Participants were asked: ‘Has any partner ever slapped you or thrown
something at you that could hurt you?’ ‘pushed or shoved you or pulled your hair?’ * hit you with
their fist or something else that could hurt you?’ ‘kicked, dragged or beaten you up?’ ‘choked or

burnt you on purpose?’ ‘threatened or actually used a gun, knife or other weapon against you?’.

Sexual IPV. Participants were asked: ‘Has any partner ever forced you to have sexual
intercourse when you did not want to? For example by threatening you or holding you down’ ‘Did
you ever have sexual intercourse when you did not want to because you were afraid of what your
current or any other partner might do if you refused?’ ‘Did your current partner or any other partner
ever force you to do anything else sexual that you did not want or that you found degrading or

humiliating?’. 1PV Sample Socio-Demographic Characteristics are presented in Table 1.

Measures

Measures are based on the standardised questionnaire used in the WHO-MCS (Garcia-
Moreno et al., 2005). The measure of deprivation by Exeter and associates (2017) was added to this
study questionnaire, as well as the validated scales: Mental Health Continuum Short Form (Keyes,

2002) and Adverse Childhood Experiences (Felitti et al., 1998). See table 1 and 2.



Table 1

Measures of Socio-Demographic characteristics the IPV sample from the 2019 New Zealand Family

Violence Study.

Variable Measure

Age Participants age was categorised into the following groups: 16-24, 25-
34, 35-44, 45-54 and 65+.

Education Participants were asked ‘What is the highest level of education that
you achieved?’. The response options were Primary, Secondary
qualifications and Higher. The responses were made into a binary
variable: Primary-Secondary and Tertiary.

Independent Participants were categorised into two categories: having an

Source of Income

independent source of income from wages, investments or retirement
income (Yes) or not (No).

Food Security

Participants were asked ‘Do you ever worry about not having enough
money to buy food?’ Responses were categorised into a binary
variable: Food secure (never) and Food insecure (occasionally,
sometimes, often and all the time).

Personal Income

Participants were asked ‘Do you personally earn more or less than
350,000 per year?” and response options included less than $25,000,
$25,000-$49,999, $50,000-$74,999, $75,000-$100,000 and greater
than $100,000. Responses were categorised into the binary variable of
less than $50,000 and greater than $50,000.

Household Similarly, participants were asked ‘Does your household earn more or

Income less than 350,000 per year’ with the same response options available
as for personal income.

Deprivation Area level deprivation was measured in accordance with criteria set

out in the New Zealand Indices of Multiple Deprivation (IMD)
(Exeter, Zhao, Crengle, Lee & Browne, 2017). Seven domains of
deprivation are covered by this measure including employment,
income, crime, housing, health, education and geographical access
(Exeter et al., 2017). We categorised individuals as living in areas that
were least deprived, moderately deprived or most deprived.



Table 2

Measures of Contributing Factors the IPV sample from the 2019 New Zealand Family Violence

Study.

Variable Measure

Current Participants were asked ‘Are you currently married, or do you have a partner?’ Responses were made

Partnership into a categorical variable: married, cohabiting, divorced/separated and widowed.

Status

General Health Participants were asked ‘In general, would you describe your overall health as excellent, good, fair,
poor, or very poor?’ Responses were made into the binary measure ‘Bad’ (Poor, Very Poor, Fair) and
‘Good’ (Excellent, Good).

Current If participants answered yes to any of the physical IPV questions and indicated that IPV had occurred

Physical IPV within the past 12 months, they were categorised as a ‘yes’ to current physical IPV.

History of Child | To increase the likelihood of disclosing sexual abuse experienced during childhood, a dual report

Sexual Abuse

method was undertaken. During the interview, respondents were asked ‘Before the age of 15, do you
remember if anyone ever touched you sexually, or made you do something sexual that you didn't want
to do?’. Immediately prior to the completion of the interview, respondents were also asked to make an
anonymous report about their experience of child sexual abuse by putting a mark on a card with two
faces on it (a happy face for no child sexual abuse and a sad face for experiencing child sexual abuse).
Respondents were classified as sexually abused during childhood if they responded affirmatively to
the interview question or marked the sad face in the anonymous report.

Adverse ACEs were measured according to the ACE criteria by Felitti and associates (1998). Eight items were
Childhood used to measure this: ‘Did you live with anyone who was depressed, mentally ill or suicidal?’, ‘Did
Experiences you live with anyone who was a problem drinker or alcoholic?’, ‘Did you live with anyone who used
(ACE) illegal street drugs or who abused prescriptions medications?’, ‘Did you live with anyone who served
time or was sentenced to serve time in a prison, jail, or other correctional facility?’, ‘Was your
mother or step mother ever slapped, hit, kicked, punched or beaten up?’ ‘Before age 18, did any
parent or adult in your home ever hit, beat, kick, or physically hurt you in any way? (not including
smacking)’, ‘Did a parent or adult in your home ever swear at you, insult you, or put you down?’ and
‘Were your parents separated or divorced?’. Responses were categorically grouped across 0-1
experiences, 2-5 experiences and 6+ experiences. The use of the ACE measure has been validated
(Meinck, Cosma, Mikton & Baban, 2017)
Positive Participants were asked: ‘When you were growing up, in your first 18 years of life, did you live with
Childhood anyone who ensured that your basic needs were met?’ ‘When you were growing up, in your first 18
Experiences years of life, did you live with anyone who recognised and encouraged your strengths?’ ‘When you

were growing up, in your first 18 years of life, did you live with someone who loved you and who was
on your side?’. The responses were categorised into 0 experiences, 1 experience and 2+ experiences.

Help-Seeking

Participants were asked: ‘Who have you told/did you tell about your partner’s behaviour?’ Speaking
to the police, a lawyer, the court, service providers, health workers or mental health workers was
categorised as ‘Formal Help Seeking’. Speaking to a family member, friends, neighbours or
workmates was categorised as ‘Informal Help Seeking’.

