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Abstract
Studies on the social demographic data and Intimate Partner Violence (IPV) as significant correlates for the development of
Post-Traumatic Stress Disorder (PTSD) in the Kenyan society are minimal. However, a number of research has been done on IPV. This
research identified specific social demographic data and IPV as significant correlates to the development of PTSD among 193 female
survivors. The Hurt Insult Threaten and Scream (HITS) screen was used to determine those who had experienced or are experiencing IPV
and PTSD check list- 5 (PCL-5) for DSM-5 disorders administered to determine presence of PTSD. The result showed high percentage
of the participants had PTSD 114 (59.1%) presenting with moderate to severe symptoms. The PCL-5 and HITS scores were positively
correlated indicating that increase in HITS scores as a severity of IPV was significantly correlated to increase in PTSD symptoms. It
would be concluded therefore that some social demographic qualities and IPV are precursor of PTSD among female survivors.
Keywords: Female Survivor; Gender Role; Intimate Partner; Violence; Posttraumatic Stress Disorder; Educational Attainment

Introduction
Intimate Partner Violence (IPV) is a common worldwide phenomenon [1,2]. It is a form of violence within relationships,
between dating partners, husband and wife, ex-spouses, and boyfriend and girlfriend [3]. This violence could be physical,
sexual, psychological or economical and World Health Organization estimates that one in every three women the world over,
experiences physical or sexual violence by a partner in their lifetime [4,5]. One, who lives in such violent relationship for a
long period of time, believes the violence will subside. Unfortunately, it escalates and the survivor experiences different types
and multiple episodes of abuses that greatly impacts on her physical and mental health [6].Ward (2002) acknowledges that IPV
is not a natural or biological phenomenon but it is part of the historical process in Kenya and there are factors documented
to trigger IPV that include sexual infidelity, financial instability within the relationship, family settings, and gender roles [7].
Affirm this outcome of in relation to IPV as a longstanding problem in Kenya [8,7]. Male dominance in the Kenyan society is
very obvious and patriarchal standards and attitudes pervade every level of the society [4]. Violence against women is a form
of discipline within the Kenyan society and women are socialized to anticipate it [8]. IPV has therefore been constituted as a
form of transmission from one generation to the next, in terms of values, beliefs, and behaviors, setting the tone for the origin
of a patriarchal society [3].
The most prevalent psychological effect of IPV among affected female survivors are depression, anxiety, post-traumatic stress
disorder (PTSD), and substance use [3,9,10]. According to the American Psychiatric Association (2013), IPV is associated
with Post traumatic stress disorder (PTSD) and traumatic grief [11]. This study examines on how social demographic data and
severity of IPV correlates with PTSD symptom severity as one of the mental health outcomes among female survivors of IPV.
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Methodology
Research Design and Ethical Consideration
The study adopted a cross-sectional design, using quantitative research data collection methods. The information gathered
from the data was critically analyzed using SPSS version 23 to arrive at the severity of the PTSD, giving descriptions of sociodemographic characteristics and forms of IPV. These three variables were finally correlated to determine their relationship. The five
APA ethical principles in human research were applied namely: signing of informed consent, anonymity, no coercion, beneficence
and confidentiality as presented in the American Psychological Association Code of Conduct and Ethical Principles (2010)[12].

Study setting and population
Kayole residence was the study site, a suburb of Nairobi, the capital city of Kenya. This residence site is densely populated habituating
approximately185, 948 people [13]. The women population according to Kenya National bureau of Statistics (2009) is 90,089, half
the estimated population. Kayole, though densely populated, falls neither within a slum nor affluent community [14]. It falls within
the lower socio-economic class.
This study recruited 193 female adults aged 18 to 60 years old who were residing within Kayole residency. These female participants
were all in heterosexual relationship for at least two years. The participants were either married officially, co-habiting or in a
boyfriend/girlfriend relationship.

