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Children who have been exposed to intimate partner violence (IPV) experience a wide 

variety of short-term social adjustment and emotional difficulties.  While children are affected at 

all ages, less is known about the long-term consequences of IPV exposure at younger ages.  This 

study examined the impact of early IPV exposure (i.e., between birth and age 3), IPV exposure 

over time, and IPV severity on the development of children’s prosocial skills and aggressive 

behavior.  Additionally, the effect of maternal warmth and maternal depression over time on 

IPV-exposed children’s social behavior trajectories was examined.  

Secondary data analysis was conducted using the National Survey of Child and 

Adolescent Well-Being (NSCAW), a national longitudinal study designed to assess outcomes of 

children who have been abused or neglected.  Latent growth curve modeling was used while 
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controlling for maternal demographics, maternal substance use, household characteristics, and 

child maltreatment.  

The more frequently children were exposed between birth and the age of 3 the more 

aggressive behavior problems were exhibited by age 8 compared to nonexposed children.  When 

examining IPV exposure across time, IPV exposure was associated with increases in preschool 

age children’s aggressive behavior and decreases in school age children’s prosocial skills.  

Longer durations of exposure to severe forms of IPV were significantly related to higher 

aggressive behavior over time.  Higher levels of maternal warmth were a significant predictor of 

increased prosocial skills over time while maternal depression was a significant indicator of 

increased aggressive behavior over time. 

Understanding the developmental period of when IPV exposure has the greatest effect on 

children’s development may provide insight into when to intervene before problem behaviors 

become more pervasive.  Results from this study suggest that assessments conducted by social 

worker clinicians need to account for the child’s age when IPV exposure began and the nature of 

exposure (i.e., duration and level of severity).  Interventions should be targeted towards those 

children who are exposed when they are 3 years or younger, who have experienced longer 

duration or severe forms of IPV exposure, and who have mothers who are currently depressed or 

exhibiting low levels of maternal warmth.  

 
 



iv 

The dissertation of Megan Renee Holmes is approved.  

Auroa Jackson 

Rashmita Mistry 

Todd Franke, Committee Co-Chair 

Bridget Freisthler, Committee Co-Chair 

 

 

 

University of California, Los Angeles  

2012 

 



v 

Dedication 
 
I dedicate this dissertation to my husband, Scott. With out your continuous love and 

support, I would have not been able to complete this process. I thank you for encouraging me to 

pursue my dreams and for providing me strength as I struggled to achieve them. I love you for 

everything you are and for everything you bring forth in me. I also dedicate this dissertation to 

my daughter, Maddy. You bring me continuous joy, bring a smile to my face every time I think 

of you, and center me to what is really important in life. I love you.  

I also owe a great deal of gratitude to my family, friends, and mentors.  

I thank my parents, Mike and Linda. You raised me to be a kind hearted person and to 

seek change where it was needed. You have always encouraged me to reach for my dreams and 

have provided unconditional love while I worked towards achieving them. I thank my brother 

and sister-in-law, Steve and Karla. I thank you for the countless hours you spent watching 

Maddy while I worked towards finishing my degree. You have formed a bond with her that will 

last a lifetime. I also thank you for the subtle reminder that I could accomplish anything, I have 

worn the necklace nearly every day. I thank my sister, Laura. You inspire me everyday to live 

simpler, laugh often, and never take life too seriously. I thank my friends for providing the 

support that only fellow doctoral students could provide.  

I thank my mentors, John Clapp and Bridget Freisthler. John, thank you for encouraging 

me to choose the path of Social Work, the unforgettable research experience, the hours of advice, 

and the genuine belief that I would succeed. Bridget, thank you for incredible mentorship 

throughout this doctorate. You have provided me with a model of academic excellence. I will be 

eternally thankful for your guidance through this process and pushing me beyond what I thought 

I was capable.  



vi 

Table of Contents 

 

List of Tables ................................................................................................................................. ix!

List of Figures ................................................................................................................................. x!

Acknowledgements........................................................................................................................ xi!

VITA…......................................................................................................................................... xii!

Chapter 1: Introduction ................................................................................................................... 1!

Scope and Nature of Intimate Partner Violence ....................................................................... 1!

Scope and Nature of Child Exposure to IPV ............................................................................ 3!

Study Overview and Purpose.................................................................................................... 7!

Organization of the Current Study............................................................................................ 9!

Chapter 2: Literature Review........................................................................................................ 11!

Prevalence of Exposure to IPV............................................................................................... 11!

Why Exposure to IPV is Bad for Children ............................................................................. 12!

IPV Exposure and Children’s Prosocial Skills ....................................................................... 14!

Summary and Limitations................................................................................................. 16!

IPV Exposure and Children’s Externalizing Behavioral Problems ........................................ 16!

Cross-Sectional Research.................................................................................................. 17!

Longitudinal Research. ..................................................................................................... 21!

Severity and Frequency of IPV Exposure......................................................................... 22!

Summary and Limitations................................................................................................. 23!

Effects of Maternal Depression and Parenting on Children’s Social Behavior...................... 25!

Maternal Parenting and Externalizing Behavior Problems............................................... 27!



vii 

Maternal Parenting, Maternal Depression, and Externalizing Behavior Problems. ......... 30!

Summary ................................................................................................................................. 34!

Chapter 3: Conceptual Framework ............................................................................................... 40!

General Framework for Conducting Child Exposure Research ............................................. 40!

Bronfenbrenner’s Ecological Perspective......................................................................... 40!

Theories Guiding Child Exposure to IPV Research ............................................................... 42!

Social Learning Theory..................................................................................................... 42!

Attachment Theory. .......................................................................................................... 43!

Conceptual Framework for the Current Study........................................................................ 46!

Research Questions and Hypotheses ...................................................................................... 50!

Chapter 4: Methodology ............................................................................................................... 52!

Sample Design ........................................................................................................................ 52!

Participants........................................................................................................................ 53!

Data Collection Methods. ................................................................................................. 55!

Measures of Key Study Variables........................................................................................... 56!

Development of Social Behavior (Dependent Variables)................................................. 59!

Exposure to Intimate Partner Violence (Independent Variable)....................................... 60!

Maternal Warmth (Independent Variables). ..................................................................... 61!

Maternal Depression (Independent Variable). .................................................................. 62!

Control Variables. ............................................................................................................. 63!

Data Analysis .......................................................................................................................... 66!

Analysis Weights. ............................................................................................................. 66!

Analysis of Potential Attrition Bias. ................................................................................. 66!



viii 

Analyses to Test Hypotheses: Growth Curve Modeling................................................... 67!

Analyses for Research Questions...................................................................................... 69!

Chapter 5: Results ......................................................................................................................... 77!

Analyses to Test Hypotheses: Growth Curve Modeling......................................................... 77!

Research Question 1: Early Exposure to IPV. .................................................................. 77!

Research Question 2: Duration of IPV Exposure. ............................................................ 81!

Research Question 3: Maternal Warmth and Depression. ................................................ 88!

Chapter 6: Discussion ................................................................................................................... 99!

Major Findings........................................................................................................................ 99!

Research Question 1: Early IPV Exposure ........................................................................... 101!

Prosocial Skills. .............................................................................................................. 101!

Aggressive Behavior. ...................................................................................................... 102!

Research Question 2: Duration of IPV Exposure ................................................................. 103!

Prosocial Skills. .............................................................................................................. 104!

Aggressive Behavior. ...................................................................................................... 105!

Research Question 3: Maternal Warmth and Depression ..................................................... 106!

Prosocial Skills. .............................................................................................................. 107!

Aggressive Behavior. ...................................................................................................... 108!

Limitations and Strengths ..................................................................................................... 109!

Implications for Social Work Practice and Policy................................................................ 110!

Directions for Future Research ............................................................................................. 113!

References................................................................................................................................... 115!

 



ix 

List of Tables 

 
Table 1. Developmental Periods ................................................................................................... 46!

Table 2. Wave 1 Sample Demographics (n = 730)....................................................................... 54!

Table 3. NSCAW Data Collection Timeline ................................................................................ 55!

Table 4. Variable Descriptives by Time Points (n = 730) ............................................................ 56!

Table 5. Correlation Between Control Variables and Key Variables........................................... 57!

Table 6. Early Exposure to IPV Model Results for Prosocial Skills (n = 445) ............................ 79!

Table 7. Early Exposure of IPV Model Results for Aggressive Behavior (n = 445) ................... 80!

Table 8. Duration of IPV Exposure Model Results for Prosocial Skills (n = 730) ...................... 83!

Table 9. Duration of IPV Exposure Model Results for Aggressive Behavior (n = 730).............. 87!

Table 10. Duration of IPV Exposure, Maternal Depression and Maternal Warmth Model Results 

for Prosocial Skills (n = 730) ............................................................................................ 91!

Table 11. Duration of IPV Exposure and Maternal Depression Model Results for Aggressive 

Behavior (n = 730) ............................................................................................................ 95!



x 

List of Figures 

 
Figure 1. Previous Research Findings for School Age Children Exposed to IPV ....................... 36!

Figure 2. Previous Research Findings for Preschool Age Children Exposed to IPV................... 36!

Figure 3. Conceptual Model Examining the Relationship Between IPV Exposure, Quality of 

Maternal Parenting, Maternal Mental Health, and Development of Social Behavior ...... 49!

Figure 4. Study Sample................................................................................................................. 53!

Figure 5. IPV Exposure Over Time .............................................................................................. 61!

Figure 6. General Growth Curve Model Path Diagram................................................................ 69!

Figure 7. Research Question 1: Latent Growth Curve Model for Early IPV Exposure. .............. 71!

Figure 8. Research Question 2: Latent Growth Curve Model for Duration of IPV...................... 73!

Figure 9. Research Question 3: Latent Growth Curve Model for Maternal Warmth and 

Depression......................................................................................................................... 76!

Figure 10. Estimated Change in Prosocial Skills for Minor and Severe IPV Exposure............... 84!

Figure 11. Estimated Change in Prosocial Skills for Children Exposed to IPV by Maternal 

Warmth and Maternal Major Depressive Episode............................................................ 93!

Figure 12. Estimated Change in Aggressive Behavior for IPV Exposure by Maternal Major 

Depressive Episode........................................................................................................... 96!

 



xi 

Acknowledgements 

This dissertation was supported by the National Quality Improvement Center on Early 

Childhood (QIC-EC). The QIC-EC is funded by the U.S. Department of Health and Human 

Services, Administration for Children, Youth and Families, Office on Child Abuse and Neglect, 

under Cooperative Agreement 90CA1763. 

 
 
 



xii 

VITA 

EDUCATION 
 
MSW University of California, Los Angeles  2008 
 Department of Social Welfare 
   
BA  San Diego State University  2004 
 Major: Psychology 
  Minor: Social Work 
 

AWARDS, FELLOWSHIPS, AND HONORS 
 
2012 Society for Social Work and Research Doctoral Fellows Award 2012 
National Quality Improvement Center on Early Childhood Dissertation Fellowship  2010-2012 
Collegium of University Teaching Fellows 2011 
Advisory Board Fellowship 2011 
Graduate Summer Research Mentorship Fellowship  2008  
 
SELECT PEER REVIEWED JOURNAL PUBLICATIONS 
 
Freisthler, B. & Holmes, M.R. (In press). Explicating the social mechanisms linking substance use 
behaviors and ecology to child maltreatment. Journal of Sociology and Social Welfare. 
 
Freisthler, B., Kepple, N.J., & Holmes, M.R. (In press). The geography of drug market activities and 
child maltreatment. Child Maltreatment. 
 
Clapp, J.D., Reed, M.B, Min, J.W., Shillington, A.M., Croff, J., Holmes, M.R., & Trim, R. (2009). Blood 
alcohol concentrations among bar patrons: A multi-level study of drinking behavior. Drug and Alcohol 
Dependence, 104(3), 272-273. 
 
Clapp, J.D., Ketchi, J.M., Reed, M.B., Shillington, A.M., Lange, J.E., & Holmes, M.R. (2008). Three 
exploratory studies of college theme parties. Drug and Alcohol Review, 27 (5), 509-518.  
 
Clapp, J.D., Holmes, M.R., Reed, M.B., Shillington, A.M., & Freisthler, B. (2007). Measuring college 
students’ alcohol consumption in natural drinking environments: Field methodologies for bars and parties. 
Evaluation Review, 31(5), 469-489. 
 
Clapp, J.D., Min, J.W., Shillington, A.M., Reed, M., Lange, J.E., & Holmes, M.R. (2006). Environmental 
and individual predictors of error in field estimates of BAC: A multi-level analysis. Journal of Studies on 
Alcohol, 67(4), 620-627. 
 
Clapp, J.D., Reed, M.B., Holmes, M.R., Lange, J.E., & Voas, R.B. (2006). Drunk in public, drunk in 
private: The relationship between college students’ drinking environments and alcohol consumption. 
American Journal of Drug and Alcohol Abuse, 32, 275-285. 
 
RESEARCH EXPERIENCE 

 
Study Coordinator  2010 – 2011 
Mindfulness Based Relapse Prevention for Stimulant Users. Funded by NIH/NIDA (R21 DA029255-01). 
Suzette Glasner-Edwards, Ph.D., Principal Investigator 



xiii 

Research Associate  2006-2009 
Alcohol Availability, Alcohol Use, and Child Maltreatment. Funded by NIAAA (R21 AA015180). 
Bridget Freisthler, Ph.D., Principal Investigator.  
 
Study Coordinator  2004-2006  
Reducing High-Risk College Drinking Environments.  Funded by NIH/NIAAA (R01 AA013968)  
John D. Clapp, Ph.D., Principal Investigator 

 
Research Assistant/Independent Research 2003-2004 
Subliminal Embedded Figures in Static Advertising Enhance Product Recall.  
David A. Kobus, Ph.D., San Diego State University 
 
Research Assistant/Independent Research 2002-2003 
Differences in Reaction Time Between Auditory, Visual, and Bisensory Modalities.  
David A. Kobus, Ph.D., San Diego State University 
 
CLINICAL SOCIAL WORK EXPERIENCE 

 
Study Therapist/Clinician  2010 – 2011 
Motivational Therapy for Depressed Substance Users. Funded by NIH (K23 DA020085).  
Mindfulness Based Relapse Prevention for Stimulant Users. Funded by NIH/NIDA (R21 DA029255-01). 
Supervisor: Suzette Glasner-Edwards, PhD 
 
Therapist  2008-2010 
Prototypes, Center for Innovation in Health, Mental Health, and Social Services.  
Supervisor: Jennifer Chen Speckman, LCSW 
 
Intern  2007-2008 
Prototypes, Center for Innovation in Health, Mental Health, and Social Services.  
Supervisor: Jennifer Chen Speckman, LCSW 
 
Intern  2006-2007  
The Ness Counseling Center.  
Supervisor: Jennifer Blumenfeld, LCSW 
 
SERVICE: DEPARTMENTAL AND COMMUNITY 
 
Assistant Coordinator, Male Violence Prevention Project 2011-2012 
Westside Domestic Violence Network, Santa Monica, CA 
 
Committee Member, Professional Development 2011-2012 
Department of Social Welfare, University of California, Los Angeles 
 
Committee Member, Working Papers Colloquium 2010-2011 
Department of Social Welfare, University of California, Los Angeles 
 
Consultant, Domestic Violence Court Watch Program 2010 
Women Helping Women, Los Angeles, CA 
 
Doctoral Student Representative, Doctoral Committee  2008-2009 
Department of Social Welfare, University of California, Los Angeles 



1 

Chapter 1: Introduction 

Scope and Nature of Intimate Partner Violence 

Nearly one in four women and one in seven men have been physically assaulted by their 

intimate partner in their lifetime (Black et al., 2011).  In 2008, 653,000 intimate partner violent 

crimes were reported, 85% of which were directed at the female by their male partner (Catalano, 

Smith, Snyder, & Rand, 2009).  Intimate partner violence can be chronic in nature.  On average, 

women who said they were physically assaulted more than once reported victimization occurring 

over 4.5 years while men reported victimization occurring over 3.6 years (Tjaden & Thoennes, 

2000). 

The Center for Disease Control and Prevention (CDC) (2009) defines intimate partner 

violence as behaviors of physical, sexual, or psychological violence between current or former 

spouses or dating partners.  Physical violence is the intentional use of physical force and includes 

a range of behaviors from scratching and slapping to choking and use of a weapon.  Sexual 

violence is nonconsensual sexual contact, while psychological violence is acts, threats of acts, or 

coercive tactics that cause trauma to the victim, such as stalking, name calling, and intimidation 

(CDC, 2009).  The term intimate partner violence (IPV) specifically referring to physical 

violence will be used throughout this dissertation.   

Despite evidence that women engage in IPV as often as men, women are more likely than 

men to report having experienced more severe forms of physical assault (Stets & Straus, 1990; 

Tjaden & Thoennes, 2000) and are more likely to report sustained injuries from physical assaults 

(Archer, 2000; Sorenson, Upchurch, & Shen, 1996).  Women are 2 to 3 times more likely than 

men to report that an intimate partner pushed, shoved, or grabbed them, or threw something that 

could have hurt them, and 7 to 14 times more likely to have been beaten up, choked, had 
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attempts to drown them, or to have been threatened with a knife or gun by an intimate partner 

(Tjaden & Thoennes, 2000).  Women physically assaulted by intimate partners are more likely to 

be injured during their most recent victimization (Archer, 2000; Tjaden & Thoennes, 2000) or 

need medical attention after severe assault (Archer, 2000; Stets & Straus, 1990), and twice as 

likely to be killed by intimate partners as compared to males (Catalano et al., 2009).   

Numerous studies have identified risk factors associated with male to female IPV 

including race and ethnicity, income, education level, and marital status (Bachman & Saltzman, 

1995; Catalano et al., 2009; Sorenson et al., 1996; Straus, Gelles, & Steinmetz, 1980; Tjaden & 

Thoennes, 2000).  Although IPV occurs in all racial and ethnic backgrounds, racial minorities 

experience significantly more IPV than do whites (Sorenson et al., 1996; Tjaden & Thoennes, 

2000).  In general, American Indian/Alaskan Native and African American women report 

significantly higher rates of physical assault than do women of other racial backgrounds, and 

Asian/Pacific Islander women report significantly lower rates (Tjaden & Thoennes, 2000).  

However, Hispanic and non-Hispanic White females experience physical assault by an intimate 

partner at approximately the same rates (Catalano et al., 2009; Tjaden & Thoennes, 2000).   

Income and education level have also been identified as risk factors associated with male 

to female IPV (Bachman & Saltzman, 1995; Sorenson et al., 1996; Straus et al., 1980).  Women 

with annual family income less than $10,000 are more likely to experience violence by an 

intimate partner than those with an income of $10,000 or more (Bachman & Saltzman, 1995; 

Straus et al., 1980).  Similarly, Sorenson, Upchurch, and Shen (1996), in a national household 

survey of married couples, found that families with a reported income of below $14,000 were 

1.49 times more likely to report physical violence compared to families with a reported income 

between $25,000 to $39,999.  Women with some high school or less, on average, are more likely 
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to report violence by an intimate partner than women who have a high school diploma (Bachman 

& Saltzman, 1995).  Additionally, women who reported being separated or divorced also 

reported higher rates of physical assault than those married or cohabitating (Bachman & 

Saltzman, 1995). 

The consequences of IPV are widespread.  IPV has been associated with both short- and 

long-term problems including physical injury, psychological symptoms, and substance abuse 

(Gleason, 1993; Golding, 1999; McCloskey, Figuerdo, & Koss, 1995; Salomon, Bassuk, & 

Huntington, 2002).  Women who have been in an IPV relationship have an increased likelihood 

of depression compared to nonvictimized women (Gleason, 1993; Golding, 1999; McCloskey et 

al., 1995).  Seventeen percent of women who reported IPV also reported a diagnosis of 

depression or anxiety compared to 9.5% of nonvictimized women (Plichta & Falik, 2001).  

Research has also indicated that IPV is associated with a woman’s increased likelihood of 

alcohol or drug abuse (Gleason, 1993; Golding, 1999; Salomon et al., 2002).  Alcohol rates have 

been estimated to be five times greater among victims of IPV than among the general population 

of women (Grant et al., 1994).   

Scope and Nature of Child Exposure to IPV 

Among households with female victims, 38% had children under the age of 12 living in 

the home (Catalano et al., 2009).  Based on a national representative sample of children from the 

United States, it is estimated that 16.3% of children 17 years of age or younger have witnessed 

physical assault between their caretakers in their lifetime, with 6.2% being exposed in the past 

year (Finkelhor, Turner, Ormrod, & Hamby, 2009).  This translates to roughly 4.6 million 

children in the United States being exposed to IPV in the past year.  Of those children residing in 

households with IPV, it is estimated that nearly 50% are exposed to severe forms of IPV such as 
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a caretaker being burned, choked, or threatened with a knife or gun (McDonald, Jouriles, 

Ramisetty-Mikler, Caetano, & Green, 2006).  In addition to the high rate of IPV, children from 

such families are also at an increased risk for additional forms of child maltreatment (Appel & 

Holden, 1998; Fantuzzo, Boruch, Beriama, Atkins, & Marcus, 1997; McCloskey et al., 1995).  

Studies have reported a range between 45-70% of children who live in IPV households are also 

physically abused (Appel & Holden, 1998; Beeman, Hagemeister, & Edleson, 2001; Fantuzzo et 

al., 1997; Shepard & Raschick, 1999).   

Children who have witnessed violence in the past year between their caretakers 

experience a wide variety of short-term social adjustment and emotional difficulties, including 

behavioral problems (Fantuzzo & Fusco, 2007; Margolin & Gordis, 2004).  Depending on the 

development period of a child, exposure to IPV at different ages may result in different 

outcomes.  The effect of IPV can be seen as early as age 1 where infants exposed to IPV 

exhibited trauma symptoms such as loss of previously acquired developmental skills including 

language and walking (Bogat, DeJonghe, Levendosky, Davidson, & von Eye, 2006).  Preschool 

children who witnessed IPV in the past year tended to exhibit significantly lower intellectual 

functioning (Huth-Bocks, Levendosky, & Semel, 2001), more behavioral problems (Fantuzzo et 

al., 1991), and posttraumatic stress symptoms (Levendosky, Huth-Bocks, Semel, & Shapiro, 

2002) than nonexposed children.  Exposure to IPV in the previous year for school age children 

has been related to significantly lower levels of social functioning, greater loneliness, and 

conflict with peers (McCloskey & Stuewig, 2001), more externalizing behavioral problems, such 

as aggression or delinquency, and more internalizing behavioral problems, such as depression or 

anxiety (Bauer et al., 2006).   
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While significant strides have been made studying outcomes of children exposed to IPV, 

most studies reviewed have examined the relationship between child problems and IPV exposure 

occurring in the past year.  Longer duration of IPV exposure may put a child at greater risk of 

developing more problems.  Additionally, much of the IPV literature includes a wide age range 

within childhood (Christopoulos et al., 1987; Hazen, Connelly, Kelleher, Barth, & Landsverk, 

2006), which does not allow for examining effects of IPV exposure that may be unique to a 

particular developmental period.   

Although exposure to IPV is associated with a number of short-term social and emotional 

problems, little is known about how such exposure can alter the typical developmental course of 

children.  Few prospective longitudinal studies have examined the impact of IPV exposure on 

children’s long-term social behavior outcomes (Ingoldsby, Shaw, Owens, & Winslow, 1999; 

Katz, Hessler, & Annest, 2007).  Among school age children, IPV exposure over time was 

significantly related to later behavior problems such as deviance and aggression (Katz et al., 

2007).  However, among preschool children, no differences were found in children’s 

externalizing behavior problems during kindergarten when high marital conflict (i.e., 

disagreement in child rearing and physical assault) was present across time (Ingoldsby et al., 

1999).  This evidence suggests, at least preliminarily, that the impact of exposure to IPV may 

vary depending on the developmental stage of the child when it occurs.  Unknown is how and 

under what circumstances early exposure to IPV might influence children’s development of 

social behavior over time and the role maternal parenting quality might play in the relationship.  

For example, infants and toddlers, because of their dependence on their caretakers—especially 

their mothers—are particularly vulnerable to threats aimed at their mothers (Fantuzzo et al., 

1997).  The negative effects of IPV exposure may be amplified for infants and toddlers who 
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spend the majority of their time with their caretakers and therefore may be exposed to greater 

amounts and more severe forms of IPV than older children (Fantuzzo et al., 1997).  At each 

developmental stage, it is essential that parents are able to respond to their child’s developmental 

needs.   