All participants were also asked ‘Did anyone try to help you?’ regardless of whether they had
indicated they had sought help or not. Participants chose from the same options as help-seeking above
(Who did you tell about your partner’s behaviour?) and their responses were categorised as ‘Received
Formal Help’ and ‘Received Informal Help’. We measured receipt of informal help independently of
simply telling someone about the partners behaviour (disclosure) because we acknowledge that some
people may receive help even without disclosing.

Reaction to
disclosure

A sub-sample was created of women who had indicated ‘yes’ to telling someone about their partners
behaviour (n=324). They were asked if they had told someone about their most recent experience of
forced sex from a partner or non-partner and asked what response was received to this disclosure -
‘How did they respond?’. Negative Reaction to Disclosure. If these participants reported receiving
any of the following responses: ‘Blamed me for it’, ‘Told me to keep it quiet’ or ‘Were indifferent’ it



was categorised as a negative reaction. Positive Reaction to Disclosure. If participants reported
experiencing any of the following responses: ‘Supported Me’ or ‘Advised to report to police’, it was
categorised as a positive reaction. Participants could choose multiple responses.

Family Support | Participants were asked ‘When you need help or have a problem, can you usually count on members
of your family for support?”’ Possible responses were ‘Yes’ or ‘No’.

Support Received informal help and family support were combined to make a categorical ‘support’ variable.
The responses were grouped into four categories: receiving both family support and informal help,
receiving neither family support nor informal support, receiving either family support or informal
help.

Outcome Variable: Mental Health

Keyes’ Mental Health Continuum Short Form (MHC-SF) was used to measure mental health.
The use of the MHC-SF has been validated across many studies internationally (Perugini et al., 2017,
Schutte & Wissing, 2017; Salama-Younes, 2011). The MHC-SF groups 14 dimensions of mental
health under three categories: Positive Emotions, which includes Positive Affect and Avowed quality
of life (e.g., ‘How often do you feel happy?’), Positive Psychological Functioning, which includes
self-acceptance, personal growth, purpose in life, environmental mastery, autonomy and positive
relations with others (e.g., ‘How often did you feel good at managing the responsibilities of your daily
life?”) and Positive Social Functioning, which includes social acceptance, social actualisation, social
contribution, social coherence and social integration (e.g., ‘How often did you feel that you had
something important to contribute to society?’) (Keyes, 2007). Participants rated the frequency with
which they experienced each of these items in the past month on a 6-point Likert scale, where

never=1, every day=6.

The MHC-SF conceptualises mental health across the categories of Flourishing, Moderate
Mental Health and Languishing. Flourishing is defined as living with high levels of well-being, with
positive emotion and functioning well psychologically and socially. It is measured by having a high
score (5 or 6) on one of the measures of emotional wellbeing, and high scores (5 or 6) on six of the
eleven items of psychological and social wellbeing. Languishing is defined as low-levels of
wellbeing, or feelings of emptiness, stagnation, and quiet despair. It is measured by having a low

score (1 or 2) on one of the three measures of emotional wellbeing and low scores (1 or 2) on six of
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the eleven items of psychological and social wellbeing. Participants who are neither flourishing nor

languishing are categorised as ‘moderately mentally healthy’ (Keyes, 2002).

Positive and Lower Mental Health. For the purposes of this study, the above labels of
Flourishing and Languishing were changed to ‘Positive Mental Health’ and ‘Low Mental Health’
respectively. The criteria for the measurements for each of these outcomes did not change, however
the labels were changed to not minimise the detrimental impacts of IPV by implying that this

experience is associated with flourishing.

Due to the low numbers of participants who reported ‘Low mental health’ in the IPV sample,
those with ‘Low mental health’ and ‘Moderate mental health’ were grouped together as ‘Lower
Mental Health’ (see results section). This combination of categories is common practice among other
studies (Schotanus-Dijkstra et al., 2016; Sofija, Harris, Sebar & Phung, 2021; Redelinghuys &

Rothman, 2020).

Statistical Analysis

Reported estimates of the prevalence of positive and lower mental health were obtained with
descriptive statistics. Descriptive statistics were generated for the socio-demographic characteristics for
the whole IPV sample as well as for each mental health group and the differences were tested with Chi
square statistics. Chi square tests were also used to examine bivariate correlations between mental
health status and other social factors that were associated with mental health in the literature. We then
built a multivariable logistic regression model including socio-demographic variables and contributing
variables that had a p-value less than 0.05 in the bivariate analyses (Table 2). Given that the outcome
variable is dichotomous and that there are multiple independent variables being explored, multivariable
logistic regression is the most suitable statistical test for this study (Brunner & Giannini, 2011; Hidalgo

& Goodman, 2013). All analyses were conducted with STATA 16 (StataCorp., 2019).
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RESULTS

Sample Demographics

The mean age for the entire sample was 50.8 years (SD=15.5), 51.9 years (SD=15.2) for those
reporting positive mental health and 48.8 years (SD=16) for those reporting lower mental health.
5.1% were between 16-24 years old, 11.5% between 25-34, 19.3% between 35-44, 20.6% between
45-54,21.9% between 55-64 and 21.7% in the 65 years and above. 24.5% were categorised as least
deprived, 37.2% as moderately deprived and 38.3% as most deprived. 57.9% of the sample had post-
secondary education and 42.1% had primary-secondary education. 78.9% of the sample reported
having an independent source of income, and 66.4% reported food security (never worrying about

food). 67.3% of the sample had a personal income of less than $50,000 NZD.

Mental Health Status Prevalence

66% of the IPV sample (n=300) reported positive mental health, 31% (n=141) reported
moderate mental health, and 3% (n=13) reported low mental health. The combined lower mental

health category prevalence was 34% (n=154).