Sampling Technique and Instruments for data collection
The participants were identified purposefully at the beginning of the study by recruiting females who were experiencing IPV and
had come to sort help at the Catholic Church or Primary Health Care outlets within the residency. Snowball sampling as a second
step of sampling was further used in this research whereby the purposefully recruited participants referred their friends whom they
knew were having or had separated or divorced as a result of IPV. The target population of the IPV female survivors was considered
“hidden” due to the sensitive nature of the IPV, which was often concealed within the family setting [15]. The instruments used for
data collection were Socio-demographic questionnaire (SDQ), Hurt, Insult, Threaten and Scream (HITS) screen and Posttraumatic
stress disorder checklist-5 (PCL-5). The SDQ was used to collect data relating to participants’ background and the variables were
associated with the types of IPV and the severity of psychological effects. The information gathered from the SDQ brought out
the age brackets that are more likely affected by IPV, the level of education of those severely affected by the intimate violence and
their marital status and type of employment in relation to their livelihoods. The HITS screen is an IPV screening questionnaire for
screening violence in a relationship and it was utilized to capture forms of IPV [16]. It has four questions to assess risk for Intimate
Partner Violence (IPV). The questions asked are used to determine the frequency of violence such as hurts, insults, threatens or
screams, in a relationship. The answers are set on a Likert scale ranging from never (1), rarely (2), sometimes (3), fairly often (4)
to frequently (5). The scores are range between 4-20 points. Any score above 9 points indicated severe suffering from abuse. It is
globally used and has been used in Europe, South and North America, China, the Middle East and Africa.
The third instrument used was the PCL-5 for measuring the severity of PTSD that fits very well into the DSM-5[17]. This PTSD
check list tool gives symptom criteria and at the same time the underlying construct of PTSD in order to establish a provisional
diagnosis of PTSD [18]. In the research by Blevin et al., investigating the psychometric properties of the PCL-5, they indicated that
the tool has excellent test-retest reliability with high internal consistency [18]. This 20 items tool is rated on a 5-point scale (0=
Not at all; 1= A little bit; 2= moderately; 3= Quite a bit, and 4= extremely). There are three ways of interpreting the results but in
this study, the option made is the use of the DSM-5 symptoms cluster which was obtained by summing the scores within a given
cluster, that is, cluster with items 1-5, cluster with items 6-7, cluster with items 8-14, and cluster with items 15-20. Consistently
high scores on a particular cluster indicated significant and problematic areas for the individual, to warrant further assessment,
treatment, and follow-up [19].

Data management and analytical plan
The data was sorted, coded and entry template formulated with assistance of a data analyst. The two research assistants made
double entry using access package of windows XP version 10. Data cleaning was done before the data was exported to the SPSS
version 23 analysis packages. Using exploratory data analysis techniques, the outputs were analyzed according to variables: forms
of IPV, SDQ and psycho-trauma symptoms of PTSD. The psycho-trauma related symptoms in the criterion for PTSD were also
analyzed. Frequencies and percentages were used to describe the demographic data and psycho-trauma symptoms of IPV of female
survivors. Correlations and chi-square bivariate statistics were used to assess the relationships between socio-demographics and
PTSD. An inferential statistics approach using correlation statistics was applied to ascertain the distribution of the variables and to
compare them within the study participants as a group. Inferential analyses were run to determine the relationships and predictors
among affected survivors who develop PTSD using correlational, chi square and logic regression model.
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Results
The study recruited 193 female survivors of IPV residing in Kayole who responded to the three questionnaires administered and
all participants except one had formal education. Table1 presents highest levels of education attained by participants. The lowest
formal educational was attaining primary school level of education and the highest level was graduate education. A high number,
81 (42.0%) of the participants, had attained secondary level of education followed by 65 (33.7%) who had attained college level of
education, while 28 (14.5%) and 18 (9.3%) had primary and University education respectively.
Level of education attained

Frequency

Percent

No education

1

0.5

Primary education

28

14.5

Secondary education

81

42

College education

65

33.7

University education

18

9.3

Total

193

100

Table 1: Levels of education attained

The marital status of the participants ranged from being single, married, divorced or separated to being a widow. More than half,
105 (54.4%) were married, while a quarter, 47 (24.4%) indicated to be single. A number of the participants were employed either
permanently or on casual basis.About half of the participants 95 (49.2%) indicated that they were casual workers while 56 (29.0%)
were in formal employment Cumulatively 151 (78.2%) of the participants.

Prevalence of IPV
The forms of IPV were captured with the help of the HITS questionnaire which served as an entry point for those who had
met the inclusion criteria for the study. Though getting a score below 10 points on the HITS scale does not qualify one as not
severely experienced IPV, it however indicates that there has been a form of violence in participant’s heterosexual relationship.
Community settings represent important sites for IPV screening and intervention particularly for females who are vulnerable
as there is insufficient evidence to recommend for or against routine screening of women for IPV and thereafter refer them for
treatment. The HITs questionnaire results showed a mean score of 9.78 with a standard diversion of 4.4; all females recruited had
experienced IPV. Using a cutoff point of 10 on this scare, the prevalence of severe IPV needing a referral was shown to be 46.6%.