How parents respond to a child’s emotional expressions profoundly influences how he or 

she learns to process, understand, and cope with a variety of emotional states.  However, the 

parents in IPV relationships are not as well able to meet the needs of their children, as the quality 

of their parenting is compromised (Buchbinder, 2004; Levendosky & Graham-Bermann, 2001; 

Mullender et al., 2002).  For women, IPV negatively affects their relationship with their children 

(Mullender et al., 2002) and their capacity to parent (Stephens, 1999).  Some have reported that 

IPV also can negatively affect the quality of the attachment between the mother and child 

(Levendosky, Huth-Bocks, & Semel, 2002).  As a result of living in a violent home, abused 

women may not be able to guide their children through normal developmental transitions and 

foster the sense of basic trust and security that is the foundation of healthy emotional 

development (Levendosky & Graham-Bermann, 2001; Levendosky, Huth-Bocks, Shapiro, & 

Semel, 2003).   

However, the presence of warm, nurturing, and supportive parenting may buffer the 

impact of IPV exposure on a child’s outcomes (Skopp, McDonald, Jouriles, & Rosenfield, 2007).  

For example, Skopp et al. (2007) found that at lower levels of maternal warmth, exposure to IPV 

was positively related to children’s externalizing behavior problems.  Conversely, they found 

that at higher levels of maternal warmth, exposure to IPV and children’s externalizing behavior 

problems were nonsignificant.  Additionally, there is some evidence that mothers of children 

exposed to IPV may compensate for exposure to IPV in their parenting over time.  For example, 
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in a comparison of mothers of children exposed and not exposed to IPV, Letourneau, Fedick, and 

Willms (2007) found that, although initial levels of supportive parenting (i.e., positive discipline, 

warmth, consistency) were significantly lower for IPV mothers, their levels of supportive 

parenting behavior significantly increased over time when compared to their counterparts.  At 

present, there are few systematic data on what risk and protective factors are most important for 

the healthy development of children exposed to IPV, and one can only speculate about the 

relative importance of these factors. 

Study Overview and Purpose 

This study will examine the impact of early IPV exposure, IPV exposure over time, and 

the level of IPV severity on the development of social behavior trajectories in a longitudinal 

national probability study of children investigated for child abuse and neglect.  The term social 

behavior is used to refer to both prosocial skills and aggressive behavior.  Additionally, the effect 

of maternal parenting quality (i.e., maternal warmth) and maternal depression on IPV-exposed 

children’s social behavior trajectories will be examined. 

The longitudinal nature of this study allows for an examination of the long-term social 

behavior developmental consequences of IPV exposure.  Most research on outcomes associated 

with childhood exposure to violence uses cross-sectional designs (Christopoulos et al., 1987; 

Fantuzzo et al., 1991; Hughes, Parkinson, & Vargo, 1989; Levendosky, Huth-Bocks, Semel et 

al., 2002; McCloskey & Stuewig, 2001), thereby making it difficult to disentangle how exposure 

to IPV varies at different developmental stages, as well as to examine immediate versus delayed 

effects of IPV over time.  While children are affected by IPV exposure at all ages, less is known 

about the long-term consequences of exposure at younger ages.  In addition, because of the 

paucity of longitudinal studies, the duration of violence between intimate partners has largely 
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been reported as the presence of violence during the past year.  The current study utilizes a 

longitudinal dataset with four time points of data collection in order to examine social behavior 

trajectories over 5 years among children 3 years and younger at baseline.  Early IPV exposure 

occurring between birth and 3 years old as well as current and delayed effects of IPV exposure 

over time is examined. 

The current study further extends previous research in this area by using a national 

probability sample of families referred to Child Protective Services (CPS).  Previous research has 

primarily been conducted with samples recruited from battered women’s shelters and community 

settings (Christopoulos et al., 1987; Fantuzzo et al., 1991; Holden & Ritchie, 1991; Hughes et al., 

1989; McCloskey & Stuewig, 2001).  Women residing in shelters were more likely to have been 

abused within the past weeks and more likely to have experienced severe forms of violence that 

prompted them to seek safety away from their batterer (Campbell, Sullivan, & Davidson, 1995).  

Because of this, these studies cannot be generalized back to the general public.  Although the 

current sample is not representative of all children exposed to IPV, it can be generalized back to 

a known population of considerable public interest, children who have been referred to CPS for 

child abuse or neglect. 

The current study adds to the limited understanding of the effect of IPV on the 

development of children’s social behavior outcomes.  Most research on outcomes for children 

exposed to IPV has grouped children as either exposed or not exposed, thus ignoring the level of 

severity of the violence (Christopoulos et al., 1987; Fantuzzo et al., 1991; Hughes et al., 1989).  

The current study addresses this gap by examining the potential differential effects of severe 

physical assault, minor physical assault, and no physical assault. 
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This study seeks to improve our understanding of the mother-child relationship and 

maternal depression in the context of IPV.  Research on the effects of IPV on young children and 

the interrelatedness of the effects of the mother-child relationship and maternal depression on 

children’s outcomes is in its earliest stages.  The quality of the relationship children have with 

their parents has been a consistent predictor of children’s developmental success (Letourneau et 

al., 2007).  Therefore, the quality of maternal parenting over time, particularly for children 

exposed to IPV, is an important research issue.  Although both women and men experience 

violence from their intimate partners, women are at greater risk for more serious forms of abuse 

and are injured more frequently than men (Catalano et al., 2009; Tjaden & Thoennes, 2000).  

Thus the focus here will be solely on women’s experiences of IPV. 

Using developmental psychopathology perspective (Sroufe & Rutter, 1984), attachment 

theory (Bowlby, 1969), and the body of evidence on IPV against women and children’s 

development of social behavior, three questions will be addressed:  

(1) Does early exposure to IPV, occurring between birth and 3 years old, compared to no 

exposure, affect the development of social behavior trajectories (i.e., aggressive behavior, 

prosocial skills) over a 5 year time period?  

(2) Does duration of exposure affect the development of social behavior trajectories for 

children over a 5 year time period?  

(3) Do maternal warmth and maternal depression affect the development of social 

behavior trajectories of IPV-exposed children over a 5 year time period?  

Organization of the Current Study 

 Chapter 1 has given a brief overview of the nature and scope of IPV, the nature and scope 

of child exposure to IPV, and presented the study overview and purpose.  Chapter 2 reviews the 
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current literature on the effects of IPV on children’s short-term and long-term social behavior, 

and the role of maternal parenting and maternal depression in relation to children’s social 

behavior outcomes.  Chapter 3 examines the conceptual and theoretical frameworks used in the 

reviewed literature.  Developmental psychopathology perspective and attachment theory are 

discussed in terms of how they provide a framework for the current study.  The research design 

and data analysis techniques are presented in chapter 4.  Chapter 5 presents the results of the 

analyses conducted for each research questions.  The major findings and implications for social 

work practice and policy are discussed in chapter 6.   



11 

Chapter 2: Literature Review 

The purpose of this chapter is to: (a) review the literature on the effects of IPV exposure 

on children’s prosocial skills and externalizing behavioral problems, (b) review the literature on 

the effects of IPV on maternal parenting and maternal depression, and (c) review the literature on 

the effect of maternal parenting and maternal depression on IPV-exposed children’s prosocial 

skills and externalizing behavioral problem outcomes.  A summary of the literature is reviewed 

at the end of the chapter (see Figures 1 and 2 on page 36).   

Prevalence of Exposure to IPV 

Researchers often consider exposure to IPV to be a form of child maltreatment (Sedlak, 

2001; Somer & Braunstein, 1999).  According to the National Incident Study of Child Abuse and 

Neglect (NIC4), child exposure to IPV is classified as emotional neglect because IPV may cause 

the caretaker to be inattentive to the child’s developmental and emotional needs (Sedlak et al., 

2010).  Based on a national representative sample of children from the United States, it is 

estimated that 16.3% of children 17 years of age or younger have witnessed physical assault 

between their caretakers in their lifetime, with 6.2% being exposed in the past year (Finkelhor et 

al., 2009).  This translates to roughly 4.6 million children in the United States being exposed to 

IPV in the past year.  Additionally, between 45 to 70% of children who live in households with 

IPV are also physically abused (Appel & Holden, 1998; Beeman et al., 2001; Fantuzzo et al., 

1997; Shepard & Raschick, 1999).   

Children from violent homes are commonly labeled “witnesses” or “observers” of IPV, 

suggesting the child is physically observing violence between his or her caretakers (Elbow, 1982; 

Groves, Zukerman, Marans, & Cohen, 1993; Osofsky, 1995; Rosenbaum & O'Leary, 1981).  

However, these children may more accurately be described as being “exposed” to violence.  IPV 
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exposure can happen on several different levels.  Children may not have actually watched their 

caretakers’ physical aggression but instead overheard the violent interactions, seen the results or 

evidence of the abuse (e.g., bruises on the mother’s body), or experienced the aftermath, such as 

their mother’s fear of her partner.   

Why Exposure to IPV is Bad for Children 

 Researchers over the past few decades have uncovered numerous negative effects of 

exposure to IPV.  Children who have been exposed to IPV are at greater risk of emotional 

problems (i.e., internalizing behavior problems) such as depression and anxiety (Kernic et al., 

2003), academic problems including lower intellectual ability and difficulty with memory and 

concentration (Huth-Bocks et al., 2001), social problems (i.e., social competence) including 

feelings of loneliness and difficulty establishing peer relationships (McCloskey & Stuewig, 

2001), and behavioral problems (i.e., externalizing behavior problems) such as aggression and 

delinquency (McFarlane, Groff, O'Brien, & Watson, 2003).   

Two recent meta-analyses indicated that children exposed to IPV had significantly worse 

outcomes compared to nonexposed children (Kitzmann, Gaylord, Holt, & Kenny, 2003; Wolfe, 

Crooks, Lee, McIntyre-Smith, & Jaffe, 2003).  Kitzmann et al. (2003) examined 118 studies of 

children 18 years or younger and found that 63% of children exposed to IPV faired poorer than 

nonexposed children on several dimensions.  Children exposed to IPV had significantly poorer 

internalizing (  = -.50), externalizing (  = -.43), social (  = -.35), and academic problems  

(  = -.52) compared to nonexposed children (Kitzmann et al., 2003).  Wolfe et al.’s (2003) 

meta-analysis, using more stringent inclusion criteria, included 41 studies of children between 

the age of 4 to 14 years and also found IPV-exposed children had significantly poorer 

internalizing and externalizing behavior problems (
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meta-analyses attempted to examine the moderating effect of children’s age but concluded that 

too few studies used developmentally appropriate age groups. 

Synthesizing data from 15 studies, Sternberg, Baradaran, Abbot, Lamb, and Guterman 

(2006) conducted a mega-analysis to examine the effects of different types of family violence 

(i.e., no violence, IPV exposure, physical abuse victim, both IPV exposure and physical abuse 

victim), age, and gender on 1,870 children’s clinical risk of internalizing and externalizing 

behavior problems.  Compared to children from nonviolent families, children who had been 

exposed to IPV were at 2.40 times greater risk for clinical level externalizing behavior problems 

and 2.03 times greater risk for being in the clinical range of internalizing behavior problems.  

Gender was not a significant predictor of externalizing and internalizing behavior problem by 

type of family violence.  Contrary to the authors’ hypothesis, children between the ages of 4 and 

6 years were not at greater risk for exhibiting internalizing or externalizing behavior problems 

compared to children aged 7 to 9 and 10 to 14 years.  For children between the ages of 4 and 6 

years, only children who had been both exposed to IPV and physically abused were at 

significantly greater risk of externalizing behavior problems than children from nonviolent 

families.  There were no group differences by age for internalizing behavior problems (Sternberg 

et al., 2006).   

The current study examines prosocial skills (i.e., positive social skills such as assertion, 

cooperation, responsibility and self-control) and aggressive behavior among children exposed to 

IPV.  The literature on child exposure to IPV and children’s prosocial skills is reviewed below.  

Because few studies have examined the effects of IPV exposure on children’s prosocial skills 

(Howell, Graham-Bermann, Czyz, & Lilly, 2010), literature examining the effects of child 

maltreatment on children’s prosocial skills is also reviewed.  Following is a review of the 
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literature on child IPV exposure and children’s externalizing behavior problems.  Few studies 

have examined the specific behavior problem of aggression (Litrownik, Newton, Hunter, 

English, & Everson, 2003).  Therefore, studies examining externalizing behavior problems, 

which include both aggression and deviance, are reviewed.  Finally, literature is reviewed 

pertaining to IPV, maternal warmth, and maternal depression.  Concluding the chapter is a 

summary of key findings and how the current study will advance knowledge.   

IPV Exposure and Children’s Prosocial Skills 

 One of the major developmental tasks for preschool children is emotional regulation (i.e., 

monitoring, modifying, and evaluating emotional reactions) and prosocial skills development.  

During these early years, children learn to regulate emotions, problem solve, and develop 

successful social relationships (Hughes, Graham-Bermann, & Gruber, 2001).  Research has 

indicated that children who are successful at navigating their social relationships and are able to 

use prosocial skills are better able to avoid negative outcomes (Lansford et al., 2006).   

To date, one study has been conducted examining the effect of IPV exposure on 

children’s prosocial skills.  Howell et al. (2010) examined 56 children between the ages of 4 to 6 

years who were all exposed to IPV during the past year.  Approximately half of the sample was 

residing in the community while the other half was residing in a domestic violence shelter.  

Prosocial and emotional skills of the child and frequency of IPV in the past year (i.e., 

psychological, physical, and sexual violence directed at the mother by her partner) were reported 

by the mother.  IPV frequency was significantly negatively related to prosocial and emotional 

skills.  In other words, the more frequently a child was exposed to IPV in the previous year the 

less likely he or she showed competence in prosocial behavior and emotional regulation.   
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Although limited in number, some research has been conducted in the area of child 

maltreatment and its effects on prosocial skills.  In general, child maltreatment has been linked to 

prosocial skill deficits for both preschool age children (Darwish, Esquivel, Houtz, & Alfonso, 

2001; Fantuzzo, Weiss, Atkins, Meyers, & Noone, 1998) and school age children (Shonk & 

Cicchetti, 2001).  Shonk and Cicchitti (2001) examined the effect of maltreatment on 229 school 

age children who were 5 to 12 years of age, 146 of whom had a history of physical abuse, 

neglect, or psychological abuse documented by CPS.  Teachers reported academic engagement 

and prosocial skills.  Results indicated that maltreated children exhibited less academic 

engagement and poor prosocial skills than children in the nonmaltreated comparison group.   

Using a sample of 108 preschool children aged 2 to 4 years, Fantuzzo et al. (1998) 

examined prosocial skill group differences between nonmaltreated children (n = 54) and children 

who had a substantiated record of maltreatment (i.e., physical abuse or neglect) by CPS (n = 54).  

Teachers reported the children’s prosocial skills in the classroom setting.  Significant group 

differences were observed where maltreated children exhibited significantly less prosocial skills 

than nonmaltreated children.  Although a smaller sample of preschool children was used, 

Darwish et al. (2001) found similar results as Fantuzzo et al. (1998).  Prosocial skills functioning 

of 15 maltreated children and 15 nonmaltreated children aged 3- to 5-years old were compared.  

The sample was recruited from either a therapeutic hospital-based treatment program (i.e., 

maltreatment group) or a home-based Head Start program (i.e., nonmaltreatment group).  The 

maltreatment group included children who had experienced physical abuse, neglect, and 

psychological abuse as indicated by CPS records.  Teachers or therapists who had worked with 

the child for at least 4 weeks reported the child’s prosocial skills (i.e., cooperation, assertion, 
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self-control).  Children who had never experienced maltreatment had significant higher prosocial 

skills than children who had been maltreated (Darwish et al., 2001).   

Summary and limitations. 

Although the literature is limited, results of these studies point to a similar trend—

children exposed to family violence (i.e., maltreatment or IPV) tend to exhibit more prosocial 

skills deficits than children never exposed to family violence (Darwish et al., 2001; Fantuzzo et 

al., 1998; Howell et al., 2010; Shonk & Cicchetti, 2001).  However, due to the few studies 

examining the specific effect of IPV exposure on children’s prosocial skills, more research 

examining this relationship is warranted. 

Not present in the literature were measures for level of IPV severity, examination of the 

effect of early exposure to IPV (i.e., occurring before the age of 3), and examination of the effect 

of IPV exposure on children’s prosocial skills over time.  The effect of early IPV exposure (i.e., 

between birth and age 3) and the effect of IPV exposure over time has yet to be studied because 

of the limited number of prospective longitudinal studies.  While some research suggests that 

preschool children’s prosocial skills are affected by IPV exposure (Howell et al., 2010), less is 

known about the long-term consequences of IPV exposure.  The current study addresses these 

limitations by using a longitudinal dataset that allows for examination of children 3 years or 

younger and their rate of IPV exposure and prosocial skills development over a 5 year time 

period.   

IPV Exposure and Children’s Externalizing Behavioral Problems 

Interest in understanding serious behavior problems in young children has increased 

substantially over the years due to growing evidence that persistent patterns of aggressive 

behavior during early and middle school years have their roots in behavioral problems that can 
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be detected as early as age 3 (Campbell et al., 1986; Olson & Hoza, 1993).  It is evident that 

young children who have failed to master the early regulatory task of learning to manage 

aggressive behavior are more likely than their peers to display conduct problems.  Thus, a focus 

on risks associated with behavioral problems in the years prior to school entry is warranted for 

reasons of understanding developmental trajectories.   

Despite the extensive existing research examining behavioral problems among children, 

the extent of child behavioral problems related to IPV has yet to be fully delineated and 

described.  Among preschool age children, the effect of IPV exposure on children’s behavior is 

not clear (Fantuzzo et al., 1991; Martin & Clements, 2002; Ybarra, Wilkens, & Lieberman, 

2007).  More research has been conducted on school-aged children, clearly establishing the 

relationship between externalizing behavior problems and exposure to IPV (Bauer et al., 2006; 

Christopoulos et al., 1987; Hughes et al., 1989; McFarlane et al., 2003). 

Cross-sectional research. 

Some studies have found preschool children who have been exposed to IPV exhibit more 

externalizing behavior problems (i.e., attention problems, aggressive behavior, and rule-breaking 

actions) than nonexposed children (Fantuzzo et al., 1991; Martin & Clements, 2002).  Fantuzzo 

et al. (1991) examined the degree of exposure to verbal and physical IPV and the location of the 

children’s residence (i.e., whether or not the children were residing at home or in a domestic 

violence shelter) on preschool and kindergarten children’s externalizing behavioral problem.  

The sample included 107 children between the ages of 3 and 6 years, 23 of whom were exposed 

to physical and verbal aggression in the past year and were residing in a domestic violence 

shelter, 27 who were exposed to physical and verbal aggression in the past year and living at 

home, 30 who were exposed to only verbal aggression in the past year and living at home, and 27 
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who were not exposed and were recruited from the community.  Comparable levels of exposure 

to physical and verbal aggression between parents were found among children residing in a 

shelter and at home.  Fantuzzo et al. (1991) found that children who were residing in a shelter or 

living at home who were exposed to both physical and verbal aggression had significantly more 

externalizing behavior problems than children exposed to only verbal aggression or children who 

were not exposed.  Externalizing behavior problem scores for IPV-exposed children were in the 

clinical range and significantly higher than the contrasting groups (Fantuzzo et al., 1991).   

Martin and Clements (2002) examined preschoolers' behavioral response to parental 

conflict in 24 physically aggressive families and 24 nonaggressive families.  Couples were 

considered physically aggressive if one or both spouses reported at least one act of physical 

aggression between partners in the past year.  Children's emotional and behavioral responses 

during a parental discussion about a relationship problem or issue were coded as 

negative/dysregulated responding (i.e., anger, aggression, agitation, defiance, overt sadness, and 

whining and complaining) or regulated responding (i.e., self-soothing, support/comfort seeking, 

and distancing from the problem).  Teachers rated children on their defiant and aggressive 

behaviors among other problem behaviors.  Physical aggression status of the family was 

positively related to observations of children's negative/dysregulated responses during parental 

conflict and to teacher-reported conduct problems (Martin & Clements, 2002).   

 Although Fantuzzo et al. (1991) and Martin and Clements (2002) found a significant 

relationship between IPV exposure and children’s externalizing behavioral problems, this was 

not always the case.  In one study, preschool children who had been exposed to IPV displayed no 

difference in externalizing behavior problems than nonexposed children (Ybarra et al., 2007).  

For example, Ybarra et al. (2007) examined whether exposure to IPV in the past year led to 
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externalizing behavior problems in children between the ages of 3 and 5 years while controlling 

for variables often associated with IPV (i.e., lower socioeconomic status, community violence, 

and early maternal history of stressful life events).  The sample included 31 mother-child dyads 

referred for clinical services following exposure to IPV and a matched community control group 

of 31 mother-child dyads.  After controlling for contextual variables, no group differences were 

observed on externalizing behaviors. 

The evidence among school age children clearly indicates that children exposed to IPV 

compared to nonexposed children are at greater risk of exhibiting externalizing problem 

behaviors (Bauer et al., 2006; Christopoulos et al., 1987; Hughes et al., 1989; McFarlane et al., 

2003).  McFarlane et al. (2003) examined a sample of 330 women seeking clinical services, of 

whom 258 women had experienced physical violence from their male partner in the past year 

and 78 women had not experienced violence.  Mothers reported externalizing behavior problems 

for their children age 6 to 18 years old.  IPV-exposed children had significantly higher 

externalizing behavior problems scores than nonexposed children (McFarlane et al., 2003). 

Bauer et al. (2006) examined the association between IPV and externalizing problem 

behaviors among children age 6 to 13 years.  The sample included 112 children recruited from 

the community including 53 children who had been exposed to IPV and 59 nonexposed children.  

Mothers reported verbal or physical aggression by her male partner in the past year and their 

children's externalizing behavior problems.  Reports of IPV were collected at two time points, 

when the mother was age 24 and 27.  A composite score was created denoting a positive report 

of IPV during either of the two time periods.  Externalizing behavioral problems were 

significantly related to exposure to IPV.  For children exposed to IPV, the odds of exhibiting 
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externalizing behavioral problems were 3.1 times larger than the odds for nonexposed children 

(Bauer et al., 2006).   

Similar results were found by Hughes et al. (1989) and Christopoulos et al. (1987), who 

studied children exposed to IPV who were residing in domestic violence shelters.  Christopoulos 

et al. (1987) investigated the relationship between exposure to IPV and 5- to 13-year-old 

children’s externalizing behavior problems.  The sample consisted of 40 women with children 

living in a battered women's shelter who had experienced physical violence from their male 

partner in the past year and 40 nonclinical women from the community with children matched on 

demographic variables.  In a similar vein, Hughes et al. (1989) examined children’s externalizing 

behavioral problems among exposed and nonexposed children between the age of 4 and 12 

years.  Their study included 66 children from the community who had not been exposed to any 

form of family violence and 84 children from a battered women’s shelter of whom 44 had been 

exposed to physical violence between their parents and 40 who had been both physically abused 

and exposed to physical violence between their parents.  Mothers reported the frequency of 

physical aggression towards them by her male partner in the past year and children’s 

externalizing behavioral problems.  Both Christopoulos et al. (1987) and Hughes et al. (1989) 

found that children who had exposure to IPV had more externalizing problems than nonexposed 

children.  Although Christopoulos et al. (1987) did not examine age differences, Hughes et al. 

(1989) found a significant interaction between age and group where middle age children (6 to 8 

years old) on average reported more behavioral problems (both internalizing and externalizing 

scores combined) than older (9 to 12 years) and younger (4 to 5 years) children for exposed 

compared to nonexposed children.   
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The above studies indicate that, in general, children from IPV families tend to exhibit 

more externalizing behavioral problems than nonexposed children (Bauer et al., 2006; 

Christopoulos et al., 1987; Fantuzzo et al., 1991; Hughes et al., 1989; Levendosky, Huth-Bocks, 

Semel et al., 2002; Martin & Clements, 2002; McFarlane et al., 2003).  However, after 

controlling for lower socioeconomic status, community violence, and early maternal history of 

stressful life events, Ybarra, Wilkons, and Lieberman (2007) found that the relationship did not 

remain significant, indicating that external factors may also play an important role in buffering or 

increasing risk of problem behaviors.   

Longitudinal research. 

Few prospective longitudinal studies have examined externalizing behavior problems 

among children exposed to IPV (Ingoldsby et al., 1999; Litrownik et al., 2003).  Litrownik et al. 

(2003) examined types of family violence exposure (physical vs. psychological) and the 

behavioral problem of aggression in a group of 682 6-year-old at-risk boys while controlling for 

prior levels of problem behavior (at age 4).  Data were collected when children were age 4 and 6.  

Mothers reported aggressive behavior problems at both time points.  At age 6, children reported 

whether or not they had seen grownups in the home yell at or hit each other.  Exposure to family 

violence was not defined specifically to intimate partners but rather as violence between family 

members.  Exposure to family violence was positively related to behavioral problems at age 6 

after controlling for behavioral problems at age 4 (Litrownik et al., 2003). 

