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Abstract

Parental risk for perpetrating child abuse is frequently associated with intergenerational patterns of 

abuse: being abused increases the risk for future abuse. Yet, the mechanisms of intergenerational 

abuse are unclear, and the risk factors for perpetrating child abuse are interrelated. Research 

suggests that history of childhood abuse, psychiatric distress, and exposure to intimate partner 

violence (IPV) are all related risk factors for perpetrating child abuse. We investigated these three 

risk factors using the developmental psychopathology framework in a racially diverse sample of 

high-risk women: women residing in domestic violence shelters. 211 mothers residing in domestic 

violence shelters completed measures of their own childhood abuse (defined narrowly in a 10-item 

self-report survey), exposure to and severity of IPV victimization, and structured interviews to 

diagnose psychiatric disorders. We utilized a hierarchical regression model to predict child abuse 

potential, accounting for risk factors in blocks roughly representing theorized temporal 

relationships: childhood abuse followed by psychiatric diagnoses, and then recency of exposure to 

IPV. Consistent with hypotheses, the strongest predictor of current child abuse potential was the 

psychiatric diagnosis of PTSD. Mediation tests further explicated that the relationship between 

maternal history of childhood sexual abuse and current potential for perpetrating child abuse is 

mediated by IPV-related PTSD symptoms. Results suggest that IPV-related PTSD symptoms, 

rather than exposure to abuse (i.e., childhood abuse or IPV), is most strongly associated with child 

abuse potential in recent IPV survivors. Interventions which can ameliorate maternal 

psychopathology and provide resources are recommended for these vulnerable families.
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Childhood physical and sexual abuse, defined as any act(s) on the part of a caretaker which 

result in harm, are relatively common and harmful experiences for many children in the US 

(USDHHS, 2012). In 2011, there were 686,000 confirmed victims of childhood abuse or 

neglect, of which 17.6 percent were victims of physical abuse and 9% of sexual abuse 

(USDHHS, 2012). Actual numbers are much higher due to the systemic under-reporting of 

these crimes (Juby, Downs, & Rindel, 2014). The consequences of childhood abuse are 

many and long-lasting; people with a history of childhood abuse are more likely to 

experience emotional distress in the forms of depression and anxiety (Juby et al., 2014). In 

addition, much evidence links experiences of childhood abuse to adult experiences of abuse, 

such as intimate partner violence victimization (IPV: Hamby & Grych, 2013; Widom & 

Wilson, 2015). In recent years, both scholars of childhood abuse and IPV have begun 

investigating these interrelationships. In particular, researchers have studied the links 

between parental histories of childhood abuse, adult experiences of IPV, and how these 

experiences may then transmit risk for child abuse to the next generation (e.g., Noll, 

Trickett, Harris & Putnam, 2008).

One manner of examining this pathway has been the construct of child abuse potential 

(CAP). CAP is a construct designed to assess a range of established risk factors (e.g., 

parenting distress, rigidity, family conflict) for perpetrating moderate to severe physical 

child abuse (e.g., hitting or pushing a child) in parents that can be assessed without 

triggering a socially desirable response style in participants. CAP is a multidimensional 

construct meant to represent overall risk for engaging in physical child abuse that can occur 

via a variety of pathways (Milner & Wimberley, 1979). The development of the Child Abuse 

Potential Inventory and the Brief Child Abuse Potential Inventory included criterion validity 

research designs with cases referred to child protective services (Milner & Wimberly, 1979; 

Ondersma, Chaffin, Mullins, & LeBreton, 2005); thus, it is considered a highly valid, 

although not necessarily face-valid, measure of CAP (for a critical review, see Walker & 

Davies, 2010). The goal of the current study was to investigate a comprehensive model of 

risk factors for child abuse potential using a developmental psychopathology framework in a 

high-risk group: mothers in domestic violence shelters. We also sought to provide 

descriptive data on child abuse potential scores and explore dimensions of child abuse 

potential in this unique sample.

History of Childhood Abuse, Maternal Psychopathology, and Later Child 

Abuse Potential

Many studies have examined the relationships between maternal history of childhood abuse 

and CAP (e.g., Jaffe, Cranston, & Shadlow, 2012, childhood physical abuse; Bert et al., 

2009; childhood physical abuse and neglect). Some have found that indicators of 

psychological health, such as maternal responsivity, parenting, or trauma symptoms (e.g., 

Milner et al., 2010), mediate these relationships. This suggests that it is not the presence of 

childhood abuse per se, but the context of the abuse and the ongoing consequences of these 

experiences that increase child abuse potential. Specifically, constructs such as distress 

related to childhood abuse, frequency of abuse, and relationship to the perpetrator are linked 

to differential clinical outcomes in some research (Hazen, Connelly, Roesch, Hough & 
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Landsverk, 2009; Charak, DiLillo, Messman-Moore, & Gratz, 2017). Thus, more 

comprehensively assessing the characteristics and context of childhood abuse is important 

for further explicating and understanding the ongoing consequences of childhood abuse and 

may explain mixed findings in the literature (Haselschwedt, Savasuk-Luxton, & Hlavaty, 

2017).