Levels of PTSD
Post-Traumatic Stress Disorder (PTSD) is one of the psychological consequences associated with IPV (WHO, 2013), using the
quantitative research methods, this study examined the symptoms of PTSD among female survivors which included re-experiencing,
avoidance, emotional reaction and hyper-arousal. As delineated in Table 2, the participants re-experiencing symptoms of PTSD
are tabulated. Over half of participants had moderate to extreme re-experiencing PTSD related symptoms. Some 116 (60.1%) had
repeated, disturbing, and unwanted memory symptoms while 101 (52.3%) had repeated, disturbing dream symptoms and another
102 (52.8%) had sudden feelings or acting as if the IPV were actually happening again (as if reliving the violence). About 144
(74.6%) who form the majority of the participants had repeated very upsetting feelings when something reminded them about the
IPV and 119 (61.7%) had repeated strong physical reactions when something reminded them of the IPV.
Types of re-experiencing
symptoms

Severity of the symptom occurrence
Not at all

Rarely

Moderately

Quite a bit

Extremely

Total

Repeated, disturbing, and
unwanted memories of the stressful
experiences.

32
(16.6%)

45
(23.3%)

39
(20.2%)

26
(13.5%)

51
(26.4%)

193
(100%)

Repeated, disturbing dreams of the
stressful experience

61
(31.6%)

31
(16.1%)

39
(20.2%)

29
(15.0%)

33
(17.1%)

193
(100%)

Suddenly feeling or acting as if the
stressful experience were actually
happening again (as if reliving the
event)

51
(26.4%)

40
(20.7%)

36
(18.7%)

35
(18.1%)

31
(16.1%)

193
(100%)

Feeling very upset when something
reminded you of the stressful
experience

29
(15.0%)

20
(10.4%)

32
(16.6%)

45
(23.3%)

67
(34.7%)

193
(100%)

Having strong physical reactions
when something reminded you of
the stressful experience`

41
(21.2%)

43
(22.3%)

31
(16.1%)

35
(18.1%)

43
(22.3%)

193
(100%)

Table 2: Re-experiencing symptoms
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Avoidance PTSD symptoms as was delineated from participants are tabulated in Table 3. Over half of participants had moderate to
extreme avoidance PTSD related symptoms. Some 120 (62.2%) participants avoided memories, thoughts, or feelings related to the
IPV, 105 (54.4%) had trouble remembering important parts of the IPV experiences and 121 (62.7%) avoided external reminders of
the stressful IPV experiences (for example, people, places, conversations, activities, objects, or situations).
Types of avoidance symptoms

Severity of the symptom occurrence
Not at all

Rarely

Moderately

Quite a bit

Extremely

Total

Avoiding memories, thoughts,
or feelings related to the stressful
experience

34
(17.6%)

39
(20.2%)

42
(21.8%)

36
(18.7%)

42
(21.8%)

193
(100%)

Trouble remembering important
parts of the stressful experience

47
(24.4%)

42
(21.2%)

32
(16.6%)

29
(15.0%)

44
(22.8%)

193
(100%)

Avoiding external reminders of the
stressful experience (for example,
people, places, conversations,
activities, objects, or situations)

31
(16.1%)

41
(21.2%)

32
(16.6%)

34
(17.6%)

55
(28.5%)

193
(100%)

Table 3: Avoidance symptoms

In the emotional reaction picked out as PTSD symptoms is tabulated in Table 4, over half of participants had moderate to extreme
emotional reaction to IPV. Some 119 (61.2%) had strong negative beliefs about themselves, others or about the world (for example,
having thoughts such as: I am bad, there is something seriously wrong with me). A majority 137 (71.0%) blamed themselves or
someone else for the stressful (IPV) experience or what happened after intimate violence occurred, another 85 (44.0%) had strong
negative feelings such as fear, horror, anger, guilt, or shame, while 118 (61.1%) had lost interest in activities that they used to enjoy.
A further 115 (59.6%) had feelings of distant or cutting off from other people or isolation, 108 (56.0%) had trouble experiencing
positive feelings like being unable to feel happiness or have loving feelings for people close to them, a further 106 (54.9%) had
irritable behavior, angry outbursts, or acted aggressively and 83 (43.0%) took too many risks or did things that could cause them
harm. Table 4 presents the hyper-arousal PTSD symptoms of the participants of which over half of participants had moderate to
extreme hyper-arousal PTSD related symptoms. Some 104 (53.9%) were “super alert”or watchful or on guard, another 91 (47.2%)
had jumpy or easily startled feelings, while 109 (56.9%) had difficulty in concentrating and 102 (52.8%) had trouble falling or
staying asleep
Types of hyper-arousal symptoms

Severity of the symptom occurrence
Not at all

Rarely

Moderately

Quite a bit

Extremely

Total

Being “super alert” or watchful or
on guard

47
(24.4%)