Ingoldsby et al. (1999) examined relations among interparental conflict, children's 

response to parental anger, and child behavior problems in a low-income sample of preschool 

boys.  This study examined whether chronic and persistent interparental conflict over the 

preschool years predicted the child's emotional reactivity to anger and/or adjustment problems 
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and if reactivity moderated relations between conflict and behavior problems.  The sample 

comprised 129 families in which the mothers were married or living with a partner, completed 

the age 2 and 3 1/2 assessments, and for which at least one report of behavioral adjustment was 

available for their son.  Marital conflict was measured at age 2 using a child-rearing 

disagreement scale, which assesses child-rearing issues that caregivers commonly disagree about 

and at age 3 1/2 using the Conflict Tactic Scale, which assesses mother-reported physical and 

verbal violence.  Mothers reported child externalizing behavior problems at age 3 1/2 and 5.  

Results indicate that those children with low parental conflict scores at both time points had 

significantly lower behavior problem scores than those experiencing high conflict at one or both 

time points.  In other words, prolonged marital conflict was positively related to both concurrent 

and later behavior problems (Ingoldsby et al., 1999).   

Severity and frequency of IPV exposure. 

While few studies have distinguished between mild and more severe forms of IPV, some 

have found that severity of violence was related to child behavioral outcomes.  Hazen et al. 

(2006) examined the relation between maternal experiences with IPV and child externalizing 

behavior problems among 2020 mothers and children aged 4 to 14 years who had been referred 

to Child Protective Services for maltreatment.  Severe forms of physical violence experienced by 

mothers (e.g. being choked or threatened by a weapon) was associated with externalizing 

behavioral problems in their children, but no relationship was found between externalizing 

behavior problems and milder forms of physical violence (e.g., being pushed or slapped).  

Johnson and Lieberman (2007) also found similar results when examining whether mothers' 

attunement to their child's emotional experience was related to children's externalizing behavior 

among a clinical sample of 30 children from IPV families who had been referred for treatment 
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for behavioral disturbances.  Mothers reported the frequency and severity of the IPV they had 

experienced in the past year and their perceptions of their children's behavior problems.  

Frequency and severity of IPV was associated with child externalizing behavior where mothers 

reporting more frequent and severe physical abuse described their children as displaying more 

externalizing behaviors (Johnson & Lieberman, 2007).   

Summary and limitations. 

The above studies suggest that school age children exposed to IPV are at greater risk of 

exhibiting externalizing behavior problems (Bauer et al., 2006; Christopoulos et al., 1987; 

Hughes et al., 1989; Litrownik et al., 2003; McFarlane et al., 2003).  However, results are 

inconclusive for preschool and kindergarten age children.  Most studies found that among 

preschool children, exposure to IPV was not significantly related to externalizing behavior 

problems (Hughes et al., 1989; Ybarra et al., 2007).  Hughes et al. (1989) hypothesized that 

among their sample of IPV-exposed children age 4 to 12, the youngest children (age 4 to 5) 

would exhibit the most externalizing behavior problems.  Their study actually found the opposite 

where middle age children (6 to 8) on average reported more behavioral problems (both 

internalizing and externalizing scores combined) than older (9 to 12), with younger (4 to 5) 

children reporting the fewest behavior problems.  The authors concluded that the results should 

be considered tentative because of the low numbers of children in each group.  Although the 

small sample size may have contributed to the results, an alternative explanation may be at hand.  

Children exposed to IPV early in age (i.e., age 3 or younger) may have been exposed at a critical 

time point in their development.  There may be a delayed effect of IPV exposure to where 

behavior problems do not manifest until children are more frequently interacting with peers and 

adults outside of the family (i.e., school-aged children).  This relationship can only be studied 
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longitudinally where delayed effects of early exposure to IPV can be examined.  The current 

study investigates this relationship by examining the effects of early exposure to IPV (i.e., 3 

years or younger) on the development of aggressive behavior over time.   

Few longitudinal studies have examined aggressive or externalizing behavior of IPV-

exposed children over time (Ingoldsby et al., 1999; Litrownik et al., 2003).  These studies have 

several limitations that are addressed by the current study.  Although Ingoldsby et al. (1999) 

found that prolonged exposure to marital conflict was related to higher levels of externalizing 

behavior problems, their study was limited by the use of two different instruments to assess 

interparental conflict at each time points.  Marital conflict was defined as childrearing 

disagreements at age 2 whereas at age 3 1/2 marital conflict was defined as physical violence 

behavior between partners.  Litrownik et al.’s (2003) study was limited by only including 

exposure to IPV during the second time period.  Without data on the presence of IPV exposure at 

the earlier time point, it is unknown if the aggressive behaviors exhibited later were due to 

current or prolonged IPV exposure.  Both studies were also limited by only including male 

children in their sample.  The current study addresses these limitations by using the same 

measures of IPV exposure at every time point of measurement and includes both males and 

females in the sample.   

Studies examining externalizing behavior problems were also limited by the use of age 

ranges that do not correspond to developmental periods (Bauer et al., 2006; Christopoulos et al., 

1987; Hughes et al., 1989; McFarlane et al., 2003), the limited use of frequency of IPV exposure 

(Christopoulos et al., 1987; Hughes et al., 1989; Ybarra et al., 2007), and the limited use of 

measures for level of IPV severity (Hazen et al., 2006; Johnson & Lieberman, 2007).  

Additionally, the above studies have primarily examined externalizing behavior problems as a 
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single construct through the use of the Child Behavior Checklist (Achenbach & Edelbrock, 

1981).  The externalizing behavior problems subscale includes two subscales: delinquent and 

rule-breaking behavior (e.g., argues a lot, destroys his or her own property) and aggressive 

behavior (e.g., gets in many fights, physically attacks people).  Although research has suggested 

that children who have been exposed to IPV exhibit externalizing behavior problems (Bauer et 

al., 2006; Christopoulos et al., 1987; Fantuzzo et al., 1991; Hughes et al., 1989; Ingoldsby et al., 

1999; Martin & Clements, 2002; McFarlane et al., 2003), little research has examined the effect 

of IPV exposure on children’s aggressive behavior (Litrownik et al., 2003).  Studying 

specifically aggressive behavior in children who have been exposed to IPV is especially 

important because these children live in a home environment where aggression between parents 

is pervasive.  The current study addresses this gap by using the aggressive subscale of the Child 

Behavior Checklist (Achenbach & Edelbrock, 1981).   

Effects of Maternal Depression and Parenting on Children’s Social Behavior 

 Whether a child’s exposure to IPV leads to increased aggression and prosocial skills 

deficits are likely to depend on a variety of factors, including the quality of parenting and the 

caregiver’s mental health.  The home environment, the behaviors of the parents, and the parent-

child relationship all affect what children learn, how they react to others around them, and what 

they expect of others and themselves (Bradley, Caldwell & Rock,1988; Dunn, 1993; Maccoby & 

Martin, 1983; National Research Council and Institute of Medicine, 2000). 

The parents in IPV relationships are not as well able to meet the needs of their children as 

the quality of their parenting is compromised (Buchbinder, 2004; Levendosky & Graham-

Bermann, 2001; Mullender et al., 2002).  For women, IPV negatively affects their relationship 

with their children (Mullender et al., 2002) and their capacity to parent (Stephens, 1999).  IPV 
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also negatively affects the quality of the attachment between the mother and child (Levendosky, 

Huth-Bocks, & Semel, 2002).  These conditions and circumstances can have adverse effects on 

children’s development (Levendosky & Graham-Bermann, 2001; Levendosky et al., 2003).   

One factor known to affect parenting behavior among women in IPV relationships is 

maternal mental health (Willms, 2002).  Women in IPV relationships are more likely to 

experience depression than nonvictimized women (Casanueva, Cross, Ringeisen, & Christ, 2011; 

Gleason, 1993; Golding, 1999; McCloskey et al., 1995) and are at increased risk of alcohol or 

drug abuse (Gleason, 1993; Golding, 1999; Salomon et al., 2002).  Maternal mental health issues 

such as depression have been linked to inadequate and neglectful parenting (Wolf, 1999).  For 

example, mothers with depression tend to feel overwhelmed with the daily care of their young 

children, respond more slowly, are less vocal towards their children, are less positive, and are 

more distant with their children (Wolf, 1999). 

Although research has yet to be conducted examining the role of maternal parenting and 

mental health on children prosocial skills, several studies have examined the effect of maternal 

parenting and maternal mental health on externalizing behavior problems among children 

exposed to IPV.  Inconsistent findings have been reported for preschool and school age children.  

Some studies indicate that maternal parenting is directly related to externalizing behavior 

problems, whereas other studies have found maternal mental health as mediating the relationship 

between IPV exposure and maternal parenting, which in turn is related to externalizing behavior 

problems (Hazen et al., 2006; Holden & Ritchie, 1991; Levendosky & Graham-Bermann, 1998, 

2001; Levendosky et al., 2003; Skopp et al., 2007; Smith, Berthelsen, & O'Connor, 1997).   



27 

Maternal parenting and externalizing behavior problems. 

Holden and Ritchie (1991) were among the first to examine the quality of parenting in the 

homes of violent couples and its effect on children’s externalizing behavioral problems.  The 

sample included children between the ages of 1 and 8 years, of which 37 had been exposed to 

IPV and were residing in a domestic violence shelter and 37 nonexposed children matched on 

demographic variables.  Mothers reported physical aggression between parents in the last year, 

their positive (physical affection) and negative parenting practices (physical punishment), and 

children’s externalizing behavior problems.  Results indicated that shelter women were 

significantly more likely to report being more affectionate toward their children when alone than 

with their husband and more likely to modify their child-rearing behavior when their husband 

was present than the community sample.  Parenting practices and reported externalizing behavior 

problems did not differ between groups.  However, older children had significantly more 

reported externalizing behavioral problems than younger children.  The authors suggested that 

the inconsistent parenting may be an example of parental buffering to intentionally avoid 

angering the father and that this behavior may be a way for the mother to protect her children or 

compensate for the adverse home environment (Holden & Ritchie, 1991).   

Smith, Berthelsen, and O’Connor (1997) built on Holden and Ritchie’s (1991) work by 

collecting quantitative and qualitative data on the effect of IPV on parenting.  This cross-

sectional study of 54 women and children between the age of 3 and 6 years who were former 

shelter residents examined how different forms of IPV exposure (e.g., witnessing parental 

violence, being both a victim and observer of physical abuse) affected children's social-

emotional development, and whether the quality of parent-child relationships and the impact of 

IPV on maternal parenting style were associated with the child's adjustment after separation.  
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Mothers reported the number of physically and psychologically violent behaviors directed at 

them by their male partner in the past 12 months of the relationship and their children’s 

externalizing behavior problems.  Reported effect on parenting behavior was classified into three 

categories including inconsistent, protective, or punitive.  Results indicated that children who 

had witnessed a higher percentage of violence in the past year were significantly more likely to 

have higher scores for externalizing behavior problems.  There was not a significant relationship 

between parenting style and externalizing behavior problems.  In follow-up qualitative 

interviews, mothers indicated that they became more protective and supportive of their children 

as a result of the IPV (Smith et al., 1997).   

The two above studies examined the direct effect of maternal parenting and the direct 

effect of exposure to IPV on externalizing behavior problems.  Levendosky and Graham-

Bermann (1998) added to this body of research by examining the potential moderating effects of 

maternal parental stress on children's behavioral adjustment in homes with varying levels of IPV.  

The sample consisted of 121 school age children between 7 and 12 years.  Eighty of the children 

were exposed to IPV in the past year, 60 of which were residing in a domestic violence shelter 

and 20 from the community, while 41 of the children had not been exposed.  Mothers reported 

children's externalizing problem behaviors, the amount of stress they experienced, including 

child stress (i.e., temperament of child, degrees to which child fulfills parental expectations) and 

parental stress (i.e., investment in parenting, sense of resentment associated with parenting), and 

the frequency of physical and psychological violence directed at them by their partner in the past 

year.  Externalizing behavior problems were significantly associated with psychological violence 

but not physical violence.  Parental stress moderated the effects of psychological abuse on 

children’s behavioral outcomes in that, at lower reported levels of psychological abuse, high 
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levels of parenting stress had a more negative impact on children's externalizing behavioral 

problems than at high levels of psychological abuse.  In other words, children of women who had 

experienced IPV who felt less stress in their parenting responsibilities suffered less behavioral 

impact than parents who felt more parental stress (Levendosky & Graham-Bermann, 1998).   

More recently, Skopp et al. (2007) examined whether maternal warmth (e.g., verbal 

approval, tenderness of expression and touch) moderated the relationship between IPV and 

children's externalizing problems.  The sample included 157 mothers and their children ages 7 to 

9 years recruited from the community of which 45% had been exposed to IPV in the past year.  

Exposure to IPV was positively related to children's report of externalizing behavior problems 

when mothers were low in warmth but not when they were high in warmth.  For mother-reported 

externalizing behavioral problems, gender differences were found between exposure to IPV and 

externalizing behavior problems.  For girls, exposure to IPV was positively related to 

externalizing behavioral problems when maternal warmth was lower but not related when 

maternal warmth was higher.  For boys, maternal warmth did not have an effect on externalizing 

behavioral problems when exposed to higher levels of IPV (Skopp et al., 2007).   

The above studies suggest a relationship between IPV and maternal parenting (Holden & 

Ritchie, 1991; Smith et al., 1997) and that maternal parenting stress might be a moderator of the 

relationship between exposure to IPV and children’s externalizing behavior problems 

(Levendosky & Graham-Bermann, 1998).  This body of knowledge was furthered by identifying 

a specific area of maternal parenting (i.e., warmth) as a protective factor that buffered the impact 

of IPV on child-reported externalizing behavior problems (Skopp et al., 2007).  Following these 

significant results, Levendosky, Graham-Bermann and others began examining other risk and 
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protective factors associated with parenting (Hazen et al., 2006; Levendosky & Graham-

Bermann, 2001; Levendosky et al., 2003). 

Maternal parenting, maternal depression, and externalizing behavior problems. 

Levendosky and Graham-Bermann’s (2001) study examined the effects of IPV and child 

abuse on parenting and children's adjustment using structural equation modeling.  The sample 

included 120 children age 7 to 12 years with 64 exposed children, either residing in a domestic 

violence shelter or at home, and 56 nonexposed children.  Composite variables were created 

from mothers’ reports including IPV (i.e., frequency of physical and psychological violence), 

child abuse (i.e., physical and verbal), poor maternal functioning (i.e., depressive and trauma 

symptoms), lack of social supports, parenting (i.e., maternal warmth and effectiveness), and 

maternal report of child adjustment (i.e., internalizing and externalizing behavior problems).  

Results indicated that IPV and lack of social support were positively related to poor maternal 

psychological functioning.  Poor maternal psychological functioning was negatively related to 

parenting and positively related to maternal reports of child adjustment.  Parenting was 

negatively related to maternal reports of child adjustment.  These results suggested that, even if 

the mother was able to maintain adequate parenting during a IPV relationship, changes in the 

mother’s psychological functioning could have an effect on the child's internalizing and 

externalizing behaviors (Levendosky & Graham-Bermann, 2001).   

Following this study, Levendosky et al. (2003) tested if preschool children experienced 

the same effects as school age children.  This cross-sectional study examined if the mother-child 

relationship mediated the effect of IPV on preschool children's functioning.  The sample 

included 102 preschool children and their mothers, of which 59 were not exposed and 44 were 

exposed to IPV and currently residing in a shelter or at home.  IPV was measured by mother-
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reported frequency of psychological, physical, and sexual violence directed at her by her male 

partner and then multiplied by a severity weight, resulting in higher scores that indicated more 

frequent severe IPV.  Results indicated that IPV was not significantly directly related to 

children’s externalizing behavior problems.  However, IPV was positively related to more 

maternal depressive and trauma symptoms and indirectly related to parenting effectiveness (e.g., 

having control over child’s behavior).  Maternal psychological distress was indirectly related to 

externalizing behavior problems through parenting effectiveness (Levendosky et al., 2003).   

Hazen et al. (2006) investigated the relation between maternal experiences with IPV and 

child externalizing behavior problems while accounting for other child, family and 

environmental risk factors, including socioeconomic status, maternal substance use, child 

maltreatment, and community environment.  Maternal depression and negative parenting 

practices were examined to see if they moderated the effects of IPV on child behavior problems.  

The sample included 2020 mothers and children age 4 to 14 years who had been referred to CPS 

for maltreatment.  The past-year prevalence of IPV among the female caregivers was 28.7%, 

with 15.9% reporting at least one incident of severe physical violence and 12.8% reporting 

experience with minor violence but not with any severe violence.  Results indicated that older 

child age, caregiver substance dependence, and prior reports of maltreatment were significant 

predictors of externalizing behavior problems.  Severe IPV was also positively related with 

externalizing behavior problems, but victimization by minor violence, however, was not 

significant.  Maternal depression was not a statistically significant moderator of the relationship 

between IPV and children’s externalizing behavior problems.  However, mother's use of corporal 

punishment was a significant moderator of the relationship between IPV and externalizing 
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problems, where the association of IPV and externalizing behaviors decreased as corporal 

punishment increased (Hazen et al., 2006).   

The studies conducted by Levendosky and others (Levendosky & Graham-Bermann, 

2001; Levendosky et al., 2003) suggested that for both preschool and school age children, IPV, 

in addition to other external factors (e.g., stressful life events, lack of social supports), negatively 

affected the mother’s mental health.  However, differences were found in terms of the effect of 

maternal mental health on parenting.  For preschool children, maternal mental health was 

negatively related to parenting effectiveness (Levendosky et al., 2003), whereas for school age 

children, maternal mental health was not significantly related to parenting effectiveness and 

maternal warmth (Levendosky & Graham-Bermann, 2001).  For both age groups, parenting 

effectiveness was found to be negatively associated with behavioral problems (Levendosky & 

Graham-Bermann, 2001; Levendosky et al., 2003).  The differences in the above results may be 

a factor of age in that older children are more independent and less reliant on their parents 

whereas preschoolers are still completely dependent on their parents.  This conclusion is 

supported by Levendosky et al.’s (2006) longitudinal study, where infant’s externalizing 

behavior problems were directly related to maternal parenting.   

Longitudinal research. 

Past research examining the relationship between IPV, maternal parenting, and maternal 

mental health has primarily used cross-sectional design whereas longitudinal research may yield 

a deeper explanation of the effects of IPV on the parent-child relationship.  In examining the 

effects of exposure to IPV and its relationship to changes in the parent-child relationship during 

children’s early years, a Canadian longitudinal study found that mothers of children exposed to 

IPV in the first wave of data collection displayed lower initial levels of supportive parenting 
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behaviors, such as positive discipline, warmth, and consistency (Letourneau et al., 2007).  

However, levels of supportive parenting behavior increased over time compared to mothers 

never in an IPV relationship (Letourneau et al., 2007).  These findings suggest the importance of 

examining changes in the mother-child relationship over time.   

Few longitudinal studies have been conducted examining maternal parenting, maternal 

mental health, and externalizing behavior problems among children exposed to IPV (Huang, 

Wnag, & Warrener, 2010; Levendosky, Leahy, Bogat, Davidson, & von Eye, 2006).  

Levendosky et al. (2006) examined whether infants exposed to IPV displayed early signs of 

externalizing behaviors and if maternal mental health and parenting mediated this relationship.  

A community sample of 203 mothers were surveyed during their third trimester of pregnancy 

and again when their child was 1 year old.  At the time of the first interview, all mothers were 

currently experiencing or had experienced IPV in the past year.  Parenting was assessed when the 

child was 1 year old by observing mother-child interactions (e.g., sensitivity, warmth, hostility, 

and intrusive/controlling behavior).  Mothers reported their mental health (i.e., trauma 

symptoms, anxiety, depression, self-worth) and infant externalizing behaviors including activity 

level, aggression/defiance, and negative emotional reactivity.  More past and current IPV was 

related to poorer maternal mental health.  Current IPV was negatively related to parenting and 

associated with a mother’s inability to respond warm and sensitively to her infant as well as 

increased hostility toward her infant.  Although current IPV did not have a direct effect on infant 

externalizing behaviors, infant externalizing behaviors were indirectly affected by past and 

current IPV through maternal mental health and maternal parenting.  In other words, IPV 

influences how a woman functions in terms of parenting and mental health, which is, in turn, 

related to higher levels of externalizing behaviors in infants (Levendosky et al., 2006).  This 
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study suggested the importance of examining early exposure to IPV as well as effect of IPV on 

maternal mental health and parenting over time.   

Using the longitudinal data of the Fragile Families and Child Wellbeing Study, Huang, 

Wang, and Warner (2010) examined the effects of IPV exposure at age 1 and maternal 

depression and parenting at age 3 on children’s external behavioral problems at age 5.  The total 

sample included 905 children.  IPV was considered present (i.e., dichotomized yes or no) when 

the child was 1 year old when a mother reported any experiences of physical abuse, emotional 

control, and sexual abuse by her partner in the past year.  Mothers reported maternal depression 

by responding to a series of symptom questions.  If the mother reported feeling sad, blue, or 

depressed for at least two weeks and also reported experiencing three or more symptoms (e.g., 

lost interest in most things, felt tired, or lower energy than usual) she was coded as having had a 

major depressive episode.  An observer assessed maternal parenting where higher scores 

indicated that a mother was responsive and warm towards her child.  Using structural equation 

modeling, results indicated that IPV exposure at age 1 was directly related to children’s 

externalizing behavioral problems at age 5 and indirectly related through maternal depression at 

age 3.  Although IPV at age 1 was not significantly related to responsive and warm parenting at 

age 3, such parenting was negatively related to externalizing behavior problems at age 5.  

Maternal depression was not directly related to warm and responsive parenting.   

Summary 

Most research on outcomes associated with childhood exposure to IPV has used cross-

sectional designs, thereby making it difficult to disentangle how exposure to IPV varies at 

different developmental stages, as well as to examine immediate versus delayed effects of IPV 

over time.  The effects of IPV exposure on children’s social behavior is less clear for preschool 
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age children than it is for school age children.  Figure 1 presents the previous research findings 

discussed above for school age children.  Solid lines indicate agreement across studies in terms 

of relationships between variables and dotted lines indicate inconsistent results.  Overall, IPV 

exposure is positively related to externalizing behavior problems (Bauer et al., 2006; 

Christopoulos et al., 1987; Hughes et al., 1989; Ingoldsby et al., 1999; Litrownik et al., 2003; 

McFarlane et al., 2003) and negatively related to quality of parenting (Holden & Ritchie, 1991; 

Levendosky & Graham-Bermann, 1998, 2000; Levendosky, Lynch, & Graham-Bermann, 2000; 

Skopp et al., 2007).  Poor parenting behaviors, such as low levels of maternal warmth and 

effectiveness (Levendosky & Graham-Bermann, 2001; Skopp et al., 2007) and poor maternal 

mental health (Hazen et al., 2006; Levendosky & Graham-Bermann, 1998, 2001), are related to 

more externalizing behavior problems.  Some studies have found that IPV was related to 

maternal mental health (Levendosky & Graham-Bermann, 2001) whereas others have not found 

a significant relationship (Hazen et al., 2006).  Similarly, some studies have found poor maternal 

mental health to be related to poorer parenting behaviors (Levendosky & Graham-Bermann, 

1998) whereas others have found no significant relationship (Levendosky & Graham-Bermann, 

2001).  The relationships between IPV, maternal parenting behavior, maternal mental health, and 

prosocial skills for school age children has yet to be studied.   
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Figure 1. Previous Research Findings for School Age Children Exposed to IPV 

 
 
Figure 2. Previous Research Findings for Preschool Age Children Exposed to IPV
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Figure 2 presents the previous research findings for preschool age children.  Dotted lines 

indicate inconsistent results and broken lines indicate that the relationship has been tested by 

only one study.  Of relationships that have been tested more than once for preschool age children 

inconsistent findings are present (Fantuzzo et al., 1991; Hazen et al., 2006; Holden & Ritchie, 

1991; Huang et al., 2010; Levendosky et al., 2003; Martin & Clements, 2002; Smith et al., 1997; 

Ybarra et al., 2007).  Limited research has been conducted examining the relationship between 

IPV exposure and preschool children’s prosocial skills (Howell et al., 2010). 

When comparing the findings of preschool age children to school age children, it is 

apparent that less is known about how preschool children’s social behavior is affected by 

exposure to IPV.  Differences in outcomes among the age groups may be attributable to the 

length of time exposed or the possibility that those who reported the most behavioral problems 

may have been exposed at a critical time in their development.  In other words, there may be a 

delayed effect for children who are exposed at an early age (i.e., age 3 or younger).  Infants and 

toddlers face different development challenges that can be interrupted by exposure to IPV 

(Margolin & Gordis, 2000).  However, those effects may vary, depending on a number of factors 

revolving around the nature of exposure to IPV.  Depending on the developmental period of a 

child, the level of severity and the frequency of IPV may put a child at greater risk for negative 

social behavior outcome.  Moreover, because early experiences provide the foundation for later 

development (Sroufe & Rutter, 1984), children exposed to IPV as an infant or toddler may 

experience worse negative outcomes than children exposed at a later age.  The current study 

examines children’s social behavior outcomes using a developmental perspective where the 

effects of IPV exposure on children are examined at individual ages and on their subsequent 

development of social behavior.   
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Duration of IPV exposure is also an important risk factor not commonly studied.  In 

cross-sectional research, IPV exposure is defined as past year IPV.  Most research has not 

examined the effects of IPV exposure over time on children’s prosocial skills or aggressive 

behavior.  When marital conflict over time has been studied, children who have been exposed to 

marital conflict over multiple years have exhibited more externalizing behavior problems than 

children who have only been exposed at one time measurement (Ingoldsby et al., 1999).  The 

current study addresses this limitation by examining exposure to IPV at four different time points 

over a 5 year period among children who are 8 years old or younger. 