Characteristics Of IPV Sample Reporting Positive Versus Lower Mental Health

Socio-Demographic Characteristics. Those reporting positive mental health did not differ
significantly from those reporting lower mental health on socio-demographic characteristics including
age, education, deprivation level, independent source of income, personal and household income, and

food security status. (See Table 3).
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Table 3

Socio-Demographic characteristics associated with positive or lower mental health among the IPV

sample from the 2019 New Zealand Family Violence Study.

Mental health status

Positive Lower Mental Total P value
Mental Health
Health

N=154 (34%)
N=300 (66%)

Socio-demographics n (%)

Age Categories 0.111
16-24 12 (52.17) 11 (47.83) 23

25-34 29 (55.77) 23 (44.23) 52

35-44 62 (71.26) 25 (28.74) 87

45-54 60 (64.52) 33 (35.48) 93

55-64 63 (63.64) 36 (36.36) 99

65+ 73 (74.49) 25 (25.51) 98

Education 0.994
Primary-secondary 126 (66.32) 64 (33.68) 190

Tertiary 173 (66.28) 88 (33.72) 261

Independent source of income 0.891
Yes 236 (65.93) 122 (34.08) 358

No 64 (66.67) 32 (33.33) 96

Food security 0.691
Secure (never worry) 201 (67.00) 99 (33.00) 300

Insecure (have worried) 99 (65.13) 53 (34.87) 152

Personal income 0.414

<50k 186 (64.58)  102(3542) 288



>=50k 96 (68.57) 44 (31.43) 140

Household income 0.880
<25,000 45 (63.38) 26 (36.62) 71

25,000-49,999 52 (65.82) 27 (34.18) 79

50,000-74,999 50 (62.50) 30 (37.50) 80

75,000-100,000 43 (66.15) 22 (33.85) 65

>100,000 81 (69.23) 36 (30.77) 117

Deprivation 0.588
Least Deprived 76 (68.47) 35(31.53) 111

Moderately Deprived 114 (67.46) 55 (32.54) 169

Most Deprived 110 (63.22) 64 (36.78) 174

Factors Contributing To Positive Mental Health In The IPV Sample At The Univariate level

Current Partnership Status. There were no significant differences in current partnership status

between those reporting positive mental health and those reporting lower mental health.

General Health. Those with good general health were more likely to report having positive

mental health (71%).

Current Physical IPV. Those who had in the past but who were not currently experiencing

physical IPV were more likely to report positive mental health (67%).

Childhood Related Factors. Those who had fewer adverse childhood experiences were more
likely to report positive mental health (e.g., 71% of those reporting 0-1 ACE’s). There were no
significant differences in relation to experiencing childhood sexual abuse and positive childhood

experiences across the positive and lower mental health groups.

Social Support Factors. Telling formal or informal sources about the violence was not

significantly associated with differences in reporting positive mental health.

14



Those who received help from informal sources were significantly more likely to report positive
mental health (70%). Receiving help from formal services was not significantly associated with

reported mental health status.

Participants who reported receiving any negative reaction to disclosure were more likely to
report lower mental health (78%). Having received any positive reaction following disclosure did not

significantly distinguish between those reporting positive and lower mental health.

Those who could usually count on members of their family for support in an emergency were
more likely to report positive mental health (68%). Also, those who reported having both family support
and informal help were more likely to report positive mental health (72%) whilst those reporting no
family support and no informal help were more likely to report lower mental health (62%). (See Table

4)
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Table 4

Factors contributing to positive mental health among the IPV sample from the 2019 New Zealand

Family Violence Study.

Current partnership status
Married

Cohabiting
Divorced/separated

Widowed

General health
Bad
Good

Current Physical [PV
Yes
No

Childhood Related Factors
History of child sexual abuse
Not Abused

Abused

Adverse Childhood Experiences
0-1
2-5
6+

Positive
Mental Health

N=299 (66%)

125 (67.93)
72 (61.02)
79 (66.95)
24 (70.59)

85 (57.05)
214 (70.86)

12 (42.86)
288 (67.61)

188 (67.63)
110 (63.95)

151 (71.23)
131 (63.59)
18 (50.00)

Lower Mental
Health

N=154 (34%)

59 (32.07)
46 (38.98)
39 (33.05)
10 (29.41)

64 (42.95)
88 (29.14)

16 (57.14)
138 (32.39)

90 (32.37)
62 (36.05)

61 (28.77)
75 (36.41)
18 (50.00)

Total

184
118
118
34

149

302

426

278
172

212
206
36

P value

0.577

0.004

0.007

0.423

0.027
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Positive Childhood Experiences
0

1

2+

Help seeking
Telling Formal
Yes

No

Telling Informal
Yes
No

Received formal help
Yes
No

Received informal help
Yes

No

Family Support

Yes

No

Support

No family support/No informal help
Yes family support/No informal help
No family support/Yes informal help

Yes family support/Yes informal help

4 (80.00)
8 (61.54)
288 (66.06)

87 (68.50)
213 (65.14)

204 (66.89)
96 (64.43)

56 (63.64)
244 (66.67)

166 (70.94)
134 (60.91)

266 (68.38)
31 (52.54)

13 (38.24)
199 (64.67)
18 (72.00)
147 (71.71)

1 (20.00)
5 (38.46)
148 (33.94)

40 (31.50)
114 (34.86)

101 (33.11)
53 (35.57)

32 (36.36)
122 (33.33)

68 (29.06)
86 (39.09)

123 (31.62)
28 (47.46)

21 (61.76)
65 (35.33)
7 (28.00)

58 (28.29)

436

127
327

305
149

88
366

234
220

389
59

34
184
25
205

0.759

0.496

0.604

0.590

0.024

0.016

0.002
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Negative Reaction to Disclosure
Yes
No

Positive Reaction to Disclosure
Yes
No

2(22.22)
213 (67.62)

9 (60.00)
206 (66.67)

7(77.78)
102 (32.38)

6 (40.00)
103 (33.33)

0.004
9
315

0.594
15
309
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Logistic Regression results

Table 5

Factors associated with positive mental health among the IPV sample from the 2019 New Zealand
Family Violence Study.