42
(21.8%)

22
(11.4%)

38
(19.7%)

44
(22.8%)

193
(100%)

Feeling jumpy or easily startled

56
(29.0%)

46
(23.8%)

27
(14.0%)

26
(13.5%)

38
(19.7%)

193
(100%)

Having difficulty concentrating

53
(27.5%)

31
(16.1%)

23
(11.9%)

43
(22.3%)

43
(22.3%)

193
(100%)

Trouble falling or staying asleep

66
(34.2%)

25
(13.0%)

26
(13.5%)

38
(19.7%)

38
(19.7%)

193
(100%)

Table 4: Hyper-arousal symptoms

In the emotional reaction picked out as PTSD symptoms is tabulated in Table 5, over half of participants had moderate to extreme
emotional reaction to IPV. Some 119 (61.2%) had strong negative beliefs about themselves, others or about the world (for example,
having thoughts such as: I am bad, there is something seriously wrong with me). A majority 137 (71.0%) blamed themselves or
someone else for the stressful (IPV) experience or what happened after intimate violence occurred, another 85 (44.0%) had strong
negative feelings such as fear, horror, anger, guilt, or shame, while 118 (61.1%) had lost interest in activities that they used to enjoy.
A further 115 (59.6%) had feelings of distant or cutting off from other people or isolation, 108 (56.0%) had trouble experiencing
positive feelings like being unable to feel happiness or have loving feelings for people close to them, a further 106 (54.9%) had
irritable behavior, angry outbursts, or acted aggressively and 83 (43.0%) took too many risks or did things that could cause them
harm.
In-depth analysis was done to assess the severity of PTSD and results are tabulated in Table 6. The level of PTSD was very high;
using a cutoff point of 30 for a respondent to meet the full criterion for PTSD. The mean score was 39.9 which are much higher
than the cutoff point with a standard deviation of 20.7. This result cumulatively indicated that 128 (66.3%) participants had
symptoms that meet the DSM 5 criterion for PTSD. The level of PTSD was extremely high. Some 14 (7.3%) participants had mild
PTSD symptoms, 25 (13.0%) moderate and 89 (46.1%) severe PTSD symptoms that meet DSM-5 criterion for PTSD. This result
cumulatively indicates that 114 (59.1%) participants had PTSD symptoms that met the DSM criteria for moderate to severe clinical
PTSD.
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Severity of the symptom occurrence

Types of emotional reaction
symptoms

Not at all

Rarely

Moderately

Quite a bit

Extremely

Total

Having strong negative beliefs about
self, other people, or the world

37
(19.2%)

34
(17.6%)

22
(11.4%)

43
(23.8%)

54
(28.0%)

193
(100%)

Blaming self or someone else for the
stressful (IPV) experience or what
happened after it IPV

29
(15.0%)

41
(21.2%)

36
(18.7%)

47
(24.4%)

54
(28.0%)`

193
(100%)

Having strong negative feelings
such as fear, horror, anger, guilt, or
shame

35
(18.1%)

38
(19.7%)

19
(9.8%)

35
(18.1%)

31
(16.1%)

193
(100%)

Loss of interest in activities that you
used to enjoy

45
(21.8%)

33
(17.1%)

24
(12.4%)

40
(20.7%)

54
(28.0%)

193
(100%)

Feeling distant or cut off from other
people or isolated

45
(23.3%)

33
(17.1%)

28
(14.5%)

41
(21.2%)

46
(23.8%)

193
(100%)

Trouble experiencing positive
feelings (for example, being unable
to feel happiness or have loving
feelings for people close to you

44
(22.8%)

41
(21.2%)

26
(13.5%)

37
(19.2%)

45
(23.3%)

193
(100%)

Irritable behavior, angry outbursts,
or acting aggressively

52
(26.9%)

35
(18.1%)

37
(19.2%)

30
(15.5%)

39
(20.2%)

193
(100%)

Taking too many risks or doing
things that could cause you harm

78
(40.4%)

32
(16.6%)

25
(13.0%)

25
(13.0%)

33
(17.1%)

193
(100%)

Table 5: Emotional reaction symptoms
PTSD symptoms severity
0-29

Frequency

Normal

Percent

65

33.7

30-35 Mild

14

7.3

36-44 Moderate

25

13.0

45 and above – Severe

89

46.1

Total

193

100

Table 6: Levels of PTSD symptoms severity

Social demographics and PTSD
Table 7 tabulates association between participants who meet the criterion of PTSD and socio-demographic characteristics. A cross
tabulation between highest education attained socio-demographic characteristics indicated a statistically significant relationship;
participants who had severe trauma related that met PTSD criterion 79.3% (23) had no education or primary education, this was
statistically significant (p=0.012). This indicated lower education attainment could be likely cause of respondent being abused
by their intimate partner causing the development of PTSD as compared to those who had attained higher education levels,
particularly university education.
Covariate