Psychopathology is a common consequence of childhood abuse, as well as an independent 

risk factor for child abuse potential. Psychiatric symptoms interfere with accurate 

attributions, impair judgment, and worsen functioning and emotional regulation, ultimately 

impairing the sufferer’s ability to parent effectively (Rodriguez, Smith & Silvia, 2016; Berg-

Nielsen, Vikan, & Dahl, 2002). Yet, it is important to investigate the effects of specific types 

of psychopathology, as some symptoms may be more debilitating than others and require 

different intervention strategies. For example, emotional numbing symptoms such as those 

seen in depression and posttraumatic stress disorder (PTSD) may be related to less maternal 

empathy or responsivity (Bert et al., 2009). In contrast, the emotional reactivity associated 

with hyperarousal (in PTSD) and borderline personality disorder (BPD) is associated with 

greater negative attributions about children’s behavior, which can increase child abuse 

potential (Rodriguez, Smith, & Silvia, 2016). Depression, BPD, and substance use are linked 

to an increased risk of parenting stress and child abuse (Kelley, Lawrence, Milletich, Hollis, 

& Henson, 2015; Laulik, Chou, Browne, & Allam, 2013; Shenk et al., 2017). To wit, 56% of 

mothers in opioid-substitution therapy scored in the high-risk range for child abuse potential 

(Dawe, Taplin, & Mattick, 2017). Yet, in many samples, including among women in shelter, 

psychiatric comorbidity is the norm, with the most common diagnoses including PTSD, 

depression, substance use disorders, and BPD (Johnson, Zlotnick, & Perez, 2008). Research 

is needed that assesses multiple, specific diagnoses, as outpatient treatment is often 

predicated on specific diagnoses rather than level of distress.

Maternal Psychopathology, IPV, and Child Abuse Potential

Research demonstrates that psychopathology increases risk for experiencing IPV 

victimization (Iverson, Litwack, Pineles, Vaughn, & Resick, 2013; Johnson et al., 2013), and 

IPV itself is another risk factor for child abuse (Rodriguez, 2006). Thus, psychopathology 

may play a central role in understanding child abuse potential among survivors of severe 

trauma. As traumas accumulate, so do psychiatric symptoms and impairment, which further 

increases one’s vulnerability to violence and abuse (Myers et al., 2015; Hamby & Grych, 

2013). However, research on the relationships of CAP <mi> IPV and IPV <mi> 

psychopathology is often silo-ed in separate literatures (Banyard, 2013; MacMillan & 

Wathen, 2005). For example, Whiting and colleagues (2009) found adult psychiatric 

diagnoses (PTSD, alcohol dependence) increased the likelihood of adult IPV victimization 

in an epidemiological sample of childhood abuse survivors. Smith and colleagues (2014) 

found that negative emotion mediated the relationship between child abuse and CAP in a 

sample of low-income, racially diverse mothers. Although Whiting et al. (2009) used a 

similar strategy to Smith et al. (2014) to assess child abuse history, Whiting et al. (2009) did 

not assess current child abuse potential. Smith et al. (2009) examined psychiatric distress 

broadly, rather than utilizing specific diagnoses.
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Theories of Intergenerational Transmission of Childhood Abuse and 

Women in Shelter

Research and theory are beginning to integrate how and why people with a history of 

childhood abuse are at greater risk for IPV victimization as adults (childhood abuse<mi> 

IPV) and at greater risk perpetrating abuse towards their children (childhood abuse <mi> 

CAP). Historically, the predominant theoretical model was social learning theory, which 

posits that having experienced childhood abuse normalizes the experience and thus 

facilitates IPV and child abuse potential via changes in attitudes and behavior regarding 

violence (Widom & Wilson, 2014). However, this theory poorly accounts for the role of 

psychopathology. The developmental psychopathology perspective emphasizes how 

psychopathology, as a result of childhood abuse, increases risk for IPV and child abuse 

potential by altering developmental trajectories and downstream processes such as emotion 

regulation and parenting behavior. This perspective is promising because there are reliable, 

effective treatment options for many forms of psychopathology, offering hope that the 

effective use of existing resources can reduce psychological suffering along with the risk of 

child abuse. Although a cross-sectional study does not allow an examination of 

developmental trajectories, it allows multiple levels of analysis within the same person, a 

recommendation of this theory (Cicchetti & Toth, 2009).