Factors AOR 95% CI P value
General Health

Bad 1.00

Good 1.39 0.83 2.35 0.21
Adverse Childhood

Experiences

0-1 1.00

2-5 0.89 0.52 1.50 0.65
6+ 0.59 0.24 1.46 0.26
Current Physical IPV

No 1.00

Yes 0.29 0.11 0.76 0.011
Negative Disclosure

Reaction

No 1.00

Yes 0.12 0.02 0.58 0.009
Support

No family support/ No

informal help 1.00

Yes family support/ No 3.89 1.22 12.41 0.022
informal help

No family support/Yes - o 1 ¢ 2756 0.009
informal help

Yes family support/

Yes informal help 6.11 1.99 1873  0.002

Note. [IPV=intimate partner violence; AOR=adjusted odds ratio; CI=confidence interval; P values in

bold indicate significance at the <.05 level
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In this sample of women who have experienced IPV, there were no significant associations

between general health, adverse childhood experiences and current positive mental health.

Women who reported current exposure to physical IPV were less likely to have positive
mental health compared to women who did not report current exposure to physical IPV (AOR= 0.29;
95% CI10.11 - 0.76). Women who reported a negative reaction to disclosure were also less likely to
have positive mental health compared to those who did not report a negative reaction (AOR= 0.12;
95% CI1 0.02-0.58). Compared to those who had no family support and received no informal help,
positive mental health was almost four times more likely to be reported by women who had family
support but no informal help (AOR= 3.89; 95% CI 1.22 — 12.41); and more than six and a half times
more likely to be reported by those who had no family support but who did receive informal help
(AOR=6.68; 95% CI 1.62 — 27.56). Those who had both family support and who received informal
help were about six times more likely to report positive mental health (AOR=6.11; 95% CI 1.99 —

18.73). See table 5.

DISCUSSION

This study explored the prevalence of positive mental health and associated factors among
women who have experienced IPV. The purpose was to investigate what factors may support
recovery and longer term positive mental health. Given the prevalence of IPV in the population,
understanding ways to support recovery is important to mitigate the long-term negative consequences

that can result.

The Prevalence Of Positive Mental Health In The IPV Sample

Two thirds of the IPV sample reported positive mental health. The prevalence of positive
mental health in our IPV sample is low compared with the general population in Canada (76.8%
flourishing) (Afifi et al., 2016) but high compared to the general populations in United States (51.9 %

flourishing) (Catalino & Fredrickson, 2011) and the Netherlands (36.5 % flourishing) (Schotanus-
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Dijkstra et al., 2016). Differences in prevalence rates may in part result from differences in
recruitment and data collection methods such as face to face interviewing (Schotanus-Dijkstra et al.,
2016), computer-assisted face to face interviewing (Afifi et al., 2016) and web-based surveys
(Catalino & Fredickson, 2011). For example, studies have found that online surveys are not always

representative of the entire population compared to face to face interviews (Blasius & Brandt, 2010).

The high prevalence of positive mental health in our sample may be partially due to selection
bias. This IPV sample was identified through a population-based study, with a 64% response rate. As
such the respondents who chose to participate in the study may not necessarily represent the entire
pool of women who have been exposed to IPV or who are experiencing low mental health. Those who
were experiencing the most severe cases of IPV or the lowest mental health are likely to be missing
from the sample, as previous studies have found that women who experience the most severe forms of
IPV are less likely to participate in surveys, particularly those still cohabitating with their partners
(McNutt & Lee, 2000; Waltermaurer, Ortega & McNutt, 2003). Studies have also shown that the
stigma associated with mental illness could act as a barrier for participating in mental health research
(Woodall, Morgan, Sloan & Howard, 2010). The exclusion criteria for our study (e.g., excluding
those who were without a home or those who lived in boarding houses or residential institutions) may

also have contributed to the relatively high proportion of those reporting positive mental health.

Characteristics Of Positive Mental Health In The IPV Sample

Those who reported positive mental health in our IPV sample reported that their general
health was good. This is consistent with previous research demonstrating that physical health and
mental health are interlinked (Ohrnberger, Fichera & Sutton, 2017). In our IPV sample, the other
socio-demographic characteristics did not significantly differ between the positive and lower mental

health groups.
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Factors Contributing To Positive Mental Health

The logistic regression model highlighted a number of different factors that significantly
contributed to positive mental health outcomes for women who have experienced IPV. Importantly,
positive mental health outcomes were more likely to be reported by women who were not
experiencing current physical violence. This highlights the importance of supporting women'’s safety,
which needs to include active responses to contain the violent behaviour of the person using the
violence (Family Violence Death Review Committee, 2016). Other studies have found that the
cessation of physical IPV is important for recovery from depressive and PTSD symptoms (Blasco-

Ros et al., 2010) and post-traumatic growth (Cobb et al., 2006; Tedeschi & Calhoun, 1995).

Telling either a formal or informal source of support about the IPV experience was not
significantly associated with women’s reported mental health status. Whilst public awareness
campaigns often urge women who experience violence to speak out or to tell others about the
violence, this research suggests that telling alone is insufficient to support women’s later positive

mental health.

Response at the point of disclosure emerged as having significant implications for
contributing to women’s later positive mental health. In the sub-sample of women who had disclosed
their IPV to someone, those who reported experience of any negative response to disclosure were
much less likely to report positive mental health. This strong finding is consistent with previous
literature, which reported that negative social reactions to disclosure may compound the negative
impacts of IPV (Yndo, Weston & Marshall, 2019; Woerner, Wyatt & Sullivan, 2019). If people
receive negative responses to their disclosure, they are likely to experience more distress and less
likely to seek out further help or disclose the violence again (Family Violence Death Review

Committee, 2016).