Covariate
No

Yes

18-27years

50.0% (17/34)

50.0% (17/34)

28-37 years

35.2% (25/71)

64.8% (46/71)

38-47 years

41.2% (21/51)

58.8% (30/51)

48-60 years

43.2% (16/37)

56.8% (21/37)

Permanent

42.9% (21/56)

57.1% (32/56)

Causal

41.1%(39/95)

58.9%(58/95)

Unemployed

38.1% (16/42)

61.9% (26/42)

x2 statistics

p-value

2.2

0.546

1.020

0.600

Age

Type of work

Marital status
Married

46.7% (49/105)

53.3% 56/105)

Divorced/Separated

26.5%(9/34)

73.5%(25/34)

Single

42.6%(20/47)

57.4%(27/47)

Widow

14.3% (1/7)

85.7% (6/7)
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Education level
Primary/no education

20.7% (6/29)

79.3% (23/29)

Secondary

45.7% (37/81)

54.3% (44/81)

College

36.9% (24/65)

63.1% (41/65)

66.7% (12/18)

33.3% (6/18)

University

11.032

0.012*

Table 7: PTSD and Associated Socio-demographic Characteristics

Relationship between HITS scores and PTSD
Table 8 presents the association between HITS scores that indicate severe IPV problem and PTSD according to DSM-5 criterion.
DSM-5 diagnosis of clinical PTSD was higher in proportion of participants with high score on HITS (above 9) indicating clients
with severe IPV experiences 72/90 (80.0%) had PTSD compared to a lower proportion of participants with a lower score on the
HITS indicating no IPV 42/103 (40.8%) who had PTSD, p<0.001. This indicated that participants who had severe IPV relationships
were more likely to develop PTSD.
PTSD

Covariate

No (n=79)

Yes (n=114)

No IPV

59.2% (61/103)

40.8% (42/103)

Yes presence of IPV

20.0% (18/90)

80% (72/90)

x2 statistics

p-value

30.563

<0.001

Intimate Partner Violence

Table 8: IPV and Associated PTSD

Factors that predict persistence of PTSD symptoms
Results computed by use of logistic regression to predict the risk factors for development of PTSD are presented in Table 9.
Participants who had severe IPV occurrences as scored on HITS scale were 5.459 times more likely to have PTSD than those with
no occurrences of IPV (OR=5.459; 95% CI: 2.725-10.937; p<0.001). This means that participants with severe IPV incidences were
more likely to have PTSD.
Covariate

OR

(95% CI)

p=value

OR

95% CL

p-value

Age

0.860

0.614-1.206

0.383

Educational level

0.929

0.621-1.390

0.721

Marital status

1.428

0.973-2.097

0.049

Employment status

0.970

0.610-1.541

0.896

IPV severity

5.459

2.725-10.937

<0.001**

Social Support

0.998

0.983-1.012

0.743

Reference

1.099

0.49

Table 9: Multivariable Analysis of PTSD and the associated trauma related disorders