Racially diverse mothers in domestic violence shelters are an important and under-studied 

group for utilizing the developmental psychopathology framework to understand the 

intergenerational transmission of abuse. Their risk for engaging in child abuse is likely 

complex and their histories of abuse and associated psychopathology severe (Johnson et al., 

2008; Gobin et al., 2013). Women in shelter are struggling to overcome individual and 

systemic barriers that may reduce their risk of child abuse potential by reducing their 

exposure to IPV. Indeed, Rodriguez (2006) found that women post-transitional housing had 

lower CAP scores than women in shelter. However, women in shelter are also at increased 

risk for CAP due to ongoing challenges in their lives, such as housing instability and 

psychiatric distress. Few studies have examined CAP in this high-risk sample from a 

developmental psychopathology approach. To our knowledge, Rodriguez (2006) is the only 

published research examining CAP in women in shelter. This study found that women in 

shelter had higher CAP scores on average than adjudicated abusers; results also showed a 

strong relationship between psychiatric distress and CAP (Rodriguez, 2006).

Current Study and Hypotheses

Women in domestic violence shelters are a marginalized population experiencing a 

confluence of risk factors while seeking safety and stability. The current study aimed to 

address limitations in previous research by testing a more complex model of child abuse 

potential using a developmental psychopathology framework in a unique and highly relevant 

sample: racially diverse women in domestic violence shelters. Descriptive data is needed to 

contextualize CAP scores in this population, and exploratory research is needed to 

understand the how the subscales of the Brief Child Abuse Potential Inventory (BCAP) may 

be related to psychopathology in unique, high-risk populations. It is especially important to 
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utilize accurate screening and diagnostic tools for child abuse potential in a setting where 

families are attempting to build resilience and empowerment while struggling to meet basic 

needs. Indeed, challenges in parenting are a serious stressor for mothers during and after 

their time in the shelter (Ham-Rowbottom, Gordon, Jarvis & Novaco, 2005). To our 

understanding, only one study has explored the BCAP subscales in a high-risk population: 

opioid-dependent mothers (Dawe et al., 2017). No prior studies have explored the 

relationship between BCAPI subscales and psychopathology.

Aim 1: Test a comprehensive, developmental psychopathology model of child abuse 

potential using the developmental psychopathology framework. We focused on three 

diagnoses very common in women in shelter (depression, PTSD, and borderline personality 

disorder; Johnson, Zlotnick, & Perez, 2008), all of which are strongly associated with 

history of childhood abuse (Ackerman, Newton, McPherson, Jones & Dykman, 1998; 

Filipas & Ullman, 2006; Rogosch & Cicchetti, 2005). We utilized multiple IPV variables, 

such as number of days since contact with the abuser, rather than solely severity of IPV, to 

counter possible ceiling effects, as all study participants had experienced IPV severe enough 

to necessitate seeking shelter. We assessed only moderate-severe maternal histories of 

childhood physical and sexual abuse as well as variables capturing the context this childhood 

abuse, such as distress and relationship to the perpetrator (Haselschwerdt et la., 2017). 

Hypotheses: IPV variables and current psychopathology (especially trauma-related 

psychopathology: PTSD and BPD), rather than maternal history of childhood victimization, 

will be predictive of child abuse potential scores, in line with the proximal occurrence of 

these variables and consistent with the findings of Smith et al. (2014).

Aim 2: Informed by the results of Aim 1, we will test specific mediation models assessing 

the relationship between maternal history of childhood abuse variables, IPV-related PTSD, 

and current child abuse potential.

Aim 3: Provide descriptive data on BCAP total scores for this high-risk, unique population. 

No prior research has published BCAP scores in this population. Hypothesis: The 

percentage of the sample with a high-risk score will be higher in this population compared to 

other published research, consistent with the findings of Rodriguez (2006).

Aim 4: Investigate potential differences in BCAP subscale scores by diagnosis, given the 

utility of specific diagnoses in understanding CAP and as intervention targets. Ondersma et 

al. (2005) highly recommends research on the subscales to investigate their potential use in 

understanding CAP. Yet, little research has explored the BCAP subscales, and no studies 

have gathered data on the BCAP subscales with samples of women in domestic violence 

shelters. Given the paucity of research, we consider this aim exploratory.

Methods

Participants

Participants were 273 women aged 18 and older residing in one of six domestic violence 

shelters in Northeast Ohio. Participants were recruited as part of a larger study examining 

PTSD treatment in domestic violence shelters. Analyses for this paper focus on the sub-
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sample of women with children (n = 250) who completed a valid measure of child abuse 

potential (n = 211, see also Data Cleaning). Thus, our final sample of 211 women ranged in 

age from 19 to 59 (M = 35.2, SD = 8.8); most had less than a college education (62.0%), 

were unemployed (85.8%), low income (89.6% earned < $10,000), and receiving 

government aid (80.6%). The sample was racially diverse: White (46.4%), Black/African 

American (44.1%), multiracial (8.5%), and Native American (0.5%). Ethnically, 5.2% 

identified as Latina. Most had never been married (50.7%), and many were divorced 

(22.7%), or separated (15.2%). The majority of participants identified themselves as 

heterosexual (92.9%), fewer as bisexual (6.6%), and very few as lesbian (0.5%).