In addition to duration, the level of severity and the frequency of IPV exposure have only 

limitedly been studied (Hazen et al., 2006; Johnson & Lieberman, 2007).  The most commonly 

used measure is the Conflict Tactics Scale (CTS) (Straus, 2007), which assesses the occurrence 

(i.e., frequency) of physical assault during the past year.  Each physical assault behavior is 

classified as either minor (e.g., pushing, shoving) or severe (e.g., choked, threatened with a knife 

or gun).  However, most studies group children into either exposed if one physical assaultive 

behavior was reported, regardless of the severity level, or nonexposed if no physical assaultive 

behaviors were reported.  In general, when severity of exposure was accounted for, differential 

effects were found among children’s externalizing behavioral problems where exposure to severe 

violence resulted in increased behavioral problems (Hazen et al., 2006; Johnson & Lieberman, 

2007).  Similarly, when exposure to IPV has been studied as the number of occurrences in the 

last year, a higher number of IPV acts between caregivers was associated with higher levels of 

externalizing behavior problems (Christopoulos et al., 1987; Hughes et al., 1989).  The current 

study furthers this knowledge by examining the level of severity and the frequency of IPV 

exposure over time.   
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Finally, studies have shown that IPV is associated with poorer maternal mental health, 

and that poorer maternal mental health, either directly or indirectly through a lower quality of 

maternal parenting (e.g., maternal warmth, effectiveness), is related to higher levels of 

externalizing behavioral outcomes in children (Levendosky & Graham-Bermann, 2001; 

Levendosky et al., 2003; Skopp et al., 2007).  However, when studying the relationship between 

IPV and levels of supportive maternal parenting longitudinally, mothers who had been in an IPV 

relationship had significant increases in levels of supportive parenting over time compared to 

mothers from nonviolent families (Letourneau et al., 2007).  Unknown is if exposure to IPV over 

time is related to changes in maternal parenting over time which, in turn, is related to children’s 

social behavior.  Due to the limited number of longitudinal studies examining child exposure to 

IPV, this relationship has yet to be tested; therefore the current study addresses this gap in the 

literature.   
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Chapter 3: Conceptual Framework 

The purpose of this chapter is to examine the theories used by the studies detailed in the 

previous chapter.  This chapter will cover four areas.  First, the general framework, 

Bronfenbrenner’s ecological perspective, used for conducting child IPV exposure research will 

be discussed.  Next, the theories guiding child IPV exposure research will be discussed, 

including attachment theory and social learning theory.  Then the current study’s conceptual 

framework, primarily developmental psychopathology and attachment theory, will be described 

specifically by identifying how exposure to IPV, maternal parenting, and maternal mental health 

are related to social behavior outcomes.  Finally, research questions and hypotheses will be 

presented.   

General Framework for Conducting Child Exposure Research 

Bronfenbrenner’s ecological perspective. 

Bronfenbrenner’s (1979) ecological perspective encompasses the complexity of the 

developmental outcomes when children are exposed to IPV, while also accounting for not only 

the child but the interrelated connections that link the child and his or her environment.  

According to Brofenbrenner (1979), the ecological environment surrounding the child is 

conceived as a set of nested systems that mutually influence one another.  The child’s immediate 

environment (i.e., home environment), called the microsystem, is at the innermost level where 

the processes that take place directly impact the child’s daily experience.  The proximal 

environmental events that the child engages in or is exposed to are considered to have the 

greatest effect on the child (Bronfenbrenner, 1979).  The ecological perspective (Bronfenbrenner, 

1979) also accounts for more distal environments, known as the exosystem, that do not directly 

interact with the child but influence development indirectly.  Bronfrenbrenner (1979) has posited 
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that there is a causal sequence between an external setting and processes occurring in a child’s 

microsystem, which, in turn, is linked to the child.   

Research of children exposed to IPV has, in a broader sense, encompassed 

Bronfenbrenner’s (1979) microsystem by examining the direct impact of IPV (i.e., the immediate 

environment) in the child’s home environment.  Although not specifically identified as the 

framework for conducting child IPV exposure research, studies have indicated that, compared to 

nonexposed children, if the child’s immediate environment includes the presence of IPV then 

preschool children are more likely to have poorer prosocial skills (Howell et al., 2010), and that 

school age children are more likely to exhibit more externalizing behavioral problems (Bauer et 

al., 2006; Christopoulos et al., 1987; Fantuzzo et al., 1991; Hughes et al., 1989; Levendosky, 

Huth-Bocks, Semel et al., 2002; Martin & Clements, 2002; McFarlane et al., 2003). 

Among studies that have identified the ecological perspective, or similar frameworks, the 

microsystem remained an important contributor to children’s social behavior.  Litrownik et al. 

(2003) identified the ecological-transaction model as an appropriate framework to study 

behavioral problems among children exposed to family violence.  The ecological-transaction 

model (Cicchetti and Lynch, 1993) includes the microsystem and exosystem from 

Bronfrenbrenner’s ecological perspective while also encompassing the individual and his or her 

own developmental adaptation, which is called the level of ontogenic development.  In this 

model, the environment and children’s functioning are conceptualized as mutually influencing 

each other and, over time, creating potentialities for change.  Litrownik et al.’s (2003) research 

was conducted within this framework by examining behavior problems at the level of ontogenic 

development (i.e., if prior behavior problems at age 4 contributed to subsequent behavior 

problems at age 6) while taking into account IPV exposure at the microsystem level.  The results 
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from this study suggested that the microsystem (i.e., exposure to family violence) remained an 

important contributor to subsequent behavior problems.  Exposure to family violence remained a 

significant predictor even after controlling for prior behavior problems (i.e., the level of 

ontogenic development) (Litrownik et al., 2003). 

In addition to the context of IPV, the mother-child relationship (i.e., maternal parenting) 

is considered at the microsystem level and to have a direct effect on the experience of the child.  

Several studies have indicated that IPV produces changes in maternal parenting (Holden & 

Ritchie, 1991; Smith et al., 1997).  However, without examining the effects of more distal 

environments, these studies were unable to identify specifically what parts of maternal parenting 

changed when IPV was present.   

Theories Guiding Child Exposure to IPV Research 

In general, studies have been vague on which theories help explain the mechanisms 

involved with social behavior outcomes for children exposed to IPV.  Although not specifically 

identified by some researchers, social learning theory and attachment theory are the primary 

theoretical frameworks used.  Below, each theory is discussed, followed by how the studies 

reviewed in the previous chapter have used theory to explain social behavior among children 

exposed to IPV.   

Social learning theory. 

Social learning theory has been used to explain how aggressive behavior between 

caretakers is subsequently learned and then applied or re-enacted in similar situations.  Social 

learning theory posits that all social behavior is learned from direct experience or by observing 

the behaviors of others (Bandura, 1969).  For children exposed to IPV, aggressive behaviors are 

conveyed to the child through direct modeling by the caretakers.  Social learning theory 
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(Bandura, 1979) suggests that these learned aggressive behaviors are then incorporated into the 

child’s behavioral repertoire.  Thus, some children may act aggressively toward peers because 

they have learned that aggression is a way to solve problems. 

Smith et al. (1997) used social learning theory to explain how exposure to IPV directly 

affected children’s behavior by teaching them aggressive ways of resolving conflict.  This study 

found that preschool children exhibited more externalizing behavior problems than nonexposed 

children.  Smith et al. (1997) concluded that children had learned violent behavior from 

witnessing violent episodes between parents.   

Conversely, Christopoulos et al. (1987) argued that their results failed to support the 

modeling explanation provided by social learning theory in terms of gender roles.  This study 

found shelter children exhibiting significantly more externalizing behavior problems than 

community children.  However, there was a significant group by gender interaction where more 

girls from the shelter sample scored in the clinical range for externalizing behavior problems 

compared to girls in the community sample.  No significant differences in the clinical range for 

externalizing behavior problems were found for boys in either sample.  Christopoulos et al. 

(1987) concluded that boys did not tend to model their fathers’ aggressive behavior but that this 

behavior may become more prominent in later stages of development, especially when romantic 

relationships are formed.   

Attachment theory. 

Attachment theory has provided researchers with a framework for understanding 

variations in children’s social behavior.  Attachment theory contributes to our understanding of 

the ways in which children who are raised in families with IPV may fail to develop a sense of 

basic trust and security.  The central tenet of attachment theory is that mothers who are more 
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sensitively attuned and responsive to their child’s needs establish a greater sense of security and 

trust in the child, thus fostering the development of more secure attachment to his or her mother 

(Bowlby, 1969).  This requires the mother to have the ability to attune to the child’s signals (e.g., 

crying), interpret them correctly (e.g., as proximity- and contact-seeking), and satisfy them 

promptly and appropriately.  Over time, the child develops what Bowlby (1969) called an 

“internal working model” of self and others.  This consists of consolidated internal 

representations of how the mother will respond to the child and applying those representations to 

other relationships.  If the child’s needs are not met by the mother, or if they are met only 

partially, or inconsistently, insecure attachment is likely to develop.   

Among the studies reviewed, the quality of the mother-child relationship is examined as a 

mechanism to explain variation in children’s social behavior.  Two reviewed studies (Ingoldsby 

et al., 1999; Katz et al., 2007) used the emotional security hypothesis (Davies & Cummings, 

1994) of attachment theory.  The emotional security hypothesis proposes that children are 

distressed in violent families because it threatens their sense of emotional security (i.e., 

children’s emotional well-being during IPV), either by threatening personal safety or by 

threatening their relationship with their caregivers.  This leads the child to respond to the distress 

through greater emotional and behavioral dysregulation.  Over time, these responses and 

representations of marital relations are internalized to form internal working models, and are 

later generalized to other conflict situations, such as with peers (Davies & Cummings, 1994).   

Katz, Hessler, and Annest (2007) examined children's emotional competence (i.e., their 

awareness of their own emotional states and their ability to regulate their emotions) as a mediator 

between exposure to IPV and children's externalizing behavioral problems and found that 

exposed children exhibited more externalizing behavioral problems than nonexposed children.  
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When controlling for IPV experienced at age 5, the children’s ability to regulate their emotions 

mediated the relationship between exposure to IPV and children’s externalizing behavioral 

problems.  The authors concluded that children exposed to IPV may not develop the self-

soothing strategies necessary to calm themselves down when upset and may continue to rely on 

external regulators such as parents or teachers (Katz et al., 2007).  Similarly, Ingoldsby et al. 

(1999) examined relations among interparental conflict, children's emotional response to parental 

anger, and child behavior problems in a low-income sample of preschool boys.  However results 

of this study did not support the emotional security hypothesis in that a significant relationship 

was not found between emotional and behavioral responses of children to marital conflict.   

The difference in findings for the emotional security hypothesis may have to do with the 

mother’s involvement with IPV and the child’s age.  Mothers may have difficulty being 

emotionally available and responsive to their children because of the constant fear from IPV 

(Augustyn, Parker, Groves, & Zuckerman, 1995; Zuckerman, Augustyn, Groves, & Parker, 

1995).  This is particularly important for infants and toddlers, who experience the world 

contextually within the attachment relationship.  Because these young children do not have the 

cognitive ability to mediate feelings of fear that result when exposed to violence, according to 

attachment theory, the caregiver’s role is to function as an external regulator of negative or 

overwhelming feelings.  However, when the caregiver is being victimized, she may be 

unavailable to soothe the infant (Carlson, 2000).  In the case of Ingoldsby et al.’s (1999) study, 

distinct differences between IPV-exposed and nonexposed preschool children may not have been 

detected because all of the children studied were still at an age where some external regulation is 

needed by the mother.   
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Conceptual Framework for the Current Study 

The current study uses the developmental psychopathology perspective (Sroufe & Rutter, 

1984) to examine how particular patterns of social behavior, at different developmental periods, 

interact with a changing external environment to produce subsequent social behavior.  The 

developmental psychopathology perspective has provided a useful framework for studying child 

abuse and neglect outcomes over time (Cicchetti & Toth, 1995), but has not been used by 

researchers studying the social behavior of children exposed to IPV.   

The developmental psychopathology perspective, first introduced by Stroufe and Rutter 

(1984), provides a framework for moving beyond descriptive facts to process-level 

understanding of developmental trajectories.  This perspective emphasizes that early patterns of 

individual adaptation evolve into later patterns of adaptation.  According to Stroufe and Rutter 

(1984), children have developmental periods (see Table 1) that lay the foundation for the 

subsequent period.  It is within these developmental periods that individual adaptation can be 

viewed.   

Table 1 

Developmental Periods  

Age in Years Developmental Periods 

0 – 1 Biological regulation; harmonious dyadic interaction; formation of a effective attachment 
relationship 

1 – 3 Exploration, experimentation, and mastery of the object world (caregiver as a secure base); 
individuation and autonomy; responding to external control of impulses 

4 – 5 Flexible self-control; self-reliance; initiative; identification and gender concept; establishing 
effective peer contacts (empathy) 

6 – 12 Social understanding (equity, fairness); gender constancy; friendships; competence; school 
adjustment 

Source.  Adapted from Sroufe & Rutter (1984). 
 
 
 The developmental psychopathology perspective seeks to identify changes in children’s 

functioning as they grow and examine how children’s life experiences influence child outcomes.  
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Using this perspective, the impact of child exposure to IPV can be assessed by measuring a 

child’s performance of appropriate developmental period tasks.  This framework examines 

children’s functioning as they grow, while also analyzing how environmental influences, such as 

IPV, affect child outcomes.  Children will experience the same event differently depending on 

their level of functioning (Sroufe & Rutter, 1984).  Accordingly, various IPV experiences will 

have different meanings for a child, depending on both their nature and the timing of the 

experience.   

From a developmental psychopathology perspective, the effects of violence can only be 

understood in the context of the changing child, and his or her changing environment, including 

the evolving family dynamics.  This framework, therefore, considers how children adapt to harsh 

events in their daily surroundings, such as IPV exposure, which compromise their ongoing 

development.  As this framework would predict, children exposed to IPV have more social 

behavior problems than nonexposed children (Bauer et al., 2006; Christopoulos et al., 1987; 

Fantuzzo et al., 1991; Hughes et al., 1989; Kitzmann et al., 2003; Martin & Clements, 2002; 

McCloskey & Stuewig, 2001; McFarlane et al., 2003; Sternberg et al., 2006; Wolfe et al., 2003).  

However, each child may adapt differently from each other.  This difference in adaptation 

explains why some studies may not have found significant differences between IPV-exposed and 

nonexposed children.  For example, because children experience the world through an 

attachment relationship, some IPV-exposed children may have been able to seek external 

regulation from their mothers during or immediately following times of negative or 

overwhelming feelings while other children may have had to adapt to how they regulated these 

emotions.  In this case, some children may use aggressive behavior as a way to reduce the 

negative or overwhelming feelings.  From this perspective, children’s varied social behavior 
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problems associated with exposure to IPV are understandable in that they represent efforts to 

adapt to a maladaptive situation.   

The developmental psychopathology framework also emphasizes the importance of the 

nature of children’s experiences, such as the level of severity of IPV exposure.  Researchers have 

found that compared to minor forms of violence (e.g., pushing), more severe forms of violence 

(e.g., choking or threatening with a knife or gun) are positively related to externalizing behavior 

problems (Hazen et al., 2006; Johnson & Lieberman, 2007), whereas exposure to minor forms of 

IPV were not significantly related to children’s externalizing behavior problems (Hazen et al., 

2006).   

In addition to the nature of experience, the timing of the experience is also important in 

children’s development.  Early development sets the foundation for later development.  This 

framework would suggest that early exposure to IPV would have consequences for later 

development.  However, this relationship has yet to be studied.  During early development (i.e., 

age 3 or younger), children are mastering developmental tasks, such as establishing an 

attachment relationship and exploring their environment.  Attachment theory fits within the 

developmental psychopathology perspective and explains why exposure to IPV can interfere 

with the initial development of a secure attachment, resulting in difficulty in navigating social 

relationships. 

The developmental psychopathology framework also emphasizes the need to understand 

other influences, besides IPV exposure, on social behavior outcomes.  Past research has 

identified the mother-child relationship and maternal mental health as important indicators of 

children’s social behavior.  Attachment theory guides our understanding of the ways in which 
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children who are raised in families with IPV may fail to develop a sense of basic trust and 

security, resulting in representational models of maladaptive ways of relating to others.   

Figure 3. Conceptual Model Examining the Relationship Between IPV Exposure, Quality of 
Maternal Parenting, Maternal Mental Health, and Development of Social Behavior 

 
 
  

Figure 3 shows the conceptual model for the current study.  The four main constructs (i.e., 

IPV exposure, quality of maternal parenting, maternal mental health, and social behavior) are 

modeled over time.  In regards to the developmental psychopathology perspective, all variables 

are measured over time, thereby allowing for examination of the influence of life events on 

subsequent social behavior.  In particular, the current study’s conceptual model shows how 

exposure to IPV across years (i.e., duration) and exposure to multiple violent behaviors between 

parents each year (i.e., frequency) directly affects children’s social behavior and indirectly 

affects children’s social behavior through maternal mental health and maternal parenting.  Past 

studies have modeled maternal mental health (Hazen et al., 2006; Levendosky & Graham-

Bermann, 2001; Levendosky et al., 2003) and have found significant relationships between IPV 
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and children’s externalizing behavior problems.  Because these relationships have been found to 

be significant, the current study will include maternal mental health (i.e., depression).  

Attachment theory is represented through the quality of maternal parenting.  Within the context 

of the mother-child relationship, a child learns ways of relating to others.   

Research Questions and Hypotheses 

Q1: Does early IPV exposure, occurring between birth and three years old, compared to no 

exposure, affect the development of social behavior trajectories (i.e., aggressive behavior, 

prosocial skills) over a 5 year time period? 

H1a: An increase in frequency of early IPV exposure (occurring between birth and three years) 

will be associated with a decrease in prosocial skills and an increase in aggressive behavior 

over time.   

H1b: Severe forms of early IPV exposure will be significantly related to poorer prosocial skills 

and more aggressive behavior over time.   

Q2: Does duration of IPV exposure affect the development of social behavior trajectories for 

children over a five year time period? 

H2a: An increase in frequency of IPV exposure over two or more time periods will be associated 

with more negative social behavior (i.e., less prosocial skills and more aggressive behavior) 

over time. 

H2b.  Exposure to severe forms of IPV over two or more time periods will be related to poorer 

prosocial skills and more aggressive behavior over time.   

Q3: Do maternal warmth and maternal depression affect the development of social behavior 

trajectories of IPV-exposed children over a 5 year time period?  
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H3a: High levels of maternal warmth will be related to more prosocial skills and less aggressive 

behavior. 

H3b: Maternal major depressive episodes will be associated with less prosocial skills and more 

aggressive behavior. 
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Chapter 4: Methodology 

Secondary data analysis was conducted using the National Survey of Child and 

Adolescent Well-Being (NSCAW).  NSCAW is a national longitudinal study designed to assess 

the outcomes of children who have been abused or neglected and examine their involvement in 

the child welfare system.   

Sample Design 

The target population of NSCAW was all children residing in the United States who were 

the subjects of child abuse or neglect investigations conducted by Child Protective Service (CPS) 

agencies.  A stratified two-stage sampling design was used.  In the first stage, the United States 

was divided into nine sampling strata.  Eight of the sampling strata corresponded to those states 

with the largest CPS caseloads (i.e., California, Florida, Illinois, Michigan, New York, Ohio, 

Pennsylvania, Texas) and the ninth stratum consisted of the remaining states and the District of 

Columbia.  Within each of the strata, primary sampling units were formed based on geographic 

areas that encompassed the population served by a single CPS agency.  Primary sampling units 

were randomly selected using a probability-to-proportionate-to-size procedure that gave a higher 

chance of selection to primary sampling units having larger caseloads, resulting in 92 primary 

sampling units.  The second stage involved a simple random sample of children aged birth to 14 

years who were investigated for child abuse or neglect between October 1999 and December 

2000.  Cases receiving ongoing services after investigation, infants, and sexual abuse cases were 

oversampled.  Children who were members of the same family household of previously selected 

children and children who were investigated as perpetrators of abuse were ineligible for the study 

(Barth et al., 2002; Dowd et al., 2002).   
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Participants. 

The current study used 730 children who were referred to CPS at age birth to 3 years at 

Wave 1.  The full NSCAW sample consists of 6,228 children, age birth to 14 years, who had 

contact with the child welfare system between October 1999 and December 2000 (Barth et al., 

2002).  Of those children, 5,501 were the subjects of child abuse or neglect investigations 

conducted by Child Protective Services (referred to as the CPS sample) and the other 727 

children had been in out-of-home care for an average of 1 year at the time of sampling (referred 

to as the Long Term Foster Care (LTFC) sample).  The CPS sample included both cases that 

received ongoing services and cases that did not receive services, either because they were not 

substantiated and/or because it had been determined that services were not needed.   

Figure 4. Study Sample 
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For the purpose of this study, only children who were between birth and 3 years old at 

baseline in the CPS sample, who were residing in the biological mother’s home, and who had 

complete IPV data were used (n = 730).  Figure 4 displays the study sample.  Sample 

demographics are presented in Table 2.   

Table 2 

Wave 1 Sample Demographics (n = 730) 

Variables n Mean (SD) / % 
Mother Characteristics   

Age in Years 730 25.29 (6.44) 
Race/Ethnicity (n = 730)   

White; Non-Hispanic 375 51.37 
Black; Non-Hispanic 201 27.53 
Hispanic 97 13.29 
Other 57 7.81 

Living with a partner (n = 730)   
Yes 318 43.56 
No 412 56.44 

Education - Highest Degree (n = 728)   
< High School Equivalency 260 35.71 
High School Diploma or GED 352 48.35 
> High School Diploma 116 15.93 

Child Characteristics   
Age in Years at Baseline (n = 730)   

< 12 Months 310 42.47 
1  207 28.36 
2  118 16.16 
3  95 13.01 

Gender (n = 730)   
Male 383 52.47 
Female 347 47.53 

Race/Ethnicity (n = 729)   
White; Non-Hispanic 319 43.76 
Black; Non-Hispanic 240 32.92 
Hispanic 116 15.91 
Other 54 7.41 

Household Characteristics   
Number of Children  730 2.17 (1.17) 
Receiving Food Stamps (n = 730)   

Yes 367 50.27 
No 363 49.73 

   
 



55 

Data collection methods. 

Data collection occurred in five waves over the course of 8 years.  The NSCAW study 

design included baseline (Wave 1) face-to-face interviews or assessments with children, their 

current caregivers, teachers (for school-aged children), and child welfare investigators.  Follow-

up interviews (Wave 2) with parents and service caseworkers, primarily conducted by telephone, 

occurred 12 months after the close of the investigation.  Three more follow-up face-to-face 

interviews with children, their parents, teachers (for school age children), and child welfare 

investigators occurred 18 months (Wave 3), 36 months (Wave 4), and 59-96 months (Wave 5) 

after the close of the investigation (Barth et al., 2002; Dowd et al., 2002).  Table 3 gives a 

timeline of the NSCAW Data Collection. 

 
The current study included Wave 1, Wave 3, Wave 4, and Wave 5.  Wave 2 was 

excluded because not all of the key independent and dependent variables were measured at this 

time point.  For the remainder of the document, Wave 1 will be referred to as Time 1, Wave 3 as 

Time 2, Wave 4 as Time 3, and Wave 5 as Time 4.   

Table 3   

NSCAW Data Collection Timeline 

 Wave 1 
(Time 1) 

Wave 2 Wave 3 
(Time 2) 

Wave 4 
(Time 3) 

Wave 5 
(Time 4) 

Start and end date 11/15/99- 
04/30/01 

10/01/00- 
03/31/02 

04/01/01- 
09/30/02 

08/01/02- 
02/28/04 

09/05/05- 
11/15/07 

Months after close of investigation 2-6 12 18 36 59-96 
Months after Wave 1 0 6-10 16 34 57 
Respondent 

Child 
Current Caregiver 
Investigator/services caseworker 
Teacher 

 
X 
X 
X 
X 

 
 

X 
X 

 
X 
X 
X 
X 

 
X 
X 
X 
X 

 
X 
X 
X 
X 



56 

Measures of Key Study Variables 

Descriptive scores by time points are presented in Table 4 for each key variable.  The 

correlation table with all control and key variables are presented in Table 5. 