Discussion
Intimate partner violence (IPV) is a major public health issue associated with adverse health consequences for survivors such
as PTSD. The social demographic responses vis-à-vis IPV revealed that older age categories had more participants meeting the
HITS criterion indicating high IPV as compared to the younger age category. This finding compares to the studies in the United
States by Zink et al., which showed that IPV is prevalent among older aged women than younger aged women [20]. Whereas
the older aged categories, 38-47, 48-60 years had more participants meeting the IPV criterion compared to the younger age
criterion, the highest number of participant in the current research was in age group of 28-37 years old representing 37%. The
results in this study indicate that the society has socialized females to accept and anticipate violence as a form of discipline.
This finding is similar to the study by Kiprotich and Ngenowhich indicated that the IPV is a form of socialization in the Kenyan
society [8]. Further, related to the current study findings are the collectivist cultures, which are patriarchal, exhibit strong
gender roles which gives the men power to control women’s behavior. This affirms Stewart,et al. research, that most collectivist
cultures link masculinity to dominance, honor and aggression [2].
Most, 76.5% of the participants in this study were either divorced or separated and they had a higher prevalence of meeting
severe IPV experience. This result could be postulated to mean that separation or divorce was the strongest predictor for the
development of PTSD among survivors of IPV. This finding is similar to a US courts study of 1986 on 129 women who were
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divorced in Philadelphia and Pennsylvania, where it was found that violence was the significant determining factor for divorce
[21]. Married female members of the Kenyan society are more respected than the non-married members and therefore losing
a marriage could mean losing the respect one had within the community and that could be a strong predictor of severe PTSD.
Valdez,et al. indicated that a belief system where a woman may hold prior to the onset of abuse may lead to an increased
vulnerability once the violence occurs and this may lead to the survivor staying in the relation. The societal expectations make
the women stay in such relationships [22]. The survivors who were employed either permanently or on casual basis were
151(78.2%). They could take care of their economic needs and yet they kept staying in the abusive relationships. There could
be many reasons for them to stay in abusive relationships despite their economic power. Some of the reason shared included
the fear associated with their traumatic experience; being anxious about the partner following them, stalking and attacking
them if they left. These traumatic experiences that the survivors were exposed to were too threatening and disturbing but they
gradually surface later and are fully integrated. This finding is supported by Kendall’s (1989) findings with a postulation that this
is a natural process of self-healing [23]. This is because when fear is activated by a dangerous situation, it will lead to adaptive
maneuvering by the individual to safety. In this study with the survivors of IPV, a pathological fear structure arises where the
associations of the stimulus response, and meaning become a distorted reality. As argued by Foa and Kozak (1986), pathological
fear structures are resistant to modification causing persistence of cognitive avoidance [24]. This explains why despite their
academic and economic backgrounds; survivors still stayed in the relations that was continually traumatizing. This also affirms
the Psychodynamic theory of Sigmund Freud. The survivor goes through a helpless experience and obsessive repetition of
trauma that occurred, that is re-experiencing symptoms (Freud, 1939) [25]. The effects can persist long after the violence has
stopped, depending on the severity of the individual’s experiences of the abuse during or shortly after the incident, as reported
by WHO (2012) [6].
Employment status was negatively correlated with age, the older the respondent the more likelihood of not being employed.
Not being employed meant dependence on the partner economically. Participants who were either unemployed or have low
income were (39) and were completely dependent on their partners. As a result, their partners used their economic power as
a means to threaten the survivors who accepted the violence as a norm in the relationship. This study strengthens the point
made by Stewart,et al. (2013) that those with low income, together with a society that is stuck to traditional gender norms or a
community which has women as dependents economically, form economic status of men as social norms that are supportive
of violence against women[2]. One other aspect that keeps the survivor in the relationship is the insecure attachment patterns
that are linked to IPV as has been evaluated by Shurman&Rodriguez (2006) [26]. Many of the participants could not leave
their relationship and this could be occasioned by insecure attachment which made it difficult for the IPV survivor to leave
the abusive relationship. Downey, et al. (2004) confirms this that the childhood exposure to maltreatment and early rejection
leads the victim to become extra vigilant to rejection from others [27]. With respect to attachment anxiety, IPV and symptoms
of PTSD have a stronger relation in conditions where there is high fear of being unloved or rejected by the intimate partner
[28]. This implies that those who go through IPV with high attachment anxiety have the greater risk of developing more severe
PTSD symptoms. Unfortunately, some women go into the relationship expecting to be abused stemming from their childhood.
They may have experienced their mothers going through the abusive relations and so grow up expecting the same within their
romantic relationships. These survivors in this study might have internalized negative views of themselves, mistrusting others
and opening up to tolerate abuses within romantic relations reasoning that romantic relations should always be abusive. This
point is strengthened by Valdez,et al. (2013) and Barner and Carney (2011) who indicated that the abuse is accepted and
expected by the survivors because of learnt helplessness in the face of abuse stemming from their childhood [22,29]. This
also confirms what was narrated in Beck’s (1967) theory of cognitive behavioral, which states that psychological issues arise
as a result of maladaptive, faulty or irrational belief about ourselves, our world and others leading to distorted thoughts and
judgments [30]. Thus, some of the female may venture into the relationship with the distorted belief that violence is part of
the love relationship. Some of the female survivors also may go into the relationship carrying with them the early maladaptive
schemas as described in Beck’s (1967) cognitive theory [30]. Schemas can be defined broadly as core beliefs of self, others
and the world developed during childhood which guides one’s life today and it could be dysfunctional to a significant degree
[31]. The schema that marriage will and should always has violence. In the area of education, all the participants had formal
education except one. This meant that 99.5% of the participants were educated and 90.2% of them had achieved higher formal
education from secondary school to University level. Attaining higher education as a female is an important component of
marital power and yet it does not deter IPV. This point is attested to by Jin, et al. concerning the women of Karala who are better
educated and well employed than the average Indian woman yet despite the advancement in education, IPV remains high [32].
Though education does not prevent violence, the level of education had significant relationship with reduced IPV behavior. The
participants with no education or primary education had a higher prevalence of meeting IPV criterion. Education status was
negatively correlated with type of employment. The participants with no education or primary education also had higher scores in
PCL-5 that met the DSM-5 criterion for PTSD, as compared to those with higher education like University. This indicated lower
education attainment is more likely to cause of respondent being abused by the intimate partner and develop PTSD as compared
to higher education attainment, particularly university education.