Materials

Childhood abuse history.—History of physical and sexual abuse before age 18 was 

assessed using the Traumatic Stress Schedule (TSS: Norris & Perilla, 1996). For this study, 

we modified the instructions to ensure that participants did not report traumas related to the 

IPV that brought them to shelter. The TSS uses ten items to assess trauma history; each item 

describes a traumatic event, the frequency of the event, the extent of distress experienced 

during the event, and the victim’s relationship to the perpetrator (e.g., spouse/partner, friend, 

family member, stranger, other). Follow-up items were added to the TSS to assess age at the 

time of the trauma to ensure peer victimization, family abuse, and IPV were separately 

identified.

The TSS item “did anyone ever beat you up or attack you?” was used to assess history of 

childhood physical abuse. This is consistent with the BCAP’s focus on moderate to severe 

physical abuse. The TSS item “did anyone ever make you have sex by using force or 

threatening to harm you? This includes any type of unwanted sexual activity,” was used to 

assess childhood sexual abuse. Participants rated their distress related to these traumas, “to 

what extent were you distressed by the event?” on a scale from 1-’not at all’ to 

7-’extremely’. Items were coded positively for history of childhood physical or sexual abuse 

if participants reported that they were 17 or younger at the time of the event. The TSS has 

good validity; participants who endorse TSS items are more likely to experience PTSD 

symptoms (Norris, 1992). The TSS also has good test-retest reliability, with strong one-week 

test-retest correlations (Norris & Perilla, 1992). The TSS has previously been used to assess 

childhood abuse history (Smith, Level, & Chamberlain, 2006; Schneider, Baumrind & 

Kimerling, 2007). The TSS childhood abuse items are similar to the Adverse Childhood 

Experiences (ACEs) items (Felitti et al., 1998). For example, the ACES childhood physical 

abuse item reads, “did a parent or other adult in the household often push, grab, slap, or 

throw something at you?” While it is likely that the TSS under-identifies less severe cases of 

childhood abuse, it is highly unlikely to identify false positives, making it appropriate for 

this sample of women with extreme abuse histories.

Major Depression and Substance Use Disorders.—The mood disorders and 

substance use disorders modules from the Structured Clinical Interview for DSM-IV-I/P 

(SCID: First, Spitzer, Gibbon, & Williams, 2002) were used to assess major depression and 

substance use disorders (SUDs). For analyses, alcohol and drug use diagnoses were 

combined under the umbrella of SUDs. Current MDD and SUD diagnoses were used for 
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analyses. Inter-rater reliability in this study was examined for 13 randomly selected 

interviews for MDD diagnoses; reliability was excellent (κ = 1.0).

The Center for Epidemiologic Studies Depression Scale-Revised (CESD-R: Eaton, Smith, 

Ybarra, Muntaner, & Tien, 2004) was used to assess the severity of depression symptoms for 

those who met criteria for current depression based on the SCID. In the present study, 

participants were asked to rate how often they had experienced each symptom in the past 

week (rather than the past month) on a scale ranging from 0 (‘Not at all or less than one 

day’) to 4 (‘Nearly every day for the past week’). In the present study, Cronbach’s alpha was 

0.91.

Borderline Personality Disorder.—To assess BPD, the BPD module of the Structured 

Clinical Interview for DSM-IV Personality Disorders Interview was administered; this 

measure has excellent reliability and validity (First et al., 2002; Lobbestael, Leurgan & 

Arntz, 2011).

PTSD.—The Clinician-Administered PTSD Scale (CAPS: Blake et al., 1995) is a structured 

interview designated the gold standard for PTSD assessment. The CAPS demonstrates good 

reliability and validity (Weiss, 2004). The CAPS was used to assess the presence of IPV-

related PTSD diagnoses and the severity of PTSD symptoms. The CAPS assesses the 

frequency and intensity of each DSM-IV-TR symptom of PTSD as well as symptoms 

associated with severity of PTSD (e.g., dissociation). All CAPS items were used to calculate 

past month PTSD severity scores for those who met criteria for PTSD related to IPV. The 

CAPS demonstrated strong reliability, Cronbach’s alpha = 0.93. Inter-rater reliability for 20 

randomly selected interviews for PTSD diagnoses was excellent (κ = 1.0).

The Severity of Violence Against Women Scales (SVAWS: Marshall, 1992).—
The SVAWS uses 46 items to assess the frequency of physical and sexual aggression from a 

partner in the past month. All items are rated on a 5-point scale from 1 – “never” to 4 – 

“many times” and including an option “it did not happen in the month prior but did before.” 

An example item is: “how often did he throw an object at you?” For this study, items were 

modified to be gender-neutral. The SVAWS has been widely used and shows good reliability 

in a variety of populations (Trimble, Nava & McFarlane, 2013; Lannert, Levendosky & 

Bogat, 2013). Internal consistency reliability was excellent in this sample, α = .97. Scores 

related to violence experienced from the partner which necessitated their seeking shelter 

were used in this study. Follow-up questions were presented after the SVAWS to assess 

contact with the abuser since entering shelter. This data was used to calculate the number of 

days since contact with the abuser.