Table 4 

Variable Descriptives by Time Points (n = 730) 

 

 Time 1 Time 2 Time 3 Time 4 
Variables n M (SD) / % n M (SD) / % n M (SD) / % n M (SD) / % 
Social Behavior          

Aggressive Behavior 213 57.01 (9.93) 538 56.64 (8.63) 730 56.96 (8.64) 730 56.55 (8.43) 
Prosocial Skills 95 86.04 (13.26) 244 89.22 (14.89) 668 88.19 (14.97) 729 93.08 (15.58) 

Exposure to IPV         
Frequency  730 5.52 (19.32) 730 3.84 (16.23) 730 2.87 (14.32) 730  1.81 (9.28) 
Severity         

None 472 64.66 554 75.89 598 81.92 600 82.19 
Minor Assault Only 113 15.48 77 10.55 65 8.90 70 9.59 
Severe Assault 145 19.86 99 13.56 67 9.18 60 8.22 

Maternal Mental Health         
Major Depressive Episode 175 24.14 119 16.37 120 16.60 128 17.68 
Heavy Alcohol Use 65 8.9 67 9.18 63 8.63 67 9.18 
Drug Use 183 25.17 129 17.67 127 17.42 101 13.85 

Child Maltreatment Frequency         
Physical Abuse 722 5.24 (10.80) 726 9.62 (13.45) 726 9.88 (14.75) 721 6.82 (10.52) 
Psychological Abuse 721 8.16 (14.64) 724 14.74 (17.39) 727 15.80 (17.87) 726 14.69 (16.85) 
Neglect 730 1.14 (4.25) 730 1.33 (5.18) 730 1.94 (8.22) 730 1.49 (6.21) 

Maternal Warmth 692 49.52 (10.70) 692 49.30 (10.47) 704 49.61 (10.11) 676 49.43 (9.98) 
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Table 5   

Correlation Between Control Variables and Key Variables 
 

 1 2 3 4 5 6 7 8 9 10 11 12 13 
2 -0.02 --            
3 0.01 -0.63* --           
4 0.04 -0.40* -0.24* --          
5 -0.03 -0.30* -0.18* -0.11* --         
6 0.03 0.21* -0.24* 0.02 -0.01 --        
7 -0.31* -0.12* 0.08* 0.12* -0.06 -0.05 --       
8 0.09* 0.08* -0.05 -0.09* 0.05 0.04 -0.72* --      
9 0.28* 0.04 -0.03 -0.03 0.01 0.01 -0.32* -0.42* --     
10 0.06 0.00 -0.02 -0.02 0.04 -0.01 -0.05 0.00 0.07 --    
11 0.08* -0.11* 0.12* 0.08* -0.10* -0.06 0.14* -0.11* -0.02 0.01 --   
12 0.06 -0.15* 0.28* -0.08* -0.09* -0.27* 0.08* 0.01 -0.12* 0.01 0.24* --  
13 0.07 -0.02 0.13* -0.08* -0.08* -0.10* 0.02 -0.02 -0.01 0.00 0.06 0.12* -- 
14 0.02 -0.08* 0.08* -0.03 0.05 -0.07 -0.06 0.02 0.05 0.00 0.04 0.01 0.00 
15 -0.03 0.01 0.02 -0.08* 0.05 -0.02 -0.11* 0.05 0.07 -0.03 0.02 0.06 -0.03 
16 -0.04 -0.06 0.09* -0.05 0.02 -0.04 0.08* -0.06 -0.02 0.07 0.02 0.10* -0.06 
17 0.00 0.06 -0.11* -0.02 0.09* 0.02 -0.09* 0.07* 0.02 0.03 -0.05 -0.06 -0.03 
18 0.04 -0.08* 0.10* 0.00 -0.02 0.00 -0.03 0.01 0.02 0.02 -0.03 0.07 0.09* 
19 0.01 0.12* -0.11* -0.02 -0.02 -0.01 -0.01 -0.04 0.06 0.06 0.01 0.00 -0.02 
20 -0.02 0.06 -0.08* 0.00 0.03 0.09* -0.02 0.01 0.00 0.03 0.02 0.05 -0.04 
21 -0.06 0.03 -0.08* 0.00 0.07 0.01 0.00 0.01 -0.02 0.04 -0.10* 0.09* 0.01 
22 0.03 0.10* -0.10* 0.01 -0.04 0.09* 0.01 0.00 -0.01 0.07 -0.07 -0.01 -0.03 
23 0.09* 0.14* -0.17* -0.02 0.04 0.02 -0.14* 0.02 0.16* 0.04 -0.08* -0.08* -0.06 
24 0.07 0.21* -0.24* 0.00 0.02 0.07 -0.04 -0.02 0.08* -0.02 -0.09* -0.12* -0.06 
25 0.10* 0.16* -0.23* 0.04 0.04 0.05 -0.08* 0.02 0.08* 0.04 -0.08* -0.08* 0.00 
26 0.05 0.11* -0.12* -0.03 0.03 0.03 -0.08* 0.05 0.04 0.03 -0.14* -0.08* -0.04 
27 0.02 -0.02 0.01 -0.01 0.03 -0.09* 0.12* -0.09* -0.03 -0.04 0.02 0.06 -0.04 
28 -0.12* 0.01 -0.06 0.03 0.04 0.06 0.03 -0.02 0.00 0.03 0.01 -0.04 -0.08* 
29 -0.10* -0.01 -0.04 0.04 0.03 0.06 0.05 -0.06 0.02 -0.04 -0.05 0.05 -0.03 
30 -0.06 0.01 -0.05 0.05 0.00 -0.02 0.00 -0.07 0.09* 0.06 -0.01 0.00 0.02 
31 0.06 0.13 -0.10 -0.09 0.03 -0.10 0.11 -0.03 -0.08 -0.02 0.05 0.10 -0.06 
32 -0.11* 0.05 -0.03 -0.05 0.03 -0.03 0.08 -0.02 -0.07 -0.05 -0.03 0.11* -0.02 
33 -0.08* 0.12* -0.07 -0.06 -0.03 0.07 0.06 -0.03 -0.03 0.02 -0.03 0.06 0.00 
34 -0.04 0.12* -0.08* -0.05 -0.03 0.05 0.06 -0.01 -0.07* 0.04 -0.07 0.07 -0.01 
35 0.00 -0.15 0.10 0.10 -0.02 -0.08 0.02 -0.08 0.07 0.08 -0.13 -0.18 0.03 
36 0.02 0.03 0.02 -0.07 0.01 0.02 -0.12 -0.01 0.14* -0.07 -0.12 -0.12 -0.02 
37 0.05 0.01 -0.04 0.01 0.03 -0.03 -0.15* 0.09* 0.08 -0.02 -0.08* -0.04 -0.02 
38 -0.02 0.02 0.01 -0.05 0.02 -0.00 -0.09* 0.02 0.09 -0.07 -0.13* -0.09* -0.01 
              

 
(Table 5 continues) 
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(Table 5 continued) 
 

 14 15 16 17 18 19 20 21 22 23 24 25 26 
15 0.15* --            
16 0.03 0.24* --           
17 0.03 0.19* 0.12* --          
18 0.04 0.10* 0.04 0.16* --         
19 0.01 0.09* 0.05 0.10* 0.10* --        
20 -0.04 0.09* 0.13* 0.20* 0.08* 0.28* --       
21 0.05 0.12* 0.06 0.11* 0.07 0.26* 0.37* --      
22 -0.02 0.08* 0.01 0.03 0.04 0.24* 0.28* 0.30* --     
23 0.05 0.06 -0.03 0.11* -0.04 0.03 -0.01 -0.01 0.03 --    
24 -0.06 -0.07 -0.07 -0.01 -0.02 -0.01 -0.04 -0.02 0.01 0.27* --   
25 0.05 -0.07 -0.04 0.02 -0.02 0.01 -0.01 0.02 0.09* 0.19* 0.32* --  
26 0.06 0.03 0.00 0.04 0.02 0.03 -0.02 -0.03 -0.08* 0.15* 0.17* 0.12* -- 
27 0.02 0.19* 0.31* 0.01 0.05 0.10* 0.08* 0.00 0.01 -0.01 -0.02 0.05 0.04 
28 -0.02 0.07 0.11* 0.00 -0.07 0.00 0.06 0.04 0.04 0.01 -0.03 0.02 0.00 
29 0.05 0.04 0.02 0.00 -0.01 0.07 0.10* 0.17* 0.10* -0.04 0.00 -0.01 -0.02 
30 0.01 0.02 0.04 0.00 0.01 -0.01 0.05 0.08* 0.04 -0.07 0.01 -0.02 -0.02 
31 -0.02 0.33* 0.26* 0.05 0.03 0.16* 0.10 0.11 0.19* -0.03 -0.07 0.04 -0.06 
32 -0.02 0.27* 0.17* 0.06 0.01 0.15* 0.21* 0.14* 0.17* -0.02 -0.03 -0.07 -0.07 
33 0.01 0.21* 0.12* 0.01 0.05 0.16* 0.13* 0.23* 0.16* -0.03 0.00 -0.01 -0.05 
34 -0.01 0.15* 0.12* 0.03 0.03 0.15* 0.22 0.17* 0.26* 0.00 -0.01 0.03 -0.07 
35 -0.03 0.06 -0.02 0.14 0.07 -0.07 0.01 -0.02 -0.08 -0.01 0.15 0.20 0.32* 
36 -0.03 -0.08 -0.01 0.09 -0.10 -0.11 -0.05 -0.06 -0.12 0.12 0.14* 0.16* 0.15* 
37 0.02 0.08* -0.03 0.07 -0.03 -0.09* -0.03 -0.05 -0.02 0.11* 0.14* 0.19* 0.12* 
38 -0.02 -0.06* -0.09 0.00 -0.01 -0.10* -0.09 -0.11* -0.15* 0.09* 0.14* 0.12* 0.17* 
              
 27 28 29 30 31 32 33 34 35 36 37 38  
28 0.13* --            
29 0.05 0.11* --           
30 0.03 0.13* 0.10* --          
31 0.22* 0.10 0.02 0.14* --         
32 0.15* 0.12* 0.05 0.05 0.66* --        
33 0.04 0.11* 0.14* 0.05 0.56* 0.58* --       
34 0.10* 0.10* 0.13* 0.09* 0.45* 0.42* 0.56* --      
35 -0.02 -0.04 -0.10 -0.26* -0.22* -0.23* -0.17 -0.32* --     
36 -0.10 0.00 -0.07 -0.06 -0.30* -0.32* -0.20* -0.24* 0.51* --    
37 -0.03 0.04 -0.04 -0.03 -0.27 -0.20* -0.22* -0.18* 0.44* 0.65* --   
38 -0.04 -0.05 -0.07 -0.12* -0.37* -0.22* -0.26* -0.38 0.29* 0.56* 0.51 --  
              

*<.05.  Note: The numbers correspond to the following variables: mother’s age (1); mothers race being White/Non-Hispanic (2), Black/Non-
Hispanic (3), Hispanic (4), Other (5); mother living with a partner (6); mother’s education being less than high school (7), high school graduate 
(8), more than high school (9); child’s gender being female (10); number of children in household (11); food stamps (12); substantiated 
maltreatment case (13); mother-reported child physical abuse (14); mother-reported child psychological abuse (15); mother-reported child neglect 
(16); maternal heavy alcohol use (17); maternal drug use (18); maternal major depressive episode at T1 (19), T2 (20), T3 (21), T4 (22); maternal 
warmth at T1 (23), T2 (24), T3 (25), T4 (26); IPV frequency at T1 (27), T2 (28), T3 (29), T4 (30); aggressive behavior at T1 (31), T2 (32), T3 
(33), T4 (34); prosocial skills at T1 (35), T2 (36), T3 (37), T4 (38). 
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Development of social behavior (dependent variables). 

Child aggressive behavior. 

 The Child Behavior Checklist (CBCL) (Achenbach & Edelbrock, 1981) assessed 

problem behaviors as reported by the child’s caregiver for 2- to 3-year olds (100 items) and 4- to 

18-year olds (113 items).  Items were on a 3-point Likert scale (0 = not true, 1 = somewhat 

true/sometimes true, and 2 = very true/often true).  Behaviors were categorized as externalizing 

problems, such as delinquent and aggressive behaviors, and internalizing problems, such as 

withdrawal, somatic problems, anxiety, and depression.  Only the child aggressive behavior 

subscale was used for this study.  This subscale included 15 questions for children between the 

ages of 2 to 3 years and 20 questions for children between 4 to 8 years.  Scores were summed 

then converted to T scores that were based on percentiles for a normative sample.  Children who 

had a T score of 63 or lower were classified in the normal range while those having a T score of 

70 or above (above the 98th percentile) were classified as having clinical behavioral problems 

(Achenbach & Edelbrock, 1981).  Children who had a T score between 64 and 69 were 

considered to have problem behaviors but not at the clinical level.  Internal consistency for the 

Aggressive Behavior Problem Scale for all time points were 0.89 for children 2- to 3-years old 

and 0.92 for children 4- to 8-years old.   

Prosocial skills. 

The Social Skills Rating System (SSRS) measured the caregiver’s perception of the 

child’s prosocial skills related to four domains: cooperation, assertion, responsibility, and self-

control (Gresham & Elliott, 1990).  The SSRS contained 39 items for children 3- to 5-years old 

and 38 items for children 6- to 10-years old.  Items were on a 3-point Likert scale (1 = never, 2 = 

sometimes, 3 = very often).  Scores were summed then standardized based on percentiles for a 
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normative sample.  The authors reported good test-retest reliability (α = .87).  Construct validity 

was indicated by a correlation of .58 between SSRS and CBCL-Parent Social Competence scale 

(Gresham & Elliott, 1990).  Reliability in the current study for children 2- to 3-years old for all 

time points were between 0.89 - 0.90, and between 0.88 - 0.80 for children 6- to 10-years old.   

Exposure to intimate partner violence (independent variable). 

IPV occurring in the home was measured by the physical assault subscale of the Conflict 

Tactics Scale (CTS1) (Straus, 2007).  The CTS1 was measured at all four time points and 

assessed the female caregivers’ experience with physical violence directed at her by her partner 

over the past year.  Severity of violent behavior was measured by the minor and severe 

subscales.  The minor subscale included three items (e.g., pushed, slapped) and the severe 

subscale comprised of six questions (e.g., choked, threatened with a knife or gun).  Response 

categories ranged from 0 (Never) to 6 (>20 times), indicating the frequency of behavior in the 

past year.  Internal consistency for minor assault ranged from 0.75 to 0.76 and for severe 

physical assault from 0.81 to 0.83 across time points.   

To examine IPV exposure, two variables were created from the CTS1 for each time 

point: IPV frequency and IPV severity.  The IPV frequency variable was created by summing the 

average of each physical assault response (e.g., 3 to 5 times = 4) for both minor and severe 

subscales.  The IPV severity variable was created by coding the physical assault responses into 

three categories: no minor or severe physical assaults was coded as 0, at least one minor physical 

assault but no severe assaults was coded as 1, and at least one severe physical assault in the past 

year was coded as 2.  Categories are mutually exclusive—caregivers who reported severe 

physical assault and minor physical assault were only included in the severe category.  Figure 5 

displays the number of children either exposed or not exposed to IPV at each time point.   
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Figure 5. IPV Exposure Over Time 

 
 
 

Maternal warmth (independent variables). 

The quality and quantity of emotional support provided by the mother in the home 

environment of children birth to 10 years was measured by the Home Observation for 

Measurement of the Environment (HOME) (Caldwell & Bradley, 1984).  Information was 

obtained through observations by a field representative (20 to 24 items depending on age of 

child) and interviews with the mother of the child in the family home (49 items).  Two subscales 

were included in the NSCAW study: emotional support and cognitive stimulation.  The 

emotional support subscale assessed the communication and affective interactions between the 

mother and child (e.g., mother caresses or kisses the child at least once during the visit).  The 

cognitive stimulation assessed the quality of stimulation provided by the mother toward her child 

(e.g., mother responds verbally to child’s speech).   

Internal consistency was low for the emotional support subscale (α < .41) for each time 

point.  However, several authors using six large national studies have identified new maternal 
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parenting subscales by determining which items were conceptually meaningful, examining the 

performance of each subscale in each of the particular age groups, and examining each 

subscale’s alpha level (Fuligni, Han, & Brooks-Gunn, 2004; Leventhal, Martin, & Brooks-Gunn, 

2004; Linver, Brooks-Gunn, & Cabrera, 2004; Linver, Martin, & Brooks-Gunn, 2004).  The 

authors concluded that the parental report was not a reliable measure; therefore only questions 

from the observation were included, resulting in four subscales: parental warmth, parental verbal 

skills, parental lack of hostility, and learning/literacy (Fuligni et al., 2004; Leventhal et al., 2004; 

Linver, Martin et al., 2004).  The parental warmth subscale yielded alphas between 0.53-0.77 for 

children between 0 and 1 years, 0.62-0.82 for children between 2 and 3 years, and 0.60-0.82 for 

children between 4 and 5 years (Fuligni et al., 2004; Leventhal et al., 2004; Linver, Martin et al., 

2004).   

The current dataset only used a subset of questions from the HOME observation.  

However, all questions from the maternal warmth subscales were used.  The maternal warmth 

subscale for children less than 3 years included seven questions (e.g., mother spontaneously 

praised child at least twice), seven questions for children 3 to 5 years 11 months (e.g., mother 

caressed, kissed, or hugged child at least twice), and six questions for children 6 to 10 years (e.g., 

mother showed some positive emotional response to praise of child by visitor).  Internal 

consistency ranged from 0.62 to 0.68 for all maternal warmth subscales across time points.  

Items were scored as 1 = “yes” if present or 0 = “no” if not present.  Item were summed and then 

converted to t scores.  Higher t scores indicate a higher level of maternal warmth.   

Maternal depression (independent variable). 

Maternal depression was measured by the Composite International Diagnostic Interview 

Short Form (CIDI-SF) (Kessler, Andrews, Mroczek, Ustun, & Wittchen, 2006).  The CIDI-SF 
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provided major depressive episode diagnoses based on the Diagnostic and Statistical Manual of 

Mental Disorders: DSM-IV criteria (American Psychiatric Association (APA), 2000).  Major 

depressive episode was measured by three qualifying questions followed by five symptom 

questions.  The three qualifying questions asked if the mother had felt sad, blue or depressed for 

2 or more weeks in a row during the past 12 months; during those 2 weeks if she felt sad, blue or 

depressed almost everyday; and during those 2 weeks if the feelings of being sad, blue, or 

depressed lasted at least half the day.  If the mother responded yes to all of the three qualifying 

questions, she was then asked the five symptom questions based on the symptoms listed in the 

DSM-IV (e.g., during those 2 weeks, did you lose interest in most things like hobbies, work, or 

activities that usually give you pleasure?).  Internal consistency was low for the major depressive 

episode scale (α = 0.43-0.47).  However, concordance with clinical diagnoses has been reported 

to range from 0.76 to 0.84 (Janca et al., 1992).  Major depression episode was coded into two 

categories for each time point.  Mothers were coded 1 (major depressive episode) if they 

answered yes to all three qualifying questions and reported three or more symptoms.  Mothers 

who either did not report yes to all three qualifying questions or who answered yes to all three 

qualifying questions but did not report three or more symptoms were coded as 0 (no major 

depressive episode). 

 Control variables. 

 Several control variables were used in this study, similar to past research.  All control 

variables are measured at Time 1. 

Background characteristics. 

Mother variables were reported by the mother and included age, race and ethnic origin, 

education, and whether she was living with a partner.  For ethnicity, mothers were asked if they 
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were Spanish, Hispanic, or Latino.  For race, mothers were asked if they were White, Black or 

African American, American Indian or Native American, Asian or Pacific Islander.  Mother’s 

race/ethnicity was recoded into four groups: White/Non-Hispanic, Black/Non-Hispanic, 

Hispanic, and Other.  The Other category included American Indian, Native American, Asian, 

Pacific Islander, and Multiracial.  Mothers also reported highest level of education completed 

(less than high school degree, high school degree or GED, more than high school degree) and 

whether they were living with a partner.  Child variables included age and gender and were 

reported by the child’s mother.  Household variables were reported by the mother and included 

the number of children residing in the home and the receipt of food stamps.  Because the entire 

sample was reported to CPS for maltreatment, whether or not the reported maltreatment case was 

substantiated was also included as a control variable.  The CPS case records determined 

maltreatment substantiation. 

Child maltreatment.  

Child maltreatment reported by the primary caregiver was measured by the Parent-Child 

Conflicts Tactic Scale (Straus, 2007) which used a 7-point Likert scale (range from 0 = Never to 

6 = >20 times) to measure frequency and extent to which a parent has carried out specific acts of 

psychological abuse (5 items; e.g., shouted or screamed at child), neglectful behavior (5 items; 

e.g., unable to provide food), or physical assault (14 items).  Measures of physical assault include 

three subscales: minor assault (corporal punishment, e.g., hit child on the bottom with a bare 

hand), severe physical assault (e.g., kicked child), and very severe physical assault (e.g., choked 

child).  A physical abuse variable was created by combining the severe physical assault and very 

severe physical assault subscales.  Frequency was determined by taking the average of the 

reported times (e.g., 3 to 5 times = 4) and summing all subscales independently.  Internal 
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consistency for the psychological aggression subscale ranged from 0.53-0.61, 0.44-0.51 for the 

neglect subscale, and from 0.42-0.71 for the physical abuse subscale (combined severe and very 

severe physical assault subscale).  The current study’s Cronbach alphas were similar to the 

alphas reported by Straus et al. (1998) where the CTSPC had been tested on a nationally 

representative sample of 1,000 children (α = 0.70 for nonviolent discipline, α = 0.60 for 

psychological aggression, α = 0.55 for overall physical assault, α = 0.22 for severe physical 

assault).  Straus et al. (1998) offered the explanation for low internal consistency as due to items 

measuring rare events, which results in a skewed distribution.  Skewed distributions lower 

correlations between items and reduces the alpha coefficient.   

Maternal substance use. 

Maternal substance use (i.e., alcohol and/or drug use) in the past year was measured by 

the Composite International Diagnostic Interview Short Form (CIDI-SF) (Kessler et al., 2006).  

Heavy alcohol use was assessed by one question, which asked the largest number of drinks 

consumed in a single day during the past 12 months.  Response options included none or never 

drank, 1 to 3 drinks in a day, 4 to 10 drinks in a day, 11 to 20 drinks in a day, and more than 20 

drinks in a day.  Data was recoded similar to guidelines from Kaufman Kantor and Straus 

(1987): mothers who reported 3 or fewer drinks in one day were coded as 0 (i.e., abstainer/light 

drinker) and mothers who reported drinking 4 or more drinks in one day were coded as 1 (i.e., 

heavy drinker).  Internal consistency for heavy alcohol use yielded alphas between 0.78-0.81 

across time points.   

Drug use was assessed by one question, which asked if they used a substance (i.e., 

sedative, tranquilizers, amphetamines/stimulants, prescription painkillers, inhalants, marijuana, 

cocaine, hallucinogens, heroin) on their own, without a doctor’s prescription, during the past 12 
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months.  If the mother reported no drug use in the past year, she was coded 0 and if she reported 

using one or more substances, she was coded as 1.  Internal consistency for drug use yielded 

0.84-0.86 across time points. 

Data Analysis 

Analysis weights. 

 The NSCAW weights are highly variant whole sample weights, meaning they may not be 

appropriate for use with small subsamples (Dowd et al., 2004).  Because only 730 children of the 

total possible CPS sample (n = 5,501) were included in the current study, the effect of the sample 

weights were estimated on the standard error.  Results of this test indicated that the individual 

weights had a large effect on the standard error, and therefore were not used in the analyses.   

Analysis of potential attrition bias. 

Missing data analyses were conducted to assess if lack of successful follow-up of study 

respondents resulted in attrition bias.  Respondents who had complete IPV data at all four time 

points (i.e., study sample, n = 730) were compared on key independent and dependent variables 

to respondents who were excluded from the study because they did not have complete IPV data 

at all four time points (n = 669).  Additionally, subgroups with and without substantiated cases 

were compared to subgroups with and without complete IPV data.   

When examining subgroups with and without complete IPV data on all variables, the 

missing data analysis revealed no significant differences between groups in terms of key 

independent or dependent variables.  A significant difference between subgroups with and 

without complete IPV data was found for mother’s education and maternal drug use (i.e., control 

variables).  More mothers who did not have a high school diploma had missing data (53.49%) 

than mothers who had a high school diploma (44.22%) or who had some college (43.41%), χ2 = 
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12.08, df = 2, p < .01.  More mothers who reported drug use during Time 1 had missing data 

(52.96%) than mothers who did not report drug use (44.94%), χ2 = 7.20, df = 1, p < .01.  No 

other significant differences were found for control variables.  No significant differences were 

found between subgroups with and without substantiated cases and subgroups with and without 

complete IPV data, χ2 = 3.34, df = 1, p = .07. 