Importantly, other studies provide evidence that a positive response to disclosure (i.e.,
disclosure followed by receiving social support) is associated with better mental health for those who

have experienced violence (Sylaska & Edwards, 2014). Previous research has highlighted that
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response at the point of disclosure is an important gateway to accessing additional support. Fostering
an environment where people feel supported to disclose can enable future help-seeking (Yndo et al.,
2019). Whilst positive responses to disclosure of sexual IPV (partner and non-partner) did not emerge
as a significant factor contributing to mental health in our study, this is likely to be because 95% of
the IPV sub-sample who had told someone about their abuse, reported that they had not received
positive responses to disclosure. This is a serious gap and indicates that considerable work is urgently
required to ensure that friends, family and other informal sources of support as well as formal services

have the training and resources, they need respond in ways that support women’s safety.

In this study, women who received help from informal sources were more than six and a half
times more likely to report positive mental health. The implication of this is that the strongest
contributor to positive mental health among women who have experienced IPV is receiving help
(actions), rather than the disclosure itself. Results also indicate that family support is an important
contributor to women reporting positive mental health. Our findings align with other studies, which
have highlighted social support as an important contributor to better mental health outcomes for
women who have experienced I[PV (Howell et al., 2018; Coker et al., 2002; Blasco-Ros et al., 2010;
Ford-Gilboe et al., 2009). In particular, our findings make an important contribution on where the
social support comes from — friends, neighbours, colleagues and family. Over half of our sample
reported receiving informal support from family, friends, neighbours or workmates and many studies
have shown these as vital sources of support (Sylaska & Edwards, 2014). Informal sources of support
may also be present when the abusive partner is not, which means there is more potential for them to
provide tangible support, such as providing safety or an escape from the violence (neighbours)
(Paquin, 1994) or interpersonal and instrumental support, such as workplace accommodations and

information about resources available (workmates) (Kulkarni & Ross, 2016).

These findings can be linked to Ungar’s (2012) social ecological theory of resilience, which
suggests that it is a combination of individual needs and environmental factors that facilitate growth.

In particular, Ungar points out that resilience following exposure to adversity is closely linked with
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the availability of meaningful opportunities and resources provided in the environment. This
theoretical understanding is consistent with our finding that receiving help from informal sources of
support and not just help-seeking by the individual was an important contributor to positive mental
health in this sample. Further, the quality of support provided by one’s environment, such as the
support provided by informal supports (e.g., friends and family) and how meaningful that support

was, facilitated positive mental health for those who experienced IPV.

In our study one in five women in the sample reported receiving formal help. However, there
was no significant relationship between receiving help from formal services and women’s positive
mental health. This does not mean that receiving help from formal services is not important, as these
services are important for providing pragmatic support such as housing support, financial help and
care for children (Pels, van Rooij & Distekbrink, 2015) and for accessing legal and social services
(Sayem, Begum & Moneesha, 2013). Accessing these formal services can be important for enhancing
women’s safety, but more focus is needed on how these services can change their organisational

practice to improve access and response (Wills, Ritchie & Wilson, 2008).

While ACEs are associated with negative mental health outcomes in the general population
(Bellis et al., 2019), we did not find a significant association between ACEs and mental health status
in this I[PV exposed sample. This is likely to be the result of low variance in ACE exposure between
the positive and lower mental health groups in our IPV exposed sample, as ACEs are strongly
associated with later exposure to IPV (Mair et al., 2012; Walsh, Blaustein, Knight, Spinazzola & Van
Der Kolk, 2007). Similarly, when examining the factors contributing to positive mental health given
that a large majority of the sample reported having some positive childhood experiences (over 90%),

these variables may have offered little to distinguish between the two mental health groups.

Strengths And Limitations

Much previous IPV research has focused on documenting the negative consequences
associated with IPV exposure. This study provides important information about associations with

better mental health outcomes following IPV, which can contribute to our understanding of resilience
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and recovery. We extend the limited previous research that explored mental health outcomes for
women who have experienced IPV by measuring positive mental health as distinct from the absence
of mental illness. To our knowledge, this is the first study exploring positive mental health in an [PV

sample.

An additional strength of this study is that it is drawn from a population-based study and is,
therefore, more representative of the IPV population in the community and not just from those who
have sought services (i.e., shelters or those who have reported to police). The large sample size of 454
is another strength of this study. The use of validated measures for key dependent and independent

variables also lends confidence to the robustness of our findings.

As noted previously, the response rate for this population-based study means that we may not
have captured the full range of women who have been exposed to IPV, or those with the poorest
mental health. This may mean, for example, that the overall prevalence of positive mental health that
we obtained may be greater than would be obtained from other IPV samples e.g., those who are in
shelters or engaging with the police. Nonetheless, our findings highlight the importance of factors that

contribute to positive mental health which may still be relevant for those missing from our sample.

Practice Implications And Future Research

This research confirms the importance of violence cessation to enable women to experience
positive mental health. To support violence cessation, services are necessary to help men to stop using

violence and to ensure women’s safety.

Given the importance of responses from informal sources of help in contributing to the
recovery and resilience of women who have experienced [PV, there needs to be greater outreach to
support these groups. Supporting friends, family, neighbours and colleagues to have the skills to
respond well to disclosure and to provide practical support may assist women to be safe, recover and
contribute to their positive mental health. Strategies and programmes directed at informal sources
should be targeted at points and places where people already are, such as schools, organisations and

workplaces (Rayner-Thomas, Fanslow & Dixon, 2014). Consideration of women’s support networks
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can also be important when determining services in clinical or legal settings (Kocot & Goodman,

2003).

This research highlights the importance of developing population level strategies to improve
helpful responses following disclosure of IPV. Improvement strategies need to be specific about what
responses are helpful or unhelpful. For example, poor understandings about the dynamics of violence
by people in the community, including judging, minimising or not believing the violence and victim-
blaming are unhelpful responses (The Backbone Collective, 2020). Other researchers have also
highlighted the importance of strategies to improve responses to disclosure (Yndo et al., 2019;
Syalska & Edwards, 2014). Further qualitative research to elucidate what helpful informal responses

entail would be of benefit.