The marital status of the participants ranged from single, married, divorce or separated to being a widow. More than half of the
participants 105 (54.4%) were married while the rest 88 (45.6%) were either single, separated, divorced or widowed. Despite the
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violence in the relationship, more than half of the participants were still living in the abusive marriage, and had no intension of
getting out. This affirms the assertion by Barnett (2000) that abusive relationships are governed by patriarchal values which gives
little or no power to women [33]. The women will therefore remain in the abusive relationship because of the children. Being a
patriarchal society, social observance shows that children belong to the husband’s family and therefore a woman separating from
her husband meant she is leaving her children in the hands of her in-laws. In the case the husband remarries, these children then
suffer under the care of a stepmother.
In a patriarchal society, dowry in form of a bride price paid to the woman’s family seals the relationship. These survivors of
IPV are likely to feel guilt, shame and even blame themselves for separating from their abusive husbands as was indicated by
Karakurt, Smith & Whiting (2014) [34]. Furthermore, cultural factors play an essential role in these women staying on in the
abusive marriage relationship. Women in patriarchal cultures are urged to endure rather than reject IPV since the men have power
to control the behavior of the women [2]. Another factor that may make the women stay in abusive relationships is the status of
marriage within the Kenyan communities. The Kikuyus among the participants reported that to be divorced or being separated
from one’s marriage was not accepted lightly in the Kikuyu culture. The community calls those women names such as “guchokio”
(loosely interpreted as a “returnee”). The woman would thus opt to stay in the abusive relationship rather than getting out and be
looked down upon by the society.
About 88 (45.6%) of the participants in the study were in the single state of life (single, separated, divorced or widows). With the
exception of the widows, the rest could be staying in the single state due to the violence involved in the relationship. It was also
realized that with the violence eliminated due to the separation, the physical and psychological health improve. However, even with
the absence of violence, these survivors carry with them the wounds and scares of the violence they have gone through. A number
of the participants had deep knife wounds, scares and bruises. One of the respondents had even been stabbed by the partner and
had to be admitted and stitched several times on her belly.
The level of PTSD was very high among the participants at 66.3% and the symptoms met the DSM-5 criterion for PTSD. The HITS
scores that assessed IPV, were positively correlated with PTSD scores. Increase in HITS scores were significantly related to increase
in PTSD symptoms. Therefore, high scores on HITS indicated severe IPV incidences leading to the development of PTSD. The
high prevalence of PTSD confirmed the psychological scars carried by the participants. This is affirmed by Stewart, et al. that when
the relationship ends, the IPV will end with it [2]. However, the wounds and scars of domestic violence runs deep as the traumatic
experience of what one has gone through can stay with one for a very long time [35]. This study, at the same time, affirms the
point by Frías and Agoff (2015) that gender inequality in the social structure also condones violence because it holds the woman
responsible for keeping the family together [36]. There is inequality in that these ladies earn very little and depend on their partners
who may be the major breadwinners of the family.
Level of education attained was a statistically significant factor as participants who had no education or primary education
(15%) had a higher prevalence of meeting IPV criterion. With higher education, the survivor improves her cognitive skills and
employment chances. This raises the chances of gaining some employment, thus reducing the economic burden and dependence
on the male partner. This indicates that lower education attainment, could mean no job opportunities leading to the female partner
depending solely on the male partner and this could likely be the cause of the respondent being abused by the intimate partner as
compared to those with higher education attainment. The female partner’s physical and economic dependency on her male partner
makes it hard for her to leave the abusive relationship increasing vulnerability for continued abuse. Kalmuss and Straus (1982)
confirm this postulation as they indicated that the female partner’s dependency on the male partner economically and emotionally
increases the likelihood of violence in the relationship [37]. There are a multitude of reasons and challenges that asurvivor of IPV
faces which makes her remain in the relationship. From these study findings, it would be said that oppression from the partner,
social isolation from the community, fear of not being able to support herself financially, the constant violence coupled with the
negative psychological sequelae, negative belief system, insecure attachment pattern and low education make it hard for the female
survivors of IPV to extricate herself from IPV.
The forms of violence that the survivors go through according to WHO (2012) often exist side by side. The prevalent abuse among
the participants was the verbal abuse, 81.3%, which can be traumatizing [6]. According to Hartwell-Walker (2016), it causes the
self-esteem to erode and at the same time, Schumacher and Leonard (2005) have documented that verbal abuse earlier in the
relationship becomes a precursor for subsequent physical abuse later in the relationship [38,39]. Physical violence constituted
67.9% of the participants and was the second highest. This result is consistent with previous studies by Torres, et al. (2013) and
WHO (2012) which indicated that physical, sexual, and psychological abuse of women by their intimate partners is common
the world over [40,6]. The third highest form of violence among the participants was threats. More than half (53.4 %) of the
participants had been threatened by their intimate partners with dire consequences. The current research found the abuses in this
order from the highest as verbal, followed by physical and then threats. This descending order in this study is an incidental finding.
In the area of psycho-trauma symptoms among survivors of IPV in Kayole, theparticipants showed evidence of re-experiencing,
avoidance, emotional reaction and hyper-arousal attitude towards the painful incidents in their life and these symptoms meet the
full criteria for PTSD in the DSM-5, pointing to the fact that the study is conforming to the American Psychiatric Association
(2013), which documents that IPV is associated with PTSD [11]. The detailed symptoms according to DSM-5 include intrusive
memories of the event, intense physiological distress, i.e. struggling with emotional upsets when exposed to cues that resemble
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the event, difficulty falling asleep, feelings of detachment, exaggerated startle response, and hyper vigilance. These symptoms were
exhibited in the participants pointing to the fact that women abused by their partners suffer higher levels PTSD, an accession
supported by WHO (2012) and Karakurt, et al. (2014) [6,34].
Identifying the emotional symptoms related to psycho-traumatic event was done across a wide spectrum and over half of the
participants in the study had moderate to extreme forms of PTSD. Even those who did not meet full criteria for PTSD, results
indicated that they may suffer symptoms that strongly impact their behavior, judgment, work performance, and ability to connect
with others. The emotional symptoms related to the traumatic events caused by their partners were difficult because of the various
ways by which “trauma” was expressed by the survivors. Torres,et al. (2013) affirmed that IPV has a significant impact on mental
health, especially in the areas of post-traumatic stress disorder (PTSD) [40]. Clearly evidenced in the study was the fact that over
half of the participants had the symptoms of PTSD confirming the study by Rogers and Follingstad (2014), that the most commonly
mental health issue that comes out of IPV is PTSD especially when there is direct relation to more severe physical abuse[41].