A second missing data analysis with only the study sample (n = 730) was conducted to 

compare those with and without complete data.  Twenty-two percent of the study sample had 

missing data on one or more variables.  A significant difference between subgroups with and 

without complete data was found for the living with a partner control variable and Time 2 

maternal warmth dependent variable.  More mothers who were not living with a partner had 

missing data (25.49%) than mothers who were living with a partner (18.87%), χ2 = 4.49, df = 1, p 

< .05.  Mother’s with complete data had, on average, a higher maternal warmth score (M = 

49.79, SD = 0.43) than mothers with missing data (M = 47.13, SD = 1.03), t(690) = 2.60, p < .01.  

No other significant differences were found for other variables.  No significant differences were 

found between subgroups with and without substantiated cases and subgroups with and without 

complete data, χ2 = 1.22, df = 1, p = .27. 

Analyses to test hypotheses: Growth curve modeling. 

Data were analyzed using latent growth curve modeling, which allowed for empirical 

exploration of developmental trajectories and assessment of their predictability based upon early 

childhood signs and symptoms.  This modeling was used to obtain a description of the mean 

growth in a population over a specific period of time.  Growth curve modeling assumes that all 

subjects in a given population have developmental curves of the same functional form (e.g., 

linear), but the parameters describing their curves may be different.  This modeling estimates the 
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parameters.  However, the main emphasis is on explaining the variability between subjects in the 

parameters that describe the growth curves (i.e., the within-individual differences in between-

individual change) (Duncan, Duncan, & Strycker, 2006).   

General latent growth curve model. 

 First, the general latent growth curve model will be described.  The model is described in 

general terms to allow for understanding of this analysis.  Following will be the analyses for each 

research question.   

A linear pattern over time will be assumed to estimate the trajectory model.  The linear 

general growth curve model for repeated measures may be written as: 

€ 

yit =η0i +η1iait +ε it  
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where 

€ 

αη 0
is the mean initial intercept, 

€ 

αη1
is the mean initial slope, and  is expressed as the 

deviation score from the mean.    

Specific to the current study, data was centered at age 3, meaning the intercept represents 

the initial starting point when the child was 3 years of age.  Centering the data based on age has 

no effect on the interpretation of each child’s slope (Singer & Willett, 2003).  The general latent 

growth curve model path diagram is depicted in Figure 6. 

Figure 6. General Growth Curve Model Path Diagram 

 

Analyses for research questions. 
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outcomes were examined for each research question including prosocial skills and aggressive 

behavior.   

Early exposure to IPV (research question 1). 

Research Question 1 examined the effect of early IPV exposure (occurring between birth 

and age 3) on children’s social behavior.  A subsample (n = 446) of the study sample was used 

for this research question, which included only those children who were exposed between birth 

and 3 years but then never exposed again (n = 107) and those children who were never exposed 

to IPV over the course of the study (n = 339).  Two early IPV exposure models, corresponding to 

Hypothesis 1a and 1b, were tested for each social behavior outcome.  The path diagram for 

Research Question 1 can be seen in Figure 7.   
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Figure 7. Research Question 1: Latent Growth Curve Model for Early IPV Exposure. 

 

Hypothesis 1a predicted that the more frequently a child was exposed to IPV at an early 

age (between birth and 3 years) the more negative social behavior (i.e., poorer prosocial skills 

and more aggressive behavior) the child would develop over time.  In this model, frequency of 

early IPV exposure was a time-invariant covariate ( ) measured at Time 1 that was 

regressed on the intercept and slope factors of children’s social behavior outcomes.  Hypothesis 

2a predicted that severe forms of early IPV exposure would be negatively related to prosocial 

skills and positively related to aggressive behavior over time.  Similar to the model for 

Hypothesis 1a, severity of early exposure to IPV was a time-invariant covariate ( ) 
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measured at Time 1 that was regressed on the intercept and slope factors of children’s social 

behavior outcomes.  IPV severity was dummy coded to include minor IPV exposure and severe 

IPV exposure with never exposed as the reference group.   

The above models each controlled for background variables (i.e., mother’s age, 

race/ethnicity, education, living with a partner; child’s gender; number of children in household, 

food stamps), mother’s mental health (i.e., heavy alcohol use, drug use, major depressive 

episode), and child maltreatment (i.e., physical abuse, psychological abuse, physical neglect, 

substantiation).   

Duration of intimate personal violence exposure (research question 2). 

Research question 2 examined duration of IPV exposure on the development of social 

behavior trajectories.  Using the entire study sample (n = 730), two duration IPV exposure 

models, corresponding to Hypothesis 2a and 2b, were tested for each social behavior outcome.  

The path diagram for Research Question 2 can be seen in Figure 8.  Hypothesis 2a predicted that 

an increase in frequency of IPV exposure over two or more time periods would be associated 

with more negative social behavior (i.e., less prosocial skills and more aggressive behavior).  In 

this model, frequency of IPV exposure was a time-varying covariate that was regressed on the 

observed time-varying outcome variable.  Both concurrent time paths (e.g., Time 2 IPV exposure 

regressed on Time 2 aggression) and lagged paths (e.g., Time 1 IPV exposure regressed on Time 

2 aggression) were estimated.  Regressing these covariates on the outcome variables help explain 

deviations from an otherwise linear growth function and identify developmental time periods 

where IPV exposure may have a greater effect on children’s social behavior.   
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Figure 8. Research Question 2: Latent Growth Curve Model for Duration of IPV   
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food stamps), mother’s mental health (i.e., heavy alcohol use, drug use, major depressive 

episode), and child maltreatment (i.e., physical abuse, psychological abuse, physical neglect, 

substantiation).   

Maternal warmth and depression (research question 3). 

Research question 3 examined the effects of IPV exposure, maternal warmth, and 

maternal depression on children’s social behavior over time.  Hypothesis 3a predicted that high 

levels of maternal warmth would be related to more prosocial skills and less aggressive behavior.  

Hypothesis 3b predicted that maternal major depressive episode would be associated with less 

prosocial skills and more aggressive behavior.  The path diagram for Research question 3 can be 

seen in Figure 9.  Similar to research question 2, exposure to IPV was a time-varying covariate 

that was regressed on the observed time-varying outcome variable.  Both concurrent time paths 

(e.g., Time 2 IPV exposure regressed on Time 2 aggression) and lagged paths (e.g., Time 1 IPV 

exposure regressed on Time 2 aggression) were estimated.  Concurrent IPV exposure was also 

regressed on maternal warmth, a time-varying variable, which was in turn regressed on the 

observed concurrent time-varying outcome.  Similarly, concurrent IPV exposure was regressed 

on maternal depression, a time-varying variable, which was in turn regressed on the observed 

concurrent time-varying outcome.  Maternal depression was also regressed on maternal warmth 

at each time point.   

Using the entire study sample (n = 730), two duration IPV exposure models, including 

both maternal warmth and depression, were tested for each social behavior outcome.  Time-

varying concurrent and lagged frequency of IPV exposure variables were regressed on the 

observed time-varying outcome variables, including both time-varying maternal warmth and 

maternal depression variables.  The second model regressed the time-varying concurrent and 
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lagged IPV severity variables on the observed time-varying outcome variables, including both 

time-varying maternal warmth and maternal depression variables.  IPV severity was dummy 

coded to include minor IPV exposure and severe IPV exposure with never exposed as the 

reference group.   

The above models each controlled for background variables (i.e., mother’s age, 

race/ethnicity, education, living with a partner; child’s gender; number of children in household, 

food stamps), mother’s mental health (i.e., heavy alcohol use, drug use), and child maltreatment 

(i.e., physical abuse, psychological abuse, physical neglect substantiation).   
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Chapter 5: Results 

Analyses to Test Hypotheses: Growth Curve Modeling 

 Growth curve modeling was used to evaluate the effects of IPV exposure on individual 

difference in children’s social behavior (i.e., aggressive behavior and prosocial skills) at age 3 

and progression over time.  A significant variable for the initial measure (i.e., intercept factor) 

indicates individual difference between children’s social behavior at age 3 while a significant 

variable for the growth factor (i.e., slope factor) indicates individual difference in the rate of 

progressing in social behavior over time.  Data was centered at age 3, meaning the intercept 

represents the initial starting point when the child was 3 years of age.  Centering the data based 

on age had no effect on the interpretation of each child’s slope (Singer & Willett, 2003).  The 

unstandardized solutions are presented below for each model, rather than the standardized 

coefficients, because the values of the coefficients and values of the means are relevant for 

interpretation.   

Research question 1: Early exposure to IPV.  

Research question 1 asks: Does early exposure to IPV, occurring between birth and 3 

years old, compared to no exposure, affect the development of social behavior trajectories (i.e., 

aggressive behavior and prosocial skills) over a 5 year time period? A subsample (n = 446) of the 

study sample was used for this research question, which included only those children who were 

exposed between birth and 3 years of age but then never exposed again (n = 107) and those 

children who were never exposed to IPV over the course of the study (n = 339).  In this analysis, 

early exposure to IPV was regressed on the intercept and the slope of each outcome variable.  

Separate linear growth curve models were estimated for the outcomes of aggressive behavior and 
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prosocial skills.  Quadratic forms were tested for all the models but they did not improve upon 

the linear estimates.   

Two early IPV exposure models were tested for each social behavior outcome.  The 

Frequency Model (Model 1 for prosocial skills, Model 3 for aggressive behavior) regressed the 

time-invariant frequency of early IPV exposure variable on the intercept and slope factors of 

children’s social behavior outcomes.  The Severity Model (Model 2 for prosocial skills, Model 4 

for aggressive behavior) regressed the time-invariant IPV severity variable on the intercept and 

slope factors of children’s social behavior outcomes.  IPV severity was dummy coded to include 

minor IPV exposure and severe IPV exposure with never exposed as the reference group.   

Prosocial skills. 

The unstandardized coefficients for prosocial skills are presented in Table 6.  The average 

initial scores for prosocial skills were 89.93 (mean intercept, p < .01) for the Frequency Model 

and 90.29 (mean intercept, p < .01) for the Severity Model.  The average rate of change was 4.54 

(mean slope, p < .01) and 4.33 (mean slope, p < .01) for each model, respectively.  That is, the 

average shift in the overall mean of prosocial skills increased over time.  In the Frequency 

Model, more frequent exposure to IPV between birth and age 3 was related to poorer prosocial 

skills at age 3 (β = -0.08, p < .05) but not significantly related to change in prosocial skills over 

time (β = 0.02, p = n.s.).  Early exposure to minor forms of IPV was not significantly related to 

the intercept or slope factor in the Severity Model.  However, early exposure to severe forms of 

IPV was positively related to the slope factor (β = 1.62, p < .05). 

In both models, mother’s education being beyond high school graduate compared to non-

high school graduate was positively related to prosocial skills at age 3 (intercept).  In Model 2, 

mother’s high school graduate level education was also positively related to the intercept factor.  
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Mother’s race/ethnicity being Hispanic compared to White/Non-Hispanic was negatively related 

to the slope factor of children’s prosocial skills for the Frequency Model.  Number of children 

residing in the household and mother-reported physical child abuse were negatively related to 

prosocial skills at age 3 in both models.  An increase in frequency of mother-reported physical 

abuse at Time 1 was associated with an increase in prosocial skills over time whereas an increase 

in mother-reported psychological child abuse at Time 1 was associated with a decrease in 

prosocial skills over time. 

Table 6   

Early Exposure to IPV Model Results for Prosocial Skills (n = 445) 

 Model 1: Frequency Model 2: Severity 
 Intercept Slope Intercept Slope 

 Estimate S.E. Estimate S.E. Estimate S.E. Estimate S.E. 
Mother’s Age 0.11 0.13 -0.08 0.05 0.09 0.13 -0.08 0.04 
Mother’s Race/Ethnicity 
(comparison group=White/Non-Hispanic) 

        

Black/Non-Hispanic 0.90 1.78 -0.01 0.58 0.89 1.78 0.09 0.57 
Hispanic 1.57 2.41 -1.47* 0.73 1.60 2.42 -1.37 0.72 
Other 2.45 2.77 -0.79 0.80 2.44 2.76 -0.72 0.76 

Mother Living with a Partner -1.78 1.63 0.41 0.62 -1.68 1.59 0.44 0.54 
Mother’s Education  
(comparison group = Less than HS) 

        

HS Graduate 3.37 1.90 -0.47 0.69 3.68* 1.85 -0.48 0.61 
HS Plus 4.89* 2.42 -0.01 0.73 5.22* 2.40 0.03 0.69 

Child’s Gender (0=male, 1=female) -1.49 1.48 -0.18 0.49 -1.28 1.45 -0.20 0.46 
Number of Children in Household -1.91** 0.60 -0.07 0.25 -1.89** 0.59 -0.09 0.23 
Food Stamps 0.57 1.55 -0.35 0.48 0.46 1.59 -0.36 0.48 
Substantiated Maltreatment Case -2.69 1.50 0.35 0.58 -2.58 1.47 0.36 0.54 
Maternal Mental Health (Time 1)         

Major Depressive Episode  -2.78 1.85 -0.30 0.54 -2.84 1.87 -0.36 0.55 
Heavy Alcohol Use 0.47 3.13 -0.01 1.38 0.27 2.95 0.09 1.26 
Drug Use -2.44 1.67 0.53 0.57 -2.49 1.68 0.52 0.57 

Child Maltreatment (Time 1)         
Physical Abuse -0.66** 0.23 0.07* 0.03 -0.68** 0.23 0.07* 0.03 
Psychological Abuse 0.08 0.05 -0.03* 0.02 0.08 0.05 -0.03* 0.02 
Physical Neglect -0.09 0.22 -0.05 0.07 -0.12 0.20 -0.04 0.06 

IPV Exposure Frequency (Time 1) -0.08* 0.04 0.02 0.01     
IPV Minor Exposure (Time 1)     -2.05 1.90 0.57 0.75 
IPV Severe Exposure (Time 1)     -2.94 2.36 1.62* 0.82 
         
Mean 89.93** 3.28 4.54** 1.15 90.29** 3.25 4.33** 1.11 
Residual Variance 116.89** 19.21 1.01 1.08 118.00** 18.73 1.16 0.97 
         

*<.05, **<.01 
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Aggressive behavior. 

Table 7 displays the unstandardized coefficients for aggressive behavior.  The average 

initial level of aggressive behavior was 56.18 (mean intercept, p < .01) for Model 3 (Frequency 

Model) and 56.09 (mean intercept, p < .01) for Model 4 (Severity Model).  The average rate of 

change was -0.53 (mean slope, p = n.s.) and -0.55 (mean slope, p = n.s.) for each model, 

respectively.  That is, aggressive behavior had a nonsignificant decline (shift in overall mean) 

over time.   

Table 7   

Early Exposure of IPV Model Results for Aggressive Behavior (n = 445) 

 Model 3: Frequency Model 4: Severity 
 Intercept Slope Intercept Slope 

 Estimate S.E. Estimate S.E. Estimate S.E. Estimate S.E. 
Mother’s Age -0.05 0.05 0.03 0.02 -0.06 0.05 0.03* 0.02 
Mother’s Race/Ethnicity  
(comparison group=White/Non-Hispanic) 

        

Black/Non-Hispanic -2.33** 0.79 -0.04 0.23 -2.42** 0.79 -0.05 0.24 
Hispanic -0.59 1.09 -0.12 0.27 -0.73 1.08 -0.12 0.27 
Other 0.31 1.37 -0.84* 0.33 0.23 1.38 -0.83* 0.33 

Mother Living with a Partner -0.54 0.65 0.02 0.20 -0.58 0.66 0.00 0.20 
Mother’s Education  
(comparison group = Less than HS) 

        

HS Graduate -0.57 0.73 0.06 0.22 -0.43 0.72 -0.01 0.21 
HS Plus -1.20 0.99 0.15 0.32 -1.11 0.97 0.07 0.31 

Child’s Gender (0=male, 1=female) -0.38 0.63 0.32 0.18 -0.41 0.63 0.30 0.18 
Number of Children in Household 0.24 0.30 -0.15 0.08 0.25 0.30 -0.15 0.09 
Food Stamps 0.78 0.71 0.04 0.20 0.98 0.73 0.00 0.21 
Substantiated Maltreatment Case 0.18 0.65 -0.04 0.19 0.16 0.64 -0.04 0.19 
Maternal Mental Health (Time 1)         

Major Depressive Episode  2.99** 1.06 -0.07 0.25 2.97** 1.06 -0.05 0.25 
Heavy Alcohol Use -0.31 1.23 0.19 0.34 -0.31 1.24 0.21 0.34 
Drug Use 0.55 0.68 0.30 0.23 0.56 0.68 0.31 0.23 

Child Maltreatment (Time 1)         
Physical Abuse -0.13 0.08 0.03 0.04 -0.12 0.08 0.03 0.04 
Psychological Abuse 0.10** 0.03 0.00 0.01 0.10** 0.03 0.00 0.01 
Physical Neglect 0.00 0.09 0.02 0.02 -0.01 0.08 0.02 0.02 

IPV Exposure (Time 1) -0.01 0.02 0.01* 0.01     
IPV Minor Exposure (Time 1)     1.67 1.17 -0.21 0.33 
IPV Severe Exposure (Time 1)     -0.61 0.92 0.29 0.34 
         
Mean 56.18** 1.42 -0.53 0.42 56.09** 1.39 -0.55 0.42 
Residual Variance 27.31** 4.69 0.91* 0.40 27.05** 4.63 0.94* 0.41 
         

*<.05, **<.01 
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 In the Frequency Model, early IPV exposure was not significantly related to the intercept 

factor (-0.01, p = n.s.) but positively related to the slope factor (0.01, p < .05) of aggressive 

behavior.  In other words, children who were exposed to more frequent early exposure did not 

have significantly different aggressive behavior problems initially than children who were never 

exposed, but over time, the more frequently children were exposed between birth and 3 years the 

more aggressive behavior problems were exhibited.  Minor IPV exposure and severe IPV 

exposure were not significantly associated with the intercept factor or the slope factor in the 

Severity Model (Model 4).   

Both models yielded similar significant control variables.  Children who had Black/Non-

Hispanic mothers had a significantly lower aggressive behavior score at age 3 (intercept) than 

children who had White/Non-Hispanic mothers.  Children who had mothers with a race other 

than Black/Non-Hispanic or Hispanic (Other Race/Ethnicity category) had a significantly lower 

aggressive behavior over time (slope) than children who had White/Non-Hispanic mothers.  Both 

maternal depression and mother-reported frequency of child psychological abuse at Time 1 was 

significantly related to an increase in aggressive behavior at age 3 (intercept).  In the Severity 

Model, mother’s age was positively related to aggressive behavior over time (slope).  All other 

control variables were not significant. 

Research question 2: Duration of IPV exposure.  

Research question 2 asks: Does duration of IPV exposure affect the development of 

social behavior trajectories for children over a 5 year time period? In this analysis, exposure to 

IPV was a time-varying covariate that was regressed on the observed time-varying outcome 

variable.  Both concurrent time paths (e.g., Time 2 IPV exposure regressed on Time 2 
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aggression) and lagged paths (e.g., Time 1 IPV exposure regressed on Time 2 aggression) were 

estimated.  Including the time-varying predictors of IPV exposure allowed for the intercept and 

slope parameters to represent the average initial level and the rate of change after adjusting for 

IPV exposure over time.  Regressing these covariates on the outcome variables also helped 

explain deviations from an otherwise linear growth function.  Separate linear growth curve 

models were estimated for the outcomes of aggressive behavior and prosocial skills.  Quadratic 

forms were tested for all the models but they did not improve upon the linear estimates.   

Two duration IPV exposure models were tested for each social behavior outcome.  The 

Frequency Model (Model 5 for prosocial skills, Model 7 for aggressive behavior) regressed the 

time-varying concurrent and lagged frequency of IPV exposure variables on the observed time-

varying outcome variables.  The Severity Model (Model 6 for prosocial skills, Model 8 for 

aggressive behavior) regressed the time-varying concurrent and lagged IPV severity variables on 

the observed time-varying outcome variables.  IPV severity was dummy coded to include minor 

IPV exposure and severe IPV exposure with never exposed as the reference group.   

Prosocial skills. 

The unstandardized coefficients for prosocial skills are presented in Table 8.  Results 

from the Frequency Model (Model 5) indicated that children at age 3 on average had a score of 

87.15 (mean intercept, p < .01) and on average showed a significant growth over time (mean 

slope = 4.01, p < .01), indicating that over time children incurred an increase in prosocial skills.  

A similar mean slope and mean intercept were found in the Severity Model (Model 6).  

Frequency of IPV exposure was significantly associated with poorer prosocial skills at Time 4 (β 

= -0.13, p < .01).  This result indicated that the more frequently a child was exposed to IPV at 

Time 4, the poorer prosocial skills the child would exhibit.  This relationship was not found for 
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the other concurrent paths or lagged paths in Model 5.  Severe IPV exposure at Time 1 was 

significantly related to a decrease in children’s prosocial skills at Time 1 and Time 2 (β = -5.77, 

p < .05 and β = -4.28, p <.05, respectfully).  Severe IPV exposure at Time 2 (β = -3.87, p < .05) 

and minor IPV exposure at Time 3 (β = -3.87, p < .05) also had a lagged effect on children’s 

prosocial skills.  All other concurrent and lagged IPV exposure paths were not significantly 

related to children’s prosocial skills in Model 6. 

Table 8   

Duration of IPV Exposure Model Results for Prosocial Skills (n = 730) 

 Model 5: Frequency Model 6: Severity 
 Intercept Slope Intercept Slope 

 Estimate S.E. Estimate S.E. Estimate S.E. Estimate S.E. 
Mother’s Age 0.09 0.10 -0.06 0.03 0.06 0.10 -0.06 0.03 
Mother’s Race/Ethnicity 
(comparison group=White/Non-Hispanic) 

        

Black/Non-Hispanic 0.68 1.35 -0.12 0.46 0.70 1.37 -0.10 0.48 
Hispanic 1.15 1.86 -0.89 0.55 1.37 1.84 -0.99 0.55 
Other 1.59 2.08 -0.55 0.52 1.79 2.09 -0.68 0.53 

Mother Living with a Partner -1.61 1.14 0.21 0.34 -1.15 1.14 0.20 0.34 
Mother’s Education  
(comparison group = Less than HS) 

        

HS Graduate 2.81* 1.33 -0.27 0.43 2.71* 1.36 -0.27 0.45 
HS Plus 5.39** 1.76 -0.16 0.55 5.54** 1.78 -0.28 0.58 

Child’s Gender (0=male, 1=female) -0.79 1.06 -0.36 0.31 -0.63 1.05 -0.39 0.31 
Number of Children in Household -1.04 0.46 -0.03 0.15 -1.02* 0.46 -0.05 0.15 
Food Stamps -0.62 1.17 -0.28 0.35 -0.43 1.18 -0.36 0.35 
Substantiated Maltreatment Case -0.32 1.07 0.05 0.34 -0.35 1.08 0.08 0.35 
Maternal Mental Health (Time 1)         

Major Depressive Episode  -2.73* 1.30 -0.07 0.41 -2.37 1.32 -0.13 0.43 
Heavy Alcohol Use 3.41 1.86 -0.72 0.54 3.73* 1.85 -0.65 0.53 
Drug Use -1.34 1.27 0.63 0.42 -1.49 1.27 0.63 0.43 

Child Maltreatment (Time 1)         
Physical Abuse -0.21 0.28 0.04 0.06 -0.19 0.32 0.03 0.06 
Psychological Abuse 0.01 0.04 -0.03** 0.01 0.03 0.04 -0.03** 0.01 
Physical Neglect 0.03 0.16 -0.05 0.03 0.00 0.15 -0.03 0.03 

         
Mean 87.15** 2.50 4.01** 0.84 88.09** 2.50 3.88** 0.85 
Residual Variance 109.65** 12.65 0.61 0.32 109.58** 13.39 0.49 0.31 
         

(Table 8 continues) 
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(Table 8 continued) 

 Frequency   Minor IPV Severe IPV 
Concurrent IPV Estimate S.E.   Estimate S.E. Estimate S.E. 
T1 IPV on T1 Prosocial Skills -0.08 0.06   -4.66 3.22 -5.77* 2.90 
T2 IPV on T2 Prosocial Skills 0.03 0.04   -1.31 2.11 -2.69 1.97 
T3 IPV on T3 Prosocial Skills -0.04 0.03   -1.42 1.83 -0.64 1.55 
T4 IPV on T4 Prosocial Skills -0.13** 0.04   -1.28 1.83 -1.41 1.74 
         

Lagged IPV         
T1 IPV on T2 Prosocial Skills -0.06 0.03   -0.74 1.95 -4.28* 1.95 
T2 IPV on T3 Prosocial Skills 0.03 0.03   -1.70 1.55 -3.87* 1.34 
T3 IPV on T4 Prosocial Skills -0.05 0.04   -3.87* 1.96 -2.50 1.83 
         

*<.05, **<.01 
 

Figure 10. Estimated Change in Prosocial Skills for Minor and Severe IPV Exposure 

 
Figure 10 displays graphs for estimated change in prosocial skills over time for minor 

IPV exposure and severe IPV exposure, holding all other variables constant, with higher scores 

indicating greater prosocial skills.  Estimated trajectories for four groups of children are 

presented: early prolonged IPV exposure (i.e., exposed only at Time 1 and 2), later prolonged 

IPV exposure (i.e., exposed only at Time 3 and 4), chronic IPV exposure (i.e., exposed at all four 

time points), and never exposed.  For minor IPV exposure, children in the early prolonged 
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exposure group and in the later prolonged exposure group displayed approximately the same 

level of prosocial skills by age 8.  However, for severe IPV exposure there was a visible 

difference.  By age 8, children in the early prolonged exposure group displayed poorer prosocial 

skills than children in the later prolonged exposure group.  In fact, children who were exposed to 

severe IPV during the first two time points incurred a decrease in prosocial skills, whereas 

children exposed to minor IPV in the first two time points showed a only a decreased 

acceleration.  For both minor and severe IPV exposure, children who had been exposed to 

chronic IPV displayed the lowest levels of prosocial skills across time. 