Conclusion

Overall, the results demonstrate that positive mental health following exposure to IPV is
associated with a number of different social factors. Importantly, the cessation of the abuse, support at
the point of disclosure and on-going informal support are factors which can be strengthened to

promote better mental health for women who have experienced IPV.

26



AUTHORS NOTE

We gratefully acknowledge participants, the interviewers, and the study project team, led by
Patricia Meagher-Lundberg. We also acknowledge the representatives from the Ministry of
Justice, the Accident Compensation Corporation, the New Zealand Police, and the Ministry of
Education, who were part of the Governance Group for Family and Sexual Violence at the
inception of the study. This study is based on the WHO Violence Against Women Instrument as
developed for use in the WHO Multi-Country Study on Women’s Health and Domestic Violence
and has been adapted from the version used in Asia and the Pacific by kNOwVAWdata Version
12.03. It adheres to the WHO ethical guidelines for the conduct of violence against women

research.

FUNDING

We received funding from the New Zealand Ministry of Business, Innovation and Employment,

Contract number CONT-42799-HASTR-UOA.

27



REFERENCES

Afifi, T. O., MacMillan, H. L., Taillieu, T., Turner, S., Cheung, K., Sareen, J., & Boyle, M. H. (2016).
Individual-and relationship-level factors related to better mental health outcomes following

child abuse: results from a nationally representative Canadian sample. The Canadian Journal

of Psychiatry, 61(12), 776-788. https://doi.org/10.1177/0706743716651832

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.

https://doi.org/10.1177/1077801212470543

Bellis, M. A., Hughes, K., Ford, K., Rodriguez, G. R., Sethi, D., & Passmore, J. (2019). Life course
health consequences and associated annual costs of adverse childhood experiences across
Europe and North America: a systematic review and meta-analysis. The Lancet Public

Health, 4(10), e517-e528. https://doi.org/10.1016/S2468-2667(19)30145-8

Blasco-Ros, C., Sanchez-Lorente, S., & Martinez, M. (2010). Recovery from depressive symptoms,
state anxiety and post-traumatic stress disorder in women exposed to physical and
psychological, but not to psychological intimate partner violence alone: A longitudinal

study. BMC psychiatry, 10(1), 98. https://doi.org/10.1186/1471-244X-10-98

Blasius, J., & Brandt, M. (2010). Representativeness in online surveys through stratified
samples. Bulletin of Sociological Methodology/Bulletin de Méthodologie

Sociologique, 107(1), 5-21. https://doi.org/10.1177/0759106310369964

Brunner, H. 1., & Giannini, E. H. (2011). Trial design, measurement, and analysis of clinical
investigations. In J.T. Cassidy, R.E. Petty, R.M. Laxer, & C.B. Lindsley (Eds.), Textbook of

Pediatric Rheumatology (pp. 127-156). WB Saunders.

Catalino, L. I., & Fredrickson, B. L. (2011). A Tuesday in the life of a flourisher: The role of positive

emotional reactivity in optimal mental health. Emotion, 11(4), 938-950. 10.1037/a0024889

28



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: Official Publication of the
International Society for Traumatic Stress Studies, 19(6), 895-903.

https://doi.org/10.1002/jts.20171

Coker, A. L., Smith, P. H., Thompson, M. P., McKeown, R. E., Bethea, L., & Davis, K. E. (2002).
Social support protects against the negative effects of partner violence on mental health. Journal
of Women's Health & Gender-Based Medicine, 11(5), 465-476.

https://doi.org/10.1089/15246090260137644

Exeter, D. J., Zhao, J., Crengle, S., Lee, A., & Browne, M. (2017). The New Zealand indices of
multiple deprivation (IMD): A new suite of indicators for social and health research in Aotearoa,

New Zealand. PloS One, 12(8), €0181260. https://doi.org/10.1371/journal.pone.0181260

Family Violence Death Review Committee. 2016. Fifth Report: January 2014 to December 2015.

Family Violence Death Review Committee.

Fanslow, J., Gulliver, P., Hashemi, L., Malihi, Z., & McIntosh, T. (2021). Methods for the 2019 New
Zealand family violence study-a study on the association between violence exposure, health

and well-being. Kotuitui: New Zealand journal of social sciences online, 16(1), 196-209.

https://doi.org/10.1080/1177083X.2020.1862252

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., . . . Marks, J.
S. (1998). Relationship of childhood abuse and household dysfunction to many of the leading
causes of death in adults: The adverse childhood experiences (ACE) study. American Journal of

Preventive Medicine, 56(6), 774-786. https://doi.org/10.1016/S0749-3797(98)00017-8

Ford-Gilboe, M., Wuest, J., Varcoe, C., Davies, L., Merritt-Gray, M., Campbell, J., & Wilk, P.
(2009). Modelling the effects of intimate partner violence and access to resources on women's

health in the early years after leaving an abusive partner. Social science & medicine, 68(6),

1021-1029. https://doi.org/10.1016/j.socscimed.2009.01.003

29



Garcia-Moreno, C., Jansen, H. A., Ellsberg, M., Heise, L., & Watts, C. (2005). WHO multi-country

study on women’s health and domestic violence against women. World Health Organization.

Grych, J., Hamby, S., & Banyard, V. (2015). The resilience portfolio model: Understanding healthy
adaptation in victims of violence. Psychology of Violence, 5(4), 343-354.

https://doi.org/10.1037/a0039671

Guo, C., Tomson, G., Guo, J., Li, X., Keller, C., & Soderqvist, F. (2015). Psychometric evaluation of
the Mental Health Continuum-Short Form (MHC-SF) in Chinese adolescents—a
methodological study. Health and quality of life outcomes, 13(1), 1-9.

https://doi.org/10.1186/s12955-015-0394-2

Heise, L., & Garcia-Moreno, C. (2002). Violence by intimate partners. In E.G. Krug, L.L. Dahlberg,
J.A. Mercy, A.B. Zwi, & R. Lozano (Eds.), World report on violence and health (pp. 87-113).