The Psychological Maltreatment of Women Inventory (PMWI: Tolman, 1999).—
This study used a shortened version (14 items) of the PMWI. The directions were altered to 

specifically assess behavior the woman may have experienced in her relationship with the 

partner who caused her to enter shelter in the past month. The PMWI is designed to measure 

dominance, isolation, verbal abuse, and emotional abuse; a total score is then calculated. 

PMWI scores are significantly associated with measures of physical abuse and treatment 

seeking, indicating validity (Tolman, 1999). Items are rated on a 5-point frequency scale 
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ranging from 1 – “never” to 5 – “very frequently.” Internal consistency was good in this 

sample, α = .90.

Primary Outcome: The Brief Child Abuse Potential Inventory (BCAP).—The 

BCAP is a shortened version of the 133 item Child Abuse Potential Inventory (Ondersma et 

al., 2005). All 33 BCAP items are presented in a dichotomous “agree” or “disagree” format. 

The BCAP items can be reduced to two types of subscales: an overall abuse risk subscale 

(24 items) and a validity scale (9 items). The validity scale has two sub-components: a 

random responding subscale (3 items) and a lie scale (6 items). One item from the Lie 

subscale was accidentally omitted during data collection, resulting in 5 lie scale items being 

administered.

The abuse risk scale items include prompts such as, “I am a happy person” and “My family 

has problems getting along” that individually do not necessarily reflect abuse risk but 

cumulatively indicate familial conflict and instability. The random responding scale includes 

items that would be very uncommon for a parent to respond “no” to, such as “children 

should not learn how to swim.” The lie scale contains items that might trigger socially 

desirable responding such as, “I sometimes say bad words.” Kudar-Richardson-20 internal 

consistency for the abuse risk scale was .76. There are seven subscales designed for 

research, Kudar-Richardson-20 internal consistency, which are listed in parentheses: distress 

(.81), family conflict (.51), rigidity (.83), happiness (.19), persecution (.47), loneliness (.85), 

and financial stress (.39). For Aim 3, we only examined subscales with internal consistency 

scores above .70.

Procedures

Data were collected from 2013 – 2015 in six domestic violence shelters in Northeast Ohio 

under the supervision of the Institutional Review Board of the final author. The study was 

advertised at each shelter through brochures and posted signs in shelter, as well as 

recruitment sessions during shelter meetings. Interested participants were asked to call a 

confidential research line where the participants were provided more information on the 

study and screened to confirm that the abuse bringing women to shelter was from an 

intimate partner. If interested and eligible, participants were scheduled for an interview in 

shelter. The diagnostic interview was completed first, followed by self-report questionnaires. 

Self-report questionnaires were administered in the following set order: SVAWS, PMWI, 

TSS, and BCAP. Participants were compensated $40 for completing the assessment.

Results

Data cleaning

There was no missing data for psychiatric diagnoses. There was minimal missing data for 

self-report questionnaires, ranging from 1.4–5.2% of the sample. Given the minimal amount 

of missing data, available item analysis was used (Parent, 2013). Skewness and kurtosis of 

the variables were within acceptable limits (−2 to +2: Tabachnick & Fidell, 2007), with the 

exception of the current substance use diagnosis and childhood abuse perpetration by 

stranger variables. Because these variables were used as predictors rather than as criterion 
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variables, we did not perform any variable transformations. Using the recommended cutoffs 

of the BCAP validity scales, n = 39 cases were excluded as invalid. This resulted in a final 

sample of n = 211 mothers.

Descriptive statistics

Of valid BCAP protocols (n = 211), participants had severe trauma histories. The majority of 

the sample witnessed IPV as a child (64.9%), over a third experienced childhood physical 

abuse (37.9%), and almost half experienced childhood sexual abuse (40.3%). Of these 

childhood abuse victims, most reported experiencing childhood abuse multiple times, with 

83.2% experiencing more than one incident of physical abuse and 82.3% experiencing more 

than one incident of sexual abuse. Participants also had severe histories of IPV. The mean 

scores on the physical violence subscale of the SVAW were 15.00 (SD = 12.04), indicating 

participants frequently experienced trauma that included being kicked, stomped, or punched. 

Nearly half reported sexual abuse from the abuser who prompted them to seek shelter 

(46.0%).

Many participants met criteria for IPV-related PTSD, 84.4%. Depression was also common, 

52.6%. In addition, 4.3% met criteria for a substance use disorder, and 18.0% met criteria 

for borderline personality disorder. The average time in shelter at the time of the assessment 

was 22.1 days (SD = 32.5).