Mother’s education was a significant predictor of the intercept factor.  For Model 5, the 

children’s initial prosocial skills score was 2.81 greater when their mother had a high school 

diploma (p < .05) and 5.39 greater when their mother had education beyond a high school 

diploma (p < .01) than children who had mothers with no high school diploma.  Similar results 

were found for the Severity Model (Model 6).  Children who had mothers who reported having a 

major depressive episode at Time 1 had poorer prosocial skills scores initially (Model 5, β = -

2.73, p < .05) than children whose mother did not report a major depressive episode.  However, 

maternal heavy alcohol use at Time 1 was associated with an increase in prosocial skills at age 3 

(Model 6, β = 3.73, p < .05).  The number of children in the household was negatively associated 

with the intercept factor (Model 6, β = -1.02, p < .05).  Mother-reported child psychological 

abuse at Time 1 was negatively associated with the slope factor in both models (β = -0.03, p < 

.05), meaning the more frequently a mother psychologically abused her child the slower the child 

increased his or her prosocial skills over time.  All other control variables were not significant. 
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Aggressive behavior. 

The unstandardized coefficients for aggressive behavior are presented in Table 9.  The 

average initial level of aggressive behavior was 57.92 for the Frequency Model (Model 7, p < 

.01) and 57.43 for the Severity Model (Model 8, p < .01).  The average rate of change for Model 

7 and Model 8 was -0.63 (p = n.s.) and -0.54 (p = n.s.), respectfully.  That is, children incurred a 

minimal decrease in aggressive behavior (shift in overall mean) over time.  Frequency of IPV 

exposure at Time 3 was significantly related to an increase in aggressive behavior at Time 3 (β = 

0.07, p < .01) and Time 4 (β = 0.06, p < .05).  Both concurrent minor and severe IPV exposure 

significantly predicted an increase in aggressive behavior at Time 2 (β = 2.44, p < .05 and β = 

3.43, p < .01, respectfully) and Time 3 (β = 3.00, p < .01 and β = 2.56, p < .01, respectfully).  

Only concurrent severe IPV exposure was significantly associated with aggressive behavior at 

Time 4 (β = 2.46, p <.05).  Lagged minor IPV exposure from Time 2 was positively associated 

with aggressive behavior at Time 3 (β = 1.59, p < .05).  All other concurrent and lagged paths 

were not significant. 
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Table 9   

Duration of IPV Exposure Model Results for Aggressive Behavior (n = 730) 

 Model 7: Frequency Model 8: Severity 
 Intercept Slope Intercept Slope 

 Estimate S.E. Estimate S.E. Estimate S.E. Estimate S.E. 
Mother’s Age -0.05 0.04 0.03* 0.01 -0.04 0.04 0.03* 0.01 
Mother’s Race/Ethnicity 
(comparison group=White/Non-Hispanic) 

        

Black/Non-Hispanic -1.39* 0.69 -0.28 0.20 -1.52* 0.69 -0.23 0.20 
Hispanic -1.26 0.81 -0.25 0.22 -1.21 0.81 -0.25 0.22 
Other -1.23 1.02 -0.33 0.29 -1.28 1.02 -0.22 0.29 

Mother Living with a Partner 0.41 0.57 0.05 0.16 0.05 0.57 0.11 0.16 
Mother’s Education  
(comparison group = Less than HS) 

        

HS Graduate -1.39* 0.62 0.05 0.19 -1.27* 0.62 0.04 0.19 
HS Plus -2.36** 0.82 -0.09 0.24 -2.28** 0.82 -0.09 0.24 

Child’s Gender (0=male, 1=female) -0.05 0.52 0.28 0.16 -0.17 0.52 0.27 0.16 
Number of Children in Household -0.25 0.24 -0.13 0.07 -0.20 0.24 -0.13 0.07 
Food Stamps 0.71 0.61 0.25 0.17 0.65 0.60 0.28 0.17 
Substantiated Maltreatment Case -0.34 0.55 0.17 0.16 -0.42 0.55 0.16 0.16 
Maternal Mental Health (Time 1)         

Major Depressive Episode  2.01* 0.73 0.11 0.20 1.75* 0.74 0.17 0.20 
Heavy Alcohol Use -1.58 0.93 0.23 0.26 -1.81 0.95 0.15 0.26 
Drug Use 0.30 0.62 0.00 0.19 0.25 0.61 0.00 0.19 

Child Maltreatment (Time 1)         
Physical Abuse -0.11 0.11 0.01 0.03 -0.10 0.11 0.01 0.03 
Psychological Abuse 0.11** 0.03 -0.01 0.01 0.12** 0.03 -0.01 0.01 
Physical Neglect 0.19* 0.10 -0.02 0.03 0.22* 0.10 -0.02 0.03 

         
Mean 57.92** 1.19 -0.63 0.38 57.43** 1.20 -0.54 0.37 
Residual Variance 34.33** 4.16 1.16** 0.38 34.17** 4.07 1.18** 0.38 
         
 Frequency   Minor IPV Severe IPV 
Concurrent IPV Estimate S.E.   Estimate S.E. Estimate S.E. 
T1 IPV on T1 Aggression 0.02 0.05   1.05 1.62 0.87 1.32 
T2 IPV on T2 Aggression 0.03 0.02   2.44* 1.15 3.43** 1.02 
T3 IPV on T3 Aggression 0.07** 0.02   3.00** 1.11 2.56** 0.90 
T4 IPV on T4 Aggression 0.05 0.03   0.74 0.87 2.46* 1.18 
         

Lagged IPV         
T1 IPV on T2 Aggression 0.04 0.03   0.53 0.89 -0.21 0.81 
T2 IPV on T3 Aggression 0.03 0.03   1.59* 0.76 1.22 0.85 
T3 IPV on T4 Aggression 0.06* 0.03   2.06 1.30 0.87 1.17 
         

*<.05, **<.01 
 

In both models, mother’s age was positively related to the slope factor (β = 0.03, p < .05) 

and mother’s race/ethnicity being Black/Non-Hispanic compared to White/Non-Hispanic was 

negatively related to the intercept factor (Model 7 β = -1.39, p < .05 and Model 8 β = -1.52, p < 
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.05).  Mother’s education was a significant predictor of the intercept factor.  In the Frequency 

Model specifically, children’s initial aggressive behavior score was 1.39 less when their mother 

had a high school diploma (p < .05) and 2.36 less when their mother had education beyond a 

high school diploma (p < .01) than children who had mothers with no high school diploma.  

Similar results were found for mother’s education in the Severity Model.  Maternal major 

depressive episode, mother-reported child psychological abuse, and mother-reported child 

neglect at Time 1 was a significant predictor of increased initial aggressive behavior.  All other 

control variables were not significant. 

Research question 3: Maternal warmth and depression. 

Research question 3 asks: Do maternal warmth and maternal depression affect the 

development of social behavior trajectories of IPV-exposed children over a 5 year time period? 

Similar to research question 2, exposure to IPV was a time-varying covariate that was regressed 

on the observed time-varying outcome variable.  Both concurrent time paths (e.g., Time 2 IPV 

exposure regressed on Time 2 aggression) and lagged paths (e.g., Time 1 IPV exposure regressed 

on Time 2 aggression) were estimated.  Concurrent IPV exposure was also regressed on maternal 

warmth, a time-varying variable, which was in turn regressed on the observed concurrent time-

varying outcome.  Similarly, concurrent IPV exposure was regressed on maternal depression, a 

time-varying variable, which was in turn regressed on the observed concurrent time-varying 

outcome.  Maternal depression was also regressed on maternal warmth at each time point.   

Each concurrent IPV on maternal depression path was tested to determine if significant 

differences existed.  The results of the Wald Test of Parameter Constraints indicated that the 

coefficients for maternal depression for all concurrent paths were not significantly different.  

Because no significant differences were found, all concurrent paths were constrained to be equal, 
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making these parameters equivalent to average effects over the duration of the study.  Similarly, 

all concurrent IPV on maternal warmth paths and all concurrent maternal depression on maternal 

warmth paths were tested using the Wald Test of Parameter Constraints.  No statistically 

significant relationships were found for either sets of coefficients; therefore each set was 

constrained to be equal.   

Two models were tested for each social behavior outcome.  The Frequency Model 

(Model 9 for prosocial skills and Model 11 for aggressive behavior) regressed the time-varying 

concurrent and lagged frequency of IPV exposure variables on the observed time-varying 

outcome variables, including both time-varying maternal warmth and maternal depression 

variables.  The Severity Model (Model 10 for prosocial skills and Model 12 for aggressive 

behavior) regressed the time-varying concurrent and lagged IPV severity variables on the 

observed time-varying outcome variables, including both time-varying maternal warmth and 

maternal depression variables.  IPV severity was dummy coded to include minor IPV exposure 

and severe IPV exposure with never exposed as the reference group.   

Prosocial skills. 

The unstandardized coefficients for prosocial skills are presented in Table 10.  Results 

from the Frequency Model (Model 9) indicated that children at age 3 on average had a score of 

81.60 (mean intercept, p < .01) and on average showed a significant growth over time (mean 

slope = 2.40, p < .01), indicating that over time children incurred an increase in prosocial skills.  

Similar intercept and slope were found for Model 10.  Frequency of IPV exposure was 

significantly associated with poorer prosocial skills at Time 4 (β = -0.14, p < .01), meaning the 

more frequently a child was exposed to IPV at Time 4 the poorer prosocial skills the child would 

exhibit.  This relationship was not found for the other concurrent or lagged frequency IPV 
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exposure paths.  In Model 10, severe IPV exposure at Time 1 was significantly related to a 

decrease in children’s prosocial skills at Time 2 (β = -4.81, p <.05).  Minor IPV exposure at 

Time 3 (β = -4.48, p < .05) also had a negative lagged effect on children’s prosocial skills at 

Time 4.  All other concurrent and lagged IPV exposure paths were not significantly related to 

children’s prosocial skills. 

Frequency of IPV was significantly associated with maternal depression but not maternal 

warmth.  Similarly, minor IPV and severe IPV were positively related to maternal depression but 

not significantly related to maternal warmth.  Maternal depression was not significantly related 

to maternal warmth in either of the models.  Maternal depression was significantly related to 

poorer prosocial skills at Time 4 in Model 9 (β = -4.52, p < .01) and in Model 10 (β = -4.58, p < 

.01).  In both models, maternal warmth was positively related to children’s prosocial skills at the 

last three time points.   
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Table 10   

Duration of IPV Exposure, Maternal Depression, and Maternal Warmth Model Results for 
Prosocial Skills (n = 730) 
 
 Model 9: Frequency Model 10: Severity 
 Intercept Slope Intercept Slope 

 Estimate S.E. Estimate S.E. Estimate S.E. Estimate S.E. 
Mother’s Age 0.07 0.10 -0.06 0.03 0.05 0.10 -0.06 0.03 
Mother’s Race/Ethnicity 
(comparison group=White/Non-Hispanic) 

        

Black/Non-Hispanic 1.52 1.30 -0.23 0.43 1.50 1.31 -0.21 0.43 
Hispanic 1.57 1.82 -0.81 0.53 1.90 1.82 -0.97 0.52 
Other 1.89 2.05 -0.60 0.51 2.11 2.06 -0.77 0.51 

Mother Living with a Partner -1.40 1.15 0.30 0.33 -0.93 1.15 0.30 0.34 
Mother’s Education  
(comparison group = Less than HS) 

        

HS Graduate 2.98* 1.29 -0.31 0.40 2.86* 1.30 -0.32 0.40 
Some College or more 5.44** 1.69 -0.13 0.47 5.53** 1.68 -0.26 0.47 

Child’s Gender (0=male, 1=female) -0.92 1.06 -0.29 0.32 -0.73 1.06 -0.33 0.32 
Number of Children in Household -1.07* 0.46 0.00 0.15 -1.08* 0.46 -0.01 0.15 
Food Stamps -0.53 1.19 -0.17 0.34 -0.38 1.19 -0.24 0.34 
Substantiated Maltreatment Case -0.18 1.08 0.02 0.34 -0.27 1.10 0.07 0.34 
Maternal Mental Health (Time 1)         

Heavy Alcohol Use 3.69* 1.86 -0.87 0.52 3.98* 1.84 -0.75 0.52 
Drug Use -1.99 1.27 0.55 0.39 -2.07 1.26 0.57 0.40 

Child Maltreatment (Time 1)         
Physical Abuse -0.21 0.30 0.02 0.06 -0.21 0.33 0.02 0.06 
Psychological Abuse 0.06 0.04 -0.02* 0.01 0.08 0.04 -0.03** 0.01 
Physical Neglect 0.01 0.16 -0.05 0.03 -0.02 0.16 -0.04 0.03 

         

Mean 81.60** 3.05 2.40** 0.91 82.72** 3.01 2.46** 0.91 
Residual Variance 111.32** 12.30 0.95** 0.28 112.54** 12.71 0.88** 0.27 
         

 
(Table 10 continues) 
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(Table 10 continued) 
 
 Model 9: Frequency Model 10: Severity 
 Frequency   Minor IPV Severe IPV 
Concurrent IPV on Prosocial Skills Estimate S.E.   Estimate S.E. Estimate S.E. 
T1 IPV on T1 Prosocial Skills -0.05 0.06   -0.99 3.77 -2.53 3.15 
T2 IPV on T2 Prosocial Skills 0.03 0.04   -2.10 2.16 -2.96 1.99 
T3 IPV on T3 Prosocial Skills -0.03 0.03   -1.41 1.88 -0.40 1.56 
T4 IPV on T4 Prosocial Skills -0.14** 0.04   -1.74 1.74 -1.46 1.72 
         

Lagged IPV on Prosocial Skills         
T1 IPV on T2 Prosocial Skills -0.07 0.04   -1.36 2.08 -4.81* 2.02 
T2 IPV on T3 Prosocial Skills 0.04 0.03   -1.61 1.61 -2.66 1.39 
T3 IPV on T4 Prosocial Skills -0.05 0.03   -4.48* 1.91 -3.07 1.75 
         
IPV on MDE (constrained) 0.01** 0.01   0.57** 0.16 0.91** 0.14 
IPV on MW (constrained) -0.01 0.01   0.54 0.64 -0.25 0.67 
         

     Estimate S.E.   
MDE on MW (constrained) -0.44 0.55   -0.47 0.55   
T1 MDE on T1 Prosocial Skills -1.12 2.15   -0.93 2.35   
T2 MDE on T2 Prosocial Skills -0.22 2.01   0.11 1.95   
T3 MDE on T3 Prosocial Skills -0.66 1.22   -0.67 1.23   
T4 MDE on T4 Prosocial Skills -4.52** 1.30   -4.58** 1.28   
T1 MW on T1 Prosocial Skills 0.01 0.05   -0.02 0.05   
T2 MW on T2 Prosocial Skills 0.09* 0.04   0.10** 0.04   
T3 MW on T3 Prosocial Skills 0.11** 0.03   0.10** 0.03   
T4 MW on T4 Prosocial Skills 0.22** 0.04   0.21** 0.04   
         

*<.05, **<.01 (Note: MDE = Maternal Major Depressive Episode, MW = Maternal Warmth) 
 
Figure 11 displays a graph of estimated change in prosocial skills over time for children 

exposed to IPV.  Estimated trajectories for four groups of IPV-exposed children are displayed: 

children who had mothers with high maternal warmth over time and no major depressive 

episode, children who had mothers with high maternal warmth over time and a major depressive 

episode, children who had mothers with low maternal warmth over time and no major depressive 

episode, and children who had mothers with low maternal warmth over time and a major 

depressive episode.  Children in all four groups had approximately the same level of prosocial 

skills at age 3.  However, by age 8 children who had mothers with low levels of maternal warmth 

had far poorer prosocial skills than children who had mothers with high levels of maternal 

warmth.  Children who had a mother with low maternal warmth and who reported a major 
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depressive episode incurred a decrease in prosocial skills around age 6, with the lowest level 

seen at age 8.   

Figure 11. Estimated Change in Prosocial Skills for Children Exposed to IPV by Maternal 
Warmth and Maternal Major Depressive Episode 

 

Mother’s education was a significant predictor of children’s initial prosocial skills score 

in both models.  Specifically, children who had mothers with a high school diploma had a 2.98 

higher initial prosocial skills score than children who had mothers with no high school diploma 

(Model 9, p < .05).  Children who had mothers with more than a high school education had a 

5.44 higher initial prosocial skills score than children who had mothers with no high school 

diploma (Model 9, p < .01).  Similar results for mother’s education were found for Model 10.  In 

both models, the number of children residing in the household was negatively associated with 

children’s prosocial skills at age 3.  Mother-reported child psychological abuse was negatively 

111.17 

104.65 

89.93 

83.41 

75 

80 

85 

90 

95 

100 

105 

110 

115 

3 4 5 6 7 8 

Pr
os

oc
ia

l S
ki

lls
 S

co
re

 

Age in Years 

High MW & No MDE 

High MW & MDE 

Low MW & No MDE 

Low MW & MDE 



94 

associated to children’s prosocial skills over time in both models (Model 9, β = -0.02, p < .05; 

Model 10 β = -0.03, p < .01).  All other control variables were not significant. 

Aggressive behavior. 

Both Model 11 (Frequency) and Model 12 (Severity) were tested with all time-varying 

variables (i.e., IPV exposure, maternal major depressive episode, maternal warmth) in the model.  

Results indicated that maternal warmth was not significantly related to IPV, maternal depression, 

or children’s aggressive behavior at any time point.  Therefore, the final models include only the 

time-varying IPV and maternal depression predictor variables.  Table 11 presents the 

unstandardized coefficients for aggressive behavior for the revised models.  At age 3, children 

had an average aggressive behavior score of 57.86 (Model 11 mean intercept, p < .01; Model 12 

mean intercept = 57.38, p < .01) and a non-significant decline in aggressive behavior over time 

(Model 11 mean slope = -0.63, p = n.s.; Model 12 mean slope = -0.56, p = n.s.).   
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Table 11   

Duration of IPV Exposure and Maternal Depression Model Results for Aggressive Behavior (n = 
730) 
 
 Model 11: Frequency Model 12: Severity 
 Intercept Slope Intercept Slope 

 Estimate S.E. Estimate S.E. Estimate S.E. Estimate S.E. 
Mother’s Age -0.05 0.04 0.03* 0.01 -0.04 0.04 0.02 0.01 
Mother’s Race/Ethnicity 
(comparison group=White/Non-Hispanic) 

        

Black/Non-Hispanic -1.58* 0.68 -0.25 0.20 -1.66* 0.68 -0.22 0.20 
Hispanic -1.42 0.78 -0.23 0.22 -1.37 0.79 -0.23 0.22 
Other -1.53 1.02 -0.26 0.30 -1.52 1.01 -0.18 0.30 

Mother Living with a Partner 0.30 0.57 0.00 0.16 -0.03 0.57 0.04 0.16 
Mother’s Education  
(comparison group = Less than HS) 

        

HS Graduate -1.43* 0.62 0.08 0.19 -1.31* 0.62 0.07 0.19 
HS Plus -2.27** 0.81 -0.03 0.24 -2.22** 0.81 -0.02 0.24 

Child’s Gender (0=male, 1=female) -0.02 0.52 0.26 0.16 -0.14 0.52 0.25 0.16 
Number of Children in Household -0.15 0.24 -0.11 0.07 -0.12 0.24 -0.12 0.07 
Food Stamps 0.55 0.60 0.26 0.17 0.50 0.60 0.28 0.17 
Substantiated Maltreatment Case -0.36 0.55 0.17 0.16 -0.44 0.55 0.17 0.16 
Maternal Mental Health (Time 1)         

Heavy Alcohol Use 0.33 0.61 0.01 0.19 -1.96* 0.93 0.24 0.26 
Drug Use -1.71 0.91 0.31 0.26 0.27 0.61 0.02 0.19 

Child Maltreatment (Time 1)         
Physical Abuse -0.10 0.13 0.01 0.03 -0.09 0.13 0.01 0.03 
Psychological Abuse 0.12** 0.03 -0.01 0.01 0.12** 0.03 -0.01 0.01 
Physical Neglect 0.19* 0.10 -0.01 0.03 0.22* 0.10 -0.02 0.03 

         
Mean 57.86** 1.17 -0.63 0.37 57.38** 1.19 -0.56 0.37 
Residual Variance 34.70** 4.27 1.30** 0.42 34.33** 4.19 1.31** 0.41 
         
 Frequency   Minor IPV Severe IPV 
Concurrent IPV on Aggression Estimate S.E.   Estimate S.E. Estimate S.E. 
T1 IPV on T1 Aggression 0.04 0.04   1.61 1.65 1.48 1.33 
T2 IPV on T2 Aggression 0.03 0.02   2.31* 1.10 3.15** 1.01 
T3 IPV on T3 Aggression 0.06** 0.02   2.72* 1.08 1.77 0.90 
T4 IPV on T4 Aggression 0.04 0.02   0.62 0.86 2.23 1.17 
         

Lagged IPV on Aggression         
T1 IPV on T2 Aggression 0.04 0.02   0.59 0.89 -0.05 0.80 
T2 IPV on T3 Aggression 0.02 0.03   1.48* 0.75 1.22 0.85 
T3 IPV on T4 Aggression 0.06* 0.03   2.13 1.30 1.04 1.13 
         
Concurrent IPV on MDE         
IPV on MDE (constrained) 0.01** 0.01   0.57** 0.16 0.91** 0.14 
         
Concurrent MDE on Aggression     Estimate S.E.   
T1 MDE on T1 Aggression -1.31 1.14   -1.16 1.25   
T2 MDE on T2 Aggression 2.41** 0.93   2.15* 0.90   
T3 MDE on T3 Aggression 3.62** 0.68   3.35** 0.71   
T4 MDE on T4 Aggression 3.40** 0.90   3.47** 0.88   
         
*<.05, **<.01 (Note: MDE = Maternal Major Depressive Episode) 
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Frequency of IPV exposure at Time 3 had a significant effect on concurrent aggressive 

behavior (β = 0.06, p < .01) as well as future aggressive behavior (β = 0.06, p < .05).  Time 2 and 

Time 3 concurrent exposures to minor forms of IPV were significantly related to increased 

aggressive behavior (Time 2 β = 2.31, p < .05; Time 3 β = 2.72, p < .05) while only concurrent 

Time 2 exposure to severe forms of IPV was significantly associated with increased aggressive 

behavior (β = 3.15, p < .01).  Time 2 exposure to minor forms of IPV also had a significant 

lagged effect on Time 3 aggressive behavior (β = 1.48, p < .05).  All other concurrent and lagged 

paths between IPV and aggressive behavior were not significant.  IPV frequency and IPV 

severity were significantly related to maternal depression.  In both the Frequency and Severity 

Models, maternal depression was significantly related to increased aggressive behavior in the 

later three time points while Time 1 maternal depression was not significantly related to 

aggressive behavior.   

Figure 12. Estimated Change in Aggressive Behavior for IPV Exposure by Maternal Major 
Depressive Episode 
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Figure 12 displays the estimated change in aggressive behavior for IPV exposure by 

maternal depression.  Estimated trajectories for four groups of children are presented: early 

prolonged IPV exposure (i.e., exposed only at Time 1 and 2), later prolonged IPV exposure (i.e., 

exposed only at Time 3 and 4), chronic IPV exposure (i.e., exposed at all four time points), and 

never exposed.  The graph on the left in Figure 12 shows the four IPV exposure groups with no 

maternal depression while the graph on the right shows the groups with maternal depression 

estimated only when IPV exposure was present (e.g., early prolonged exposure group was 

estimated with maternal depression only at Time 1 and Time 2).  Children who were exposed to 

IPV and those that were never exposed to IPV displayed approximately the same level of 

aggressive behavior initially at age 3.  Over time all four groups of children, regardless of the 

chronicity of the exposure, remained in the normal range for aggressive behavior when the 

child’s mother was not experiencing depression.  However, children in the later prolonged group 

and chronic exposure group who had mothers with depression incurred an increase in aggressive 

behavior over time surpassing the normal cutoff (i.e., T score > 63) and moved into the problem 

behavior range by 8 years of age.   