World Health Organization.

Hidalgo, B., & Goodman, M. (2013). Multivariate or multivariable regression?. American journal of

public health, 103(1), 39-40. 10.2105/AJPH.2012.300897

Howell, K. H., Thurston, 1. B., Schwartz, L. E., Jamison, L. E., & Hasselle, A. J. (2018). Protective
factors associated with resilience in women exposed to intimate partner violence. Psychology

of violence, 8(4), 438. https://doi.org/10.1037/vi00000147

Karakurt, G., Smith, D., & Whiting, J. (2014). Impact of intimate partner violence on women’s mental

health. Journal of family violence, 29(7), 693-702. 10.1007/s10896-014-9633-2

Kennedy, A. C. (2005). Resilience among Urban Adolescent Mothers Living with Violence: Listening
to Their Stories. Violence Against Women, //(12), 1490-1514.

https://doi.org/10.1177/1077801205280274

Keyes, C. L. M. (1998). Social well-being. Social psychology quarterly, 61(2), 121-140.

https://doi.org/10.2307/2787065

30


https://doi.org/10.1177/1077801205280274

Keyes, C. L. M. (2002). The mental health continuum: From languishing to flourishing in

life. Journal of health and social behavior, 43(2), 207-222. https://doi.org/10.2307/3090197

Keyes, C. L. M. (2007). Promoting and protecting mental health as flourishing: A complementary
strategy for improving national mental health. American psychologist, 62(2), 95-108.

https://doi.org/10.1037/0003-066X.62.2.95

Kocot, T., & Goodman, L. (2003). The roles of coping and social support in battered women’s mental

health. Violence against women, 9(3), 323-346. https://doi.org/10.1177/1077801202250075

Kulkarni, S., & Ross, T. C. (2016). Exploring employee intimate partner violence (IPV) disclosures in
the workplace. Journal of workplace behavioral health, 31(4), 204-221.

https://doi.org/10.1080/15555240.2016.1213637

Machisa, M. T., Christofides, N., & Jewkes, R. (2018). Social support factors associated with
psychological resilience among women survivors of intimate partner violence in gauteng, south

africa. Global Health Action, 11, 1491114. https://doi.org/10.1080/16549716.2018.1491114

Mair, C., Cunradi, C. B., & Todd, M. (2012). Adverse childhood experiences and intimate partner
violence: Testing psychosocial mediational pathways among couples. Annals of

epidemiology, 22(12), 832-839. https://doi.org/10.1016/j.annepidem.2012.09.008

Meinck, F., Cosma, A. P., Mikton, C., & Baban, A. (2017). Psychometric properties of the adverse
childhood experiences abuse short form (ACE-ASF) among Romanian high school
students. Child abuse & neglect, 72(2017), 326-337.

https://doi.org/10.1016/j.chiabu.2017.08.016

McNutt, L. A., & Lee, R. (2000). Intimate partner violence prevalence estimation using telephone
surveys: understanding the effect of nonresponse bias. American journal of

epidemiology, 152(5), 438-441. https://doi.org/10.1093/aje/152.5.438

31



Ohrnberger, J., Fichera, E., & Sutton, M. (2017). The relationship between physical and mental
health: A mediation analysis. Social Science & Medicine, 195(2017), 42-49.

https://doi.org/10.1016/j.socscimed.2017.11.008

Paquin, G. W. (1994). A statewide survey of reactions to neighbors' domestic violence. Journal of

Interpersonal Violence, 9(4), 493-502. https://doi.org/10.1177/088626094009004004

Pels, T., van Rooij, F. B., & Distelbrink, M. (2015). The impact of intimate partner violence (IPV) on
parenting by mothers within an ethnically diverse population in the netherlands. Journal of

Family Violence, 30(8), 1055-1067. https://doi.org/10.1007/s10896-015-9746-2

Perugini, M. L. L., de la Iglesia, G., Solano, A. C., & Keyes, C. L. M. (2017). The mental health
continuum—short form (MHC-SF) in the Argentinean context: Confirmatory factor analysis
and measurement invariance. Europe's journal of psychology, 13(1), 93-108.

10.5964/ejop.v13i1.1163

Rayner-Thomas, M., Fanslow, J., and Dixon, R. (2014). Intimate partner violence and the workplace.

New Zealand Family Violence Clearinghouse, University of Auckland.

Redelinghuys, K., & Rothmann, S. (2020). Exploring the prevalence of workplace flourishing
amongst teachers over time. S4 Journal of Industrial Psychology, 46(0), a7164.

10.4102/sajip.v46i0.1764

Saakvitne, K. W., Tenne, H., & Affleck, G. (1998). Exploring thriving in the context of clinical
trauma theory: Constructivist self-development theory. Journal of Social Issues, 54(2), 279-

299. https://doi.org/10.1111/j.1540-4560.1998.tb01219.x

Salama-Younes, M. (2011). Validation of the mental health continuum short form and subjective
vitality scale with Egyptian adolescent athletes. In 1. Brdar (eds.), The human pursuit of well-

being (pp. 221-234). Springer, Dordrecht. https://doi.org/10.1007/978-94-007-1375-8 19

32



Sayem, A., Begum, H., & Moneesha, S. (2013). Women's attitudes towards formal and informal
support-seeking coping strategies against intimate partner violence. International Social

Work, 58(2), 270-286. https://doi.org/10.1177/0020872813482957

Schotanus-Dijkstra, M., Pieterse, M. E., Drossaert, C. H., C., Westerhof, G. J., de Graaf,R., . ..
Bohlmeijer, E. T. (2016). What factors are associated with flourishing? results from a large

representative national sample. Journal of Happiness Studies, 17(4), 1351-1370.

https://doi.org/10.1007/s10902-015-9647-3

Schutte, L., & Wissing, M. P. (2017). Clarifying the factor structure of the mental health continuum
short form in three languages: A Bifactor exploratory structural equation modeling
approach. Society and Mental Health, 7(3), 142-158.

https://doi.org/10.1177/2156869317707793

Sofija, E., Harris, N., Sebar, B., & Phung, D. (2021). Who Are the Flourishing Emerging Adults on
the Urban East Coast of Australia?. International Journal of Environmental Research and

Public Health, 18(3), 1125. https://doi.org/10.3390/ijerph18031125

StataCorp. (2019). Stata Statistical Software: Release 16. College Station, TX: StataCorp LLC.