Aim 1 – Integrated Model of Child Abuse Potential

We used a hierarchical multiple regression model computed with variables grouped in steps, 

following the developmental psychopathology framework. The first step was composed of 

childhood abuse variables, the second step current psychopathology, and the last step was 

variables related to recent IPV. Per recommendations in the literature (Haselschwerdt et al., 

2017), we included variables designed to capture the heterogeneity of childhood abuse. 

Specifically, we used data from the TSS to create variables capturing distress, frequency, and 

relationship to the perpetrator of child maltreatment (e.g., family member, stranger, other; 

dummy coded). We also computed variables to reflect PTSD and depression symptom 

severity. For participants who did not meet criteria for PTSD or MDD, their scores were 

considered as zeros. Many participants were experiencing acute distress at the time of the 

diagnostic assessment and self-reported high symptoms but did not meet criteria for MDD or 

PTSD. Thus, we converted these scores to zero for those who did not meet criteria in order 

to prioritize examining the specific effects of these forms of psychopathology. We were 

unable to reflect severity in substance use or BPD diagnoses. Thus, our model incorporated 

nuanced and detailed variables for both childhood abuse and psychiatric diagnoses, better 

reflecting the lived experiences of our participants. Notably, in this analysis with 17 

predictors (10 childhood abuse, 4 psychiatric, 3 IPV), only PTSD severity was a significant 

predictor of child abuse potential in the final step, and the overall model was not significant 

(R2 = .238, Power = .90).

We repeated this analysis with a simplified model to increase power (total predictors = 11). 

Consistent with results from the first analysis, only PTSD severity and BPD diagnosis were 

significant predictors of child abuse potential in the final step. This model was significant, F 
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(11, 185) = 4.35, p < .001, with a medium-large effect size (f2= .26), Power = 1.00, 

accounting for 20.6% of the variance); multicollinearity diagnostics were within limits, 

tolerance > .2. IPV variables did not improve prediction (R2 change = .01, significant F 
change = .56). Results of this model are summarized in Table 1. Using a correction for 

multiple comparisons (p < .01), only PTSD severity remains a significant predictor of child 

abuse potential.

Aim 2 – Mediation Models

Specifically, we were interested in whether the relationship between childhood histories of 

sexual abuse or physical abuse (coded dichotomously) and current CAP scores were 

mediated by IPV-related PTSD. Because distress from childhood abuse was significant in 

the regression model, we included this variable in preliminary mediation tests as well. Initial 

bivariate tests indicated that neither childhood physical abuse nor distress from physical 

abuse was correlated with PTSD scores; nor were childhood abuse variables (physical or 

sexual) correlated with a borderline personality disorder diagnosis.

Thus, we tested the relationship between distress from childhood sexual abuse, PTSD 

symptoms, and current CAP scores, using the PROCESS macro for SPSS (see Figure 1). 

There was a significant indirect effect of childhood sexual abuse on child abuse potential 

scores through PTSD symptoms, ab = .08, with a bootstrapped confidence interval [.03-.17] 

indicating significant mediation. Approximately 11% of the variance in child abuse potential 

was accounted for by the predictors. PTSD symptoms as a mediator of the relationship 

between distress from childhood sexual abuse and current child abuse potential accounted 

for approximately one-third of the total effect of the model, percent mediation (PM) = .32.

Aim 3 – Descriptive Data on BCAP Scores

Scores ranged from 3 to 24 (24 being the highest possible score), median = 15.5, mode = 

18.0. Utilizing the score of 12 and above as the cut-off for high risk, as suggested by 

Ondersma et al., (2005), 77.9% of the sample would be considered high risk for child abuse 

potential. This is a much higher rate than most other research (5.9% - Walker and Davies, 

2012; 7.1–8.5% - Ondersma et al., 2005). Yet, this rate is similar to the 62.5% found by 

Rodriguez (2006), who utilized the full CAPI at a comparable cutoff point. Similarly, the 

mean total abuse risk score in our sample was 15.1 (SD = 4.5), about twice the means found 

in other samples (Walker & Davies, 2012; Ondersma et al., 2005). Table 2 summarizes how 

percent above the cut-off and mean BCAP scores compare across similar samples.

Aim 4 – Exploration of BCAP Subscales

We computed t-tests to compare BCAP subscale scores (distress, rigidity, and loneliness) for 

the three most common psychiatric diagnoses in our sample: current depression, PTSD, and 

BPD diagnoses (see Tables 3–5). We did not conduct these analyses for substance use 

diagnoses, given the very small number of substance use diagnoses in this sample (4.3%). 

For MDD diagnoses, the distress and loneliness subscales were significantly higher for the 

depressed group. For PTSD diagnoses, all subscales were significantly higher for 

participants with PTSD diagnoses compared to those without PTSD. For BPD diagnoses, 
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only the distress and loneliness subscales were significantly different. The rigidity subscale 

approached significance (p = .06).