In Model 11, children who had mothers with a high school diploma (β = -1.43, p < .05) or 

who had education beyond a high school diploma (β = -2.27, p < .01) had significantly lower 

levels of aggressive behavior at age 3 than children whose mother had no high school diploma.  

Similar effects of mother’s education on children’s initial aggressive behavior were found in 

Model 12.  Compared to children who had White/Non-Hispanic mothers, children who had 

Black/Non-Hispanic mothers exhibited lower initial aggressive behavior scores (Model 11 β = -

1.58, p < .05; Model 12 β = -1.66, p < .05).  For Model 11, mother’s age was positively related to 

the slope factor (β = 0.03, p < .05).  Both models indicated that frequency of mother-reported 
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child psychological abuse and neglectful parenting behaviors were significantly related to an 

increase in initial aggressive behavior at age 3.  All other control variables were not significantly 

related to the intercept or slope factor.   
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Chapter 6: Discussion 

Major Findings 

This study examined the long-term effects of IPV exposure on children’s social behavior.  

Specifically, this study examined the impact of early IPV exposure, IPV exposure over time, and 

the level of IPV severity on the development of social behavior trajectories (i.e., prosocial skills 

and aggressive behavior) in a longitudinal national probability study of children investigated for 

child abuse and neglect.  Additionally, the effect of maternal parenting quality (i.e., maternal 

warmth) and maternal depression on IPV-exposed children’s social behavior trajectories were 

examined.  Latent growth curve modeling was used while also controlling for the mother’s 

characteristics (i.e., age, race/ethnicity, education, living with a partner), maternal substance use 

(i.e., heavy alcohol use, drug use), household characteristics (i.e., number of children in 

household, receipt of food stamps), child’s gender, mother-reported child maltreatment (i.e., 

physical abuse, psychological abuse, neglect), and Child Protected Services substantiated case of 

child maltreatment.  The major findings of this study are: 

1.   When examining the effect of early exposure (i.e., between birth and age 3) on children’s 

aggressive behavior problems, children who were exposed to more frequent early exposure 

did not have significantly different aggressive behavior problems initially than children who 

were never exposed, but over time aggressive behavior significantly differed.  In other words, 

the more frequently children were exposed between birth and 3 years the more aggressive 

behavior problems were exhibited by age 8.   

2.   When examining IPV exposure across time, concurrent exposure at Time 4 was significantly 

associated with a decrease in prosocial skills.  The age of children at time 4 was between 5 to 
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10 years (M = 6.5), indicating that frequency of IPV exposure has a negative effect on 

children’s prosocial skills when they are of school age.   

3.  When examining IPV exposure across time, IPV exposure at Time 3 was significantly related 

to current and future aggressive behavior.  Children at Time 3 were on average 3.5 years old, 

which is typically the age when children begin to formally socialize with other children (i.e., 

preschool).   

4.  Longer durations of exposure to severe forms of IPV were significantly related to an increase 

in aggressive behavior over time.  Specifically, at every additional exposure to severe IPV 

starting at Time 2, children increasingly exhibited more aggressive behavior.   

5.  Maternal warmth was a significant predictor of increased prosocial skills at the last three time 

points.  Even when IPV exposure was present, high levels of maternal warmth protected the 

child from the negative effect of IPV on children’s prosocial skills.  In other words, the effect 

of maternal warmth was larger than the effect of IPV exposure on children’s prosocial skills. 

6.  Maternal depression was a strong indicator of increased aggressive behavior at the later three 

time points.   

7.  Several control variables were consistently significant across models.  Children who had 

mothers with a high school diploma had significantly more prosocial skills and less 

aggressive behavior at age 3 than children who had mothers without a high school diploma.  

Mother’s age was positively related to the aggressive behavior over time and mother’s 

race/ethnicity being Black/Non-Hispanic compared to White/Non-Hispanic was negatively 

related to the aggressive behavior at age 3.  A larger number of children residing in the 

household was negatively related to prosocial skills at age 3.  Mother-reported psychological 
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abuse was positively related to aggressive behavior at age 3 and negatively related to 

prosocial skills over time. 

Research Question 1: Early IPV Exposure 

Does early exposure to IPV, occurring between birth and 3 years old, compared to no 

exposure, affect the development of social behavior trajectories (i.e., aggressive behavior and 

prosocial skills) over a 5 year time period? 

Prosocial skills.  

It was hypothesized that children exposed to IPV at an early age (between birth and 3 

years) would develop poorer prosocial skills over time compared to children never exposed to 

IPV at any point during the study.  The hypothesis was not supported.  Compared to children 

who were never exposed, children who were exposed to IPV between birth and 3 years exhibited 

poorer prosocial skills initially, but over time no significant differences were found.  These 

findings suggest that if IPV stops, either through the cessation of violence between partners or by 

a mother leaving the IPV relationship, there may not be long-term consequences on the child’s 

development of prosocial skills.  One explanation for this increase in prosocial skills over time 

may be that if the mother leaves the violent relationship, the mother and child may have received 

supportive services.  Such services may have resulted in enabling the child to develop prosocial 

skills.  The U.S. Department of Heath and Human Services (2010) reported that nearly 60% of 

victims and 25% of non-victims of CPS maltreatment investigations received services post-

investigation, although it is unclear how many of these cases were child IPV exposure cases.  Of 

the current study sample, only 16% of mothers who reported experiencing IPV also reported 

receiving IPV services.  This is similar to research that indicated that few IPV victims sought 

services and even fewer sought services for their children (Groves, 1999).   
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An alternative explanation is that these results may be reflecting the increase in quality 

maternal parenting over time.  Research has shown that continuing abuse negatively affects the 

mother’s ability to adequately parent (Stephens, 1999), their relationship with their children 

(Mullender et al., 2002), and the quality of attachment between the mother and child 

(Levendosky, Huth-Bocks, & Semel, 2002).  However, in examining maternal parenting 

longitudinally, Letourneau et al. (2007) found that mothers who were currently in an IPV 

relationship displayed poorer supportive parenting skills, such as positive discipline, warmth, and 

consistency, initially but over time exhibited greater supportive parenting skills than mothers 

who were never in an IPV relationship.  This increase in supportive parenting may help explain 

increases in prosocial skills over time in children who were exposed to IPV at an early age.   

Aggressive behavior. 

It was hypothesized that early IPV exposure children (between birth and 3 years) would 

develop more aggressive behavior over time compared to children never exposed to IPV over the 

course of the study.  This hypothesis was supported in that children who were exposed to more 

frequent early exposure did not have significantly different aggressive behavior problems 

initially than children who were never exposed, but over time aggressive behavior significantly 

differed.  In other words, the more frequently children were exposed between birth and 3 years 

the more aggressive behavior problems were exhibited by age 8.   

These results may explain some of the inconsistencies in past research examining the 

effect of IPV on preschool age children externalizing behavior problems.  Although some studies 

found that IPV exposure was positively related to externalizing behavioral problems in preschool 

age children (Fantuzzo et al., 1991; Martin & Clements, 2002), other studies found no significant 

relationship (Hughes et al., 1989; Ybarra et al., 2007).  However, research consistently links IPV 



103 

exposure to externalizing behavior problems in school age children (Bauer et al., 2006; 

Christopoulos et al., 1987; Hughes et al., 1989; Ingoldsby et al., 1999; Litrownik et al., 2003; 

McFarlane et al., 2003).  A reason that researchers are not finding a consistent significant effect 

of IPV exposure on young children may be that there is a delayed effect of IPV exposure, similar 

to the results of this study, where behavior problems do not manifest until children are more 

frequently interacting with peers and adults outside of the family (i.e., school age children).  In 

other words, children exposed to IPV early in age (i.e., age 3 or younger) may have been 

exposed at a critical time point in their development and this affects the later development of 

behavioral problems.   

 Interpreted within the developmental psychopathology framework that emphasizes the 

timing and nature of children’s experiences, early experiences set the foundation for later 

development (Sroufe & Rutter, 1984).  When children are exposed to IPV at an early age the 

child adapts to these adverse circumstances.  Children who were exposed to more frequent IPV 

at an early age may have initially exhibited less aggressive behaviors than children never 

exposed because they may fear being the victim of a physical assault.  These IPV-exposed 

children may have adapted to their violent home environment.  While children who were never 

exposed to IPV gradually decreased aggressive behavior over time, the IPV-exposed children 

increased their aggressive behaviors as IPV frequency increased, resulting in a risk of highly 

aggressive behaviors in their adolescence years.   

Research Question 2: Duration of IPV Exposure 

Does duration of IPV exposure affect the development of social behavior trajectories for 

children over a 5 year time period?  
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Prosocial skills. 

It was hypothesized that children exposed to longer durations of IPV would have poorer 

prosocial skills over time than children never exposed.  This hypothesis was not supported in that 

only concurrent exposure at time 4 was significantly associated with a decrease in prosocial 

skills.  The age of children at time 4 was between 5 to 10 years (M = 6.5) indicating that 

frequency of IPV exposure had a negative effect on children’s prosocial skills when they were of 

school age.  To date there has been only one other study examining the prosocial skills of 

children exposed to IPV (Howell et al., 2010).  Howell et al. (2010) also found a significant 

negative effect of IPV exposure on prosocial skills for children age 4 to 6 years.  In the child 

maltreatment literature, similar effects have been found where children who have been abused or 

neglected showed significant decreases in prosocial skill once they entered school (Jaffee & 

Maikovich-Fong, 2011).   

A possible explanation for this decrease in prosocial skills at the school age level is that 

children exposed to IPV are at risk of developing post-traumatic stress symptoms.  In fact it is 

estimated that 50% of school age children who are exposed to IPV have intrusive thoughts 

regarding the exposure (Rossman, Hughes, & Rosenberg, 2000).  These types of symptoms can 

disrupt the normal developmental tasks and activities of children (Cichetti & Toth, 1995; van der 

Kolk, 2005) and may make it difficult for them to function properly in social settings.   

When examining the level of IPV severity, exposure to severe forms of IPV was an 

important predictor of poorer prosocial skills for the first three time points whereas minor IPV 

exposure significantly predicted poorer prosocial skills at only Time 4.  Results indicated that 

when children were exposed to severe forms of IPV between birth and age 3 (i.e., time 1), they 

experienced poorer prosocial skills than children never exposed.  There was also a lagged effect 
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from this early exposure that was carried over to the next year (i.e., time 2) where they incurred 

an additional significant reduction in prosocial skills relative to those children never exposed.  At 

Time 2, the majority of the sample (82%) was age 3 or younger, meaning that similar delayed 

effects of severe IPV exposure were still present at Time 3.   

It is widely recognized that empathy (feeling as the other feels) and sympathy (feeling 

concern for the other) are major determinants of prosocial skills (e.g., Batson, 1991, 1998; 

Eisenberg & Miller, 1979, 1987; Hoffman, 1982, 2000; Miller & Eisenberg, 1988).  By 14 to 18 

months, children begin to differentiate themselves from others and show more varied and other-

directed empathic and sympathetic responses to others’ distress (Eisenberg, Spinrad, & 

Sadovsky, 2006).  However, young children who have been exposed to IPV have difficulty in 

empathizing and attending properly to social cues (Margolin, 2005).  This difficulty in 

empathizing and sympathizing, particularly during the time period when such responses begin to 

develop, may explain the poorer prosocial skills in children who have been exposed to severe 

IPV.   

Aggressive behavior. 

Contrary to the hypothesis (H2a), longer durations of IPV exposure were not related to 

more aggressive behavior.  Rather, only Time 3 IPV exposure was significantly related to current 

and future aggressive behavior.  Children at Time 3 were on average 3.5 years old, which is 

typically the age when children begin to formally socialize with other children (i.e., preschool).  

This significant effect of IPV exposure on children’s aggressive behavior at this particular age 

may point to a critical time in development.  According to attachment theory, children construct 

a general worldview (i.e., internal working model) based on their interpretations of their 

experiences (Bowlby, 1969).  As suggested by this research, children who were exposed to IPV 
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around the age of entering preschool developed a view that aggressive behavior was acceptable 

when relating to others.  This conflict-based internal model was exhibited when he or she acted 

out aggressively with his or her peers.   

Past cross-sectional research has consistently linked IPV exposure to aggressive behavior 

in school age children (Bauer et al., 2006; Christopoulos et al., 1987; Hughes et al., 1989; 

McFarlane et al., 2003).  However, the present study did not find a significant effect of 

concurrent IPV exposure on aggressive behavior for school age children (i.e., Time 4).  

Aggressive behavior at Time 4 was instead significantly predicted by the past time point IPV 

exposure.  These results suggest that cross-sectional examination of IPV exposure may be 

misattributing the most recent exposure as the significant indicator of aggressive behavior when 

a previous developmental time period may be more important to examine.   

While few studies have examined the level of severity of IPV exposure on children’s 

aggressive behavior problems, research that has included such measures have found severe forms 

of physical violence experienced by mothers (e.g., being choked or threatened by a weapon) to 

be significantly associated with externalizing behavioral problems in their children (Hazen et al., 

2006; Johnson & Lieberman, 2007).  The current study found similar results.  Consistent with the 

hypothesis (H2b), longer durations of exposure to severe forms of IPV were significantly related 

to an increase in aggressive behavior over time.  Specifically, at every additional exposure to 

severe IPV starting at Time 2, children increasingly exhibited more aggressive behavior.   

Research Question 3: Maternal Warmth and Depression 

Do maternal warmth and maternal depression affect the development of aggressive 

behavior of IPV-exposed children over a 5 year time period?  
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Prosocial skills. 

 It was hypothesized that higher maternal warmth would be related to greater prosocial 

skills over time.  This hypothesis was supported in that maternal warmth was positively related 

to prosocial skills at the last three time points in both the Frequency and Severity Models.  

Consistent with research examining children in non-IPV households (Chase-Lansdale, 

Wakschlag, & Brooks-Gunn, 1995), having a mother who responded to her child in a warm 

manner was related to increases in children’s prosocial skills.  Past research has suggested that 

high levels of maternal warmth fostered a sense of reciprocity and trust in child, which 

encouraged him or her to develop skills for relating socially to others (Goldberg et al., 1989; 

Miller-Loncar et al., 2000; Spangler, 1991).   

Even when IPV exposure was present, high levels of maternal warmth protected the child 

from the negative effect of IPV on children’s prosocial skills.  In other words, the effect of 

maternal warmth was larger than the effect of IPV exposure on children’s prosocial skills.  

Surprisingly, IPV was not significantly related to maternal warmth.  Past research (Levendosky 

& Graham-Bermann, 2000) examining the effect of both psychological and physical IPV on 

maternal warmth found both forms of IPV to negatively affect observed maternal warmth, with 

psychological IPV having the largest negative effect.  The lack of significant effect in the current 

study may be due to only measuring physical IPV whereas psychological IPV may have yielded 

different results.   

In line with past research (Gleason, 1993; Golding, 1999; McCloskey et al., 1995), IPV 

was positively related to maternal depression.  However, maternal depression was only 

significantly related to a decrease in prosocial skills at Time 4 and not at the other time points.  

These results were not in support of Hypothesis 3b.  Interestingly, both maternal depression and 



108 

IPV exposure were negatively related to prosocial skill at Time 4.  On average, children at Time 

4 were 6.5 years of age (range 5 to 10 years) meaning all the children at this time point were of 

school age.  When a child enters school and begins to formally socialize with peers, children who 

experience IPV in their home or who have a mother with depression may experience more 

difficulty in relating to others.  Those children who experience both are at greater risk of 

developing poor prosocial skills.   

Aggressive behavior. 

Contrary to Hypothesis 3a, maternal warmth was not significantly related to aggressive 

behavior at any time point.  IPV and maternal depression were also not significantly related to 

maternal warmth.  Although past research has consistently linked poor parenting behaviors such 

as low levels of maternal warmth and effectiveness to externalizing behavioral problems for 

school age children (Levendosky & Graham-Bermann, 2001; Skopp et al., 2007), some research 

indicated no significant relationship among preschool age children (Smith et al., 1997).  

Different quality of parenting variables may be more important when examining children’s 

behavioral problems.  For example, a mother who exhibits the parenting quality of effectiveness 

(e.g., having control over child’s behavior) may be more successful at reducing problem 

behaviors.   

Consistent with Hypothesis 3b, maternal depression was a strong indicator of increased 

aggressive behavior at the later three time points.  Mothers who were depressed tended to have 

more negative interactions and less positive interactions with children, be less emotionally 

responsive, and be less empathetic towards their children than their non-depressed counterparts 

(Feng, Shaw, Skuban, & Lane, 2007; Lovejoy, Graczyk, O'Hare, & Neuman, 2000).  Because of 

these less responsive parenting behaviors, one explanation for maternal depression being 
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associated with increased levels of aggression is that the child may be exhibiting aggressive 

behavior as a way of eliciting the mother’s attention.   

As indicated in past research (Gleason, 1993; Golding, 1999; McCloskey et al., 1995), 

IPV was also positively related to maternal depression.  Exposure to IPV at Time 3 was 

significantly related to current and future aggressive behavior.  Children at Time 3 were on 

average 3.5 years old, which is typically the age when children begin to formally socialize with 

other children (i.e., preschool).  Taken together, a child is at an increased risk of developing 

aggressive behavior if the mother is both experiencing depression and IPV exposure has 

occurred when the child is entering preschool.   

Limitations and Strengths 

This study has several limitations.  Because all families in the study sample had been 

reported to CPS for child abuse or neglect, the results of this study are not generalizable to other 

populations.  Additionally, the comparison group of children who had never been exposed may 

not be an accurate representation of a comparison group.  Because all children were involved 

with CPS, those children who were never exposed to IPV had been alleged victims of other 

forms of family violence, such as child abuse or neglect.  Larger differences between children 

who were and were not exposed to IPV may exist in the general population because of the 

similar outcomes between children who had been maltreated and children who had been exposed 

to IPV. 

Finally, there are limitations regarding measurement. First, all variables with the 

exception of maternal warmth were reported by the mother which may have produced biased 

results. Second, the measurement of IPV exposure only included questions regarding physical 

assault.  Although not available in the NSCAW dataset, the Conflict Tactic Scale (Straus, 2007) 
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also includes measures of psychological abuse between partners which, in other research, has 

been found to be related to increased externalizing behavioral problems in children (Levendosky 

& Graham-Bermann, 1998).  Additionally, a mother’s report of her intimate partner experiences 

may not reflect the amount of violence to which a child was exposed.  Although child reports of 

IPV exposure may have yielded different results, a meta-analysis examining the effect size of 

child functioning did not differ between those studies that obtained child reports of IPV exposure 

and those studies that used parental reports of IPV in the home (Kitzmann et al., 2003). 

This study also possessed a number of strengths and contributes to child welfare 

knowledge by examining the impact of early IPV exposure, IPV exposure over time, and the 

level of IPV severity on the development of social behavior trajectories (i.e., prosocial skills and 

aggressive behavior) in a longitudinal national probability study of children investigated for child 

abuse and neglect.  Additionally, the effects of maternal parenting quality (i.e., maternal warmth) 

and maternal depression on IPV-exposed children’s social behavior trajectories were examined.  

Adding to the few longitudinal studies involving IPV-exposed children, this study added to the 

body of knowledge by examining the long-term social behavior developmental consequences of 

IPV exposure.  The current study also added to the limited understanding of the nature of IPV by 

using measures of frequency and severity level rather than dichotomizing IPV exposure as some 

previous research has done.  This study also contributed to our understanding of the mother-child 

relationship and maternal depression in the context of IPV. 

Implications for Social Work Practice and Policy 

Understanding the developmental period of when IPV exposure has the greatest effect on 

children’s development may provide insight into when opportunities to intervene before 
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maladaptive coping strategies and disturbed social behaviors become more pervasive.  Based on 

the current study’s results, the following are recommended for social work practice and policy: 

 (1) Assessments conducted by social worker clinicians need to include the age or 

developmental period when IPV exposure began as well as the nature of exposure including 

duration and level of severity;  

(2) Interventions should be targeted towards those children who are exposed when they 

are 3 years or younger, those children who have experienced longer duration or severe forms of 

IPV exposure, and those children who have mothers who are currently depressed or exhibiting 

low levels of maternal warmth; and  

(3) Treatment for social behavioral problems should include both the mother and child.   

Results of this study suggest that assessments include the developmental time period 

during which the child is exposed as well as the nature of exposure (i.e., duration and level of 

severity of exposure).  Because of significant delayed effects of IPV exposure on both children’s 

aggressive behavior and prosocial skills, social work clinicians need to ask questions about 

whether the child was exposed previous to the current IPV exposure incident and how long that 

exposure has been occurring.  Additionally, clinicians also need to ascertain information 

regarding the level of severity.  For example, it is important to know if the child has been 

exposed to caretakers choking or threatening with a knife or gun (i.e., severe IPV), because 

exposure to such severe forms of IPV increases the risk of children exhibiting prosocial skill 

deficits and more aggressive behavior.  This risk is additionally increased when exposure has 

occurred over multiple time periods.   

Results of this study also point to the importance of targeted interventions towards 

children who are at higher risk of social behavior problems.  Children that appeared most 
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vulnerable to negative social behavior outcomes were those children who were age 3 or younger.  

Because the negative effects of early IPV exposure are delayed until the child is school age, early 

intervention is necessary for reducing the risk of later aggressive behavior.  An initial assessment 

directly following exposure to IPV may not be able to identify behavior problems in the children.  

However, as these results suggest, there are long-term negative behavioral effects on children 

who have been exposed to IPV.  Because this is a critical time point in their development, 

interventions should be targeted to younger children.  Such interventions could address 

aggressive behavior problems in children before they begin to formally socialize with peers.  

Other groups of children that appear to be more vulnerable to prosocial skill deficits and 

aggressive behavior are those children who have been exposed to IPV over longer periods of 

time, children who have been exposed to severe forms of violence between caretakers, and 

children whose mothers are currently depressed or exhibiting lower levels of maternal warmth.   

Because maternal depression was a significant predictor of both aggressive behavior and 

poorer prosocial skills, emphasis for interventions should be on helping the mother cope with 

such mental health issues while also addressing deficits in children’s social behavior 

development.  Interventions that focus on both mother and child have been shown to be more 

effective in reducing problem behavior among school age children compared to interventions 

that only focus on the child (Graham-Bermann, Lynch, Banyard, Devoe, & Halabu, 2007).  

Successful multicomponent family interventions that provide mothers and children with 

instrumental and emotional support as well as teaching mothers child management skills 

(Jouriles et al., 2001) have been shown to be effective in reducing behavioral problems in 

children who have been exposed to IPV.  Implementing such treatment or a modified version of 

such treatment would be important in reducing future social behavior problems.   
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Directions for Future Research 

More research is needed examining the effects of early IPV exposure.  Although the 

current study suggests there are delayed negative long term effects of exposure before the age of 

4, it is unknown whether children who were exposed at an early age and exposed again in a later 

developmental period also experience delayed negative effects from the initial IPV exposure.  

Research that examines patterns of exposure occurring during key developmental periods is 

needed.  Future research should also examine if similar early IPV exposure effects are found 

with children who are not involved with CPS.  Maternal variables such as maternal warmth and 

maternal depression should also be examined over time to see if such variables buffer the long-

term effects of early exposure.   

Frequency of child psychological abuse and neglect occurring before the age of 4 (i.e., 

used as control variables in the current study) was a consistent indicator of more aggressive 

behavior at age 3 and poorer prosocial skills over time and thus warrants further investigation.  

Future research should further examine the intersection of IPV exposure and child maltreatment.  

Rates of co-occurrence of maltreatment and IPV exposure have been reported to be as high as 

67% in families identified for IPV (Jouriles, McDonald, Slep, Heyman, & Garrido, 2008).  

Examining the occurrence of maltreatment over time in conjunction with IPV exposure over time 

may provide a more nuanced examination of the developmental periods in which children are at 

higher risk of social behavior problems. 

Greater number of children in the household was also a control variable that was 

consistently related to poorer prosocial skills at age 3.  Few studies have examined the role of 

sibling relationships in families with IPV.  Because the quality of parenting and ability of the 

mother to meet the needs of her children are compromised in these homes, the characteristics and 
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quality of sibling relationships may buffer the risk of poor social-emotional development of 

children exposed to IPV.  Understanding the dynamics of sibling relationships for children who 

live in household with IPV would reveal potential intervention strategies to lessen the impact of 

such exposure on children’s social-emotional development.  Furthermore, encouraging the 

development of healthy sibling relationships may provide a model for healthy relationships in the 

future.   
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