Conclusions and Clinical Implications
The study findings indicate that social demographic data in relation to IPV revealed that older age categories had more participants
meeting the IPV criterion as compared to the younger age categories. A postulation that can be made is that older clients have
experienced IPV for a longer period without intervention. Therefore, awareness creation on the effects of IPV and earlier
intervention may be helpful in minimizing prolonged effects of IPV.
Divorced/Separated participants had a higher prevalence of meeting IPV criterion. This indicated IPV could be the likely cause of
divorce or separation. Psychologists and clinicians working with this group must probe into the cause of the divorce or separation.
Serious consideration be given to psychological education to help make her aware of the total dependence on the man and a
possibly attachment negotiated wrongly from infancy and to help correct such tendencies.
Education attained plays an important role since participants with no education or primary education had a higher prevalence of
meeting IPV criterion. This indicated lower education attainment could lead to no work opportunities and so tend to rely solely
on the partner for daily living, causing the respondent to be abused by the intimate partner as compared to those with higher
education attainment leading to work opportunities. Clients need to be encouraged to be self-sufficient; thus girl child need to be
encouraged to avoid early intimate relationships but in turn complete at least secondary school education first. Some of those who
have attained higher education are also stuck in the abusive relations due to attachment issue. Women with attachment issues are
prone to IPV and eventually end up with psychological issues such as PTSD. The clinical and psycho-trauma issues would then
need to be addressed prior to the IPV problem to be able to help the client effectively. The other area that the therapists need to
assess is the attachment style of the client.PCL-5 and HITS scores in the current study are positively correlated indicating that
increase in HITS (IPV) scores were significantly related to increase in PTSD symptoms. Therefore, high scores in HITS indicate
severe IPV incidences which cause the development of both PTSD.
Gathering from the social demographic information of the participants revealed a number of key findings and factors compelling
the survivor to continue to stay in the relationship. It was revealed that the survivors stay in the relationship even though the violent
relationship leads to adverse mental effect such as PTSD which is very prevalent in the Kayole society. From the study it is realized
that the violence within the relation is the precursor for the mental health outcome of PTSD.
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