Discussion

Women in domestic violence shelters represent a unique high-risk sample for child abuse 

potential; they are women attempting to build safer, healthier lives while facing significant 

barriers. Results of the current study highlight the extreme violence experienced by shelter 

women and subsequent poor mental health; these findings are in line with previous research 

(e.g., Johnson, Zlotnick, & Perez, 2008). Consistent with our hypotheses, we found that the 

racially diverse women in our sample had mean abuse risk scores much higher than those in 

prior research. Thus, women in shelter, while having minimized some risks in their lives by 

physically leaving abusive environments, remain a vulnerable population in terms of CAP.

In predicting CAP scores using a model that is accounting for multiple types of risk factors, 

we found that current psychopathology—in particular, IPV-related PTSD—was the most 

robust risk factor for CAP. Indeed, neither variables accounting for the wide range and 

context of child abuse experiences nor IPV variables were significant predictors. This was 

inconsistent with hypotheses that the recency of IPV exposure would be a significant risk 

factor (Rodriguez, 2006), but it is consistent with research in other samples demonstrating 

the importance of current psychopathology in predicting CAP (Rodriguez et al., 2016; Smith 

et al., 2014; Whiting et al., 2009). Indeed, Myers et al. (2015) demonstrated how it is the 

accumulation of traumatic and abusive experiences that is most related to mental health 

symptoms, rather than any one single experience. While it may be that the accumulation of 

adversity is most predictive of mental health problems, specific diagnoses are likely 

important for understanding CAP. Given the emotional reactivity and volatility of patients 

with PTSD and BPD, it is unsurprising that these disorders are associated with CAP 

(Rodriguez, Smith, & Silvia, 2016). It is noteworthy that PTSD and BPD are some of the 

most common diagnoses associated with child abuse (e.g., Ackerman et al., 1998; Filipas & 

Ullman, 2006; Rogosch & Cicchetti, 2005).

We also conducted a mediation analysis to further specify the hypothesized pathway. Indeed, 

IPV-related PTSD symptoms were a significant mediator of the relationship between distress 

from childhood sexual abuse and current potential for engaging in childhood physical abuse. 

Unexpectedly, this relationship was specific to childhood sexual abuse and was not 

significant for childhood physical abuse. Although more research is needed to explore these 

relationships, there may be something especially damaging about sexual abuse above and 

beyond physical abuse, as it represents a more severe degree of psychological injury and/or 

violation to the victim. Distress from sexual abuse may be qualitatively different from 

distress from physical abuse, as it involves a different type of boundary violation and is more 

stigmatized (Kennedy & Prock, 2016). This finding could also reflect that childhood sexual 

abuse frequently co-occurs with other types of controlling and manipulative behaviors on 

behalf of the perpetrator (Barnes, Noll, Putnam & Trickett, 2009) that damage an 

individual’s ability to form a healthy self-concept and regulate their emotions (Charak et al., 

2017).
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Overall, these findings extend prior literature on the relationship of maternal history of 

childhood abuse to CAP (Bert et al., 2009; Milner et al., 2010) or history of childhood abuse 

to IPV (Jaffe et al., 2012) by using a developmental psychopathology framework to 

conceptualize a more complicated pathway. Indeed, we would suggest that this framework is 

necessary for our unique population: racially diverse women in shelter. Our findings 

highlight the importance of PTSD symptoms on child abuse potential, suggesting that 

attending to the current, specific mental health needs of women in the shelter is a very 

worthwhile intervention for both reducing the distress of mothers and potential harm to 

children.

Given the transience of women in domestic violence shelters and the limited resources 

available for these mothers and shelters (Ham-Rowbottom, Gordon, Jarvis & Novaco, 2005), 

stepped care models are recommended. Stepped care models are service delivery approaches 

that address treatment barriers to help individuals in a more user-friendly and cost-effective 

way than standard treatment delivery systems (e.g., Salloum, Scheeringa, Cohen, & Storch, 

2014). Stepped care is particularly beneficial for a marginalized population such as women 

in shelter, who face barriers logistically (e.g., needing transportation and childcare) and 

personally (e.g., struggling with depression and/or PTSD that makes it difficult to get out of 

bed or leave the shelter). Stepped care delivery models typically begin with less therapist 

time and convenient interventions for patients, such as home-based care.

Within shelter, interventions that can be delivered by non-doctoral experts would have the 

greatest impact by being able to utilize existing resources (volunteers and bachelor’s level 

staff). For example, mindfulness-based coping interventions such as mindful yoga could be 

beneficial (Allen & Wozniak, 2011; Franzblau, Echevarria, Smith, & Van Cantfort, 2008). 

Mindfulness-Based Stress Reduction (MBSR; Kabat-Zinn, 2003) has been used as a 

community-based intervention to treat low-income, racial minority women who have 

experienced IPV and a concomitant diagnosis of PTSD (Dutton, Bermudez, Matas, Majid, & 

Myers, 2013). MBSR does not require a clinician for effective delivery and can be delivered 

in a group format, effectively reducing the stigma surrounding its use and making it more 

accessible.