Sylaska, K. M., & Edwards, K. M. (2014). Disclosure of intimate partner violence to informal social
support network members: A review of the literature. Trauma, Violence, & Abuse, 15(1), 3-

21. https://doi.org/10.1177/1524838013496335

Tedeschi, R. G., & Calhoun, L. G. (1995). Trauma and transformation. Sage.

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.

https://doi.org/10.1007/BF02103658

The Backbone Collective. (2020). Victim-Survivor Perspectives on Longer-Term Support After

Experiencing Violence and Abuse. Ministry of Social Development.

33



Ungar, M. (2012). Social ecologies and their contribution to resilience. In M. Ungar (eds.), The social

ecology of resilience (pp. 13-31). Springer, New York, NY.

Walsh, K., Blaustein, M., Knight, W. G., Spinazzola, J., & Van Der Kolk, B. A. (2007). Resiliency
factors in the relation between childhood sexual abuse and adulthood sexual assault in

college-age women. Journal of child sexual abuse, 16(1), 1-17.

https://doi.org/10.1300/J070v16n01 01

Waltermaurer, E. M., Ortega, C. A., & McNutt, L. A. (2003). Issues in estimating the prevalence of
intimate partner violence: Assessing the impact of abuse status on participation bias. Journal

of Interpersonal Violence, 18(9), 959-974. https://doi.org/10.1177/0886260503255283

Waterman, A. S. (1993). Two conceptions of happiness: Contrasts of personal expressiveness
(eudaimonia) and hedonic enjoyment. Journal of personality and social psychology, 64(4),

678. https://doi.org/10.1037/0022-3514.64.4.678

Westerhof, G. J., & Keyes, C. L. (2010). Mental illness and mental health: The two continua model
across the lifespan. Journal of adult development, 17(2), 110-119.

https://doi.org/10.1007/s10804-009-9082-y

Wills, R., Ritchie, M., & Wilson, M. (2008). Improving detection and quality of assessment of child
abuse and partner abuse is achievable with a formal organisational change approach. Journal
of Paediatrics and Child Health, 44(3), 92-98. https://doi.org/10.1111/j.1440-

1754.2007.01276.x

Woerner, J., Wyatt, J., & Sullivan, T. P. (2019). If You Can’t Say Something Nice: A Latent Profile
Analysis of Social Reactions to Intimate Partner Violence Disclosure and Associations With
Mental Health Symptoms. Violence against women, 25(10), 1243-1261.

https://doi.org/10.1177/1077801218811681

34



Woodall, A., Morgan, C., Sloan, C., & Howard, L. (2010). Barriers to participation in mental health

research: are there specific gender, ethnicity and age related barriers?. BMC psychiatry, 10(1),

103. https://doi.org/10.1186/1471-244X-10-103

World Health Organization. (2001a). Strengthening mental health promotion. (Fact sheet No.220).
World Health Organization.

World Health Organization. (2001b). Putting women first: Ethical and safety recommendations for

research on domestic violence against women (No. WHO/FCH/GWH/01.1). World Health

Organization.

World Health Organization. (2012). Understanding and addressing violence against women: Intimate

partner violence No. WHO/RHR/12.36). World Health Organization.

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.

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.

https://doi.org/10.1177/0886260514533154

Yndo, M. C., Weston, R., & Marshall, L. L. (2019). Social Reactions to Intimate Partner Violence
Disclosure Among Low-Income, Ethnically Diverse Community Women. Violence against

women, 25(7), 817-838. https://doi.org/10.1177/1077801218805579

35



36



BIO STATEMENTS

Setayesh Pir is a final-stage Doctoral Candidate in the School of Population Health at the University
of Auckland NZ. Her research is based in social and community health, with a particular focus on

sexual violence discourses, intimate partner violence, and promotion of mental health.

Ladan Hashemi, PhD, is a Research Fellow at the School of Population Health, University of
Auckland. Her research activities are in the areas of public health with a focus on child and family

health and well-being, and she has expertise in big data analytics.

Pauline Gulliver, PhD, is an Honorary Senior Research Fellow at the School of Population Health,
University of Auckland. Pauline has also been involved with research measuring the long-term
outcomes of assault in pregnancy, exploring risk factors for suicidal ideation in women who have

experienced violence, and understanding dynamics associated with family violence deaths.

Janine Wiles, PhD, is an Associate Professor in Population Health at the University of Auckland NZ.
She is a geographer and gerontologist, and her research encompasses three disciplinary areas:
social/health geographies, critical social gerontologies, and community health; and links three themes:

care, place, and ageing.

Tracey MclIntosh, PhD, MNZM, is Ngai Tithoe and is Professor of Indigenous Studies and Co-Head
of Te Wananga o Waipapa (School of Maori Studies and Pacific Studies) at the University of
Auckland. Her recent research focused on incarceration (particularly of Maori and Indigenous

peoples) and issues pertaining to poverty, inequality and social justice.

Janet Fanslow, PhD, MNZM, is an Associate Professor at the School of Population Health,
University of Auckland, and Co-Director of the New Zealand Family Violence Clearinghouse. She
has been engaged in violence prevention research since 1989 and has led two population-based

studies on the prevalence and health consequences of violence.

37