We highly recommend that providers be aware of the additional barriers to accessing care 

faced by this population, including poverty and the need for childcare (Ham-Rowbottom, 

Gordon, Jarvis & Novaco, 2005). Thus, referrals to providers that provide childcare, offer 

sliding scale fees, and offer services outside of traditional office hours are recommended. 

The multiple barriers faced by this population highlights the importance of systemic issues 

in healthcare and their relation to the oppression of women and children. Few healthcare 

settings offer childcare or non-traditional hours for services, yet these are substantial barriers 

for some of the most vulnerable people in our society. We highly recommend trauma-

informed approaches across all levels of care (Johnson, Zlotnick, & Perez, 2011). Further, 

given that most of the sample was considered high risk for child abuse potential, it is likely 

that at least some participants had already abused their children. Thus, trauma-informed 

approaches and stepped care models that can be utilized by the entire family are critical. It is 

likely that many of the children who seek shelter with their mothers also suffer from PTSD.
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Finally, we conducted exploratory analyses to examine the potential usefulness of the BCAP 

subscales in further understanding the relationship between psychiatric diagnoses and CAP. 

Notably, most of the suggested research subscales were not sufficiently internally consistent 

for use in this study, suggesting that the factor structure proposed by Ondersma et al. (2005) 

may not apply to racially diverse mothers in shelter. Some of the subscales that were most 

unreliable were also constructs that would be expected to be disrupted among families in 

shelter, such as family conflict, persecution, happiness, and financial stress. This is not to 

suggest that the BCAP total abuse score is lacking validity; Ondersma et al. (2005) 

introduced the subscales for research purposes, while the total abuse risk score is 

recommended for clinical evaluations.

We found that for all three diagnoses (depression, PTSD, and BPD), the distress and 

loneliness subscales significantly differed between the diagnostic groups. This is consistent 

with Dawe et al. (2017) who found the loneliness subscale accounted for most of the 

variance in BCAP scores in mothers in opioid-substitution therapy. This provides further 

support for the necessity of interventions that can reduce psychiatric distress in shelter and 

indicates that perhaps loneliness is a unique risk factor for child abuse potential in women in 

shelter. It may be that experiences of violence perpetrated by intimates – including child 

abuse and IPV (Kulkarni, 2009; Rokach, 2007) – are particularly related to feelings of 

loneliness and the consequent risk for child abuse (Gaudin, Polansky, Kilpatrick, & Shilton, 

1995). Thus, in addition to trauma-focused interventions to decrease psychopathology, 

interventions and policies that facilitate positive social support for these women may also 

decrease CAP.

Limitations

Foremost, IPV survivors living in shelters are a marginalized group with unique 

vulnerabilities, and findings cannot be generalized to all IPV survivors. Because all the 

women in the sample experienced sufficiently severe IPV for women to seek shelter, any 

relationships between IPV and the other factors may be attenuated, as there are no women 

without these severe victimization experiences in the sample. Generally, the retrospective 

nature of this research can create a risk of bias in the memory of survivors. It is likely that 

not all cases of prior childhood physical and sexual abuse were effectively captured by the 

TSS; we recommend future research use more comprehensive measures that also include 

childhood neglect.

Additionally, DSM-IV symptom profiles for PTSD, BPD, and MDD were used in the 

current study, which may differ from the new classifications in DSM-5. Furthermore, PTSD 

was assessed only as related to the IPV, even though we hypothesized that PTSD related to 

childhood abuse would be related to risk of abusing. While we utilized the widely used and 

well-validated BCAP (Ondersma et al., 2005) to assess CAP, a more comprehensive 

measurement of CAP is recommended for future research. We suggest future research 

integrate behavioral analogs of CAP (in line with Rodriguez et al., 2016), in addition to self-

reports. Finally, this study utilized a cross-sectional design, but true mediation testing 

requires longitudinal data. Longitudinal research that can account for the timing of 
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childhood abuse, IPV, and subsequent psychopathology is recommended and would be a 

helpful application of the developmental psychopathology framework.

Conclusions

The greatest predictor of CAP among the marginalized population of women domestic 

violence shelter residents is the presence of IPV-related PTSD. Our findings indicate that 

somewhat contrary to prior research, histories of trauma were not the most powerful 

predictors for CAP among women in shelter. Rather, the psychological disorders that result 

from exposure to trauma mediated these effects. This is a hopeful finding; although 

providers cannot change an individual’s past, they can effectively treat PTSD and thus 

reduce the risk of child abuse. In sum, serving the mental health needs of women in shelter 

not only improves the health and well-being of the women who have experienced IPV but 

the health and well-being of their children. By effectively treating PTSD, medical providers 

can help prevent the cycle of child abuse from continuing into the next generation.
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Figure 1. Mediation Model with Coefficients
Note. * indicates p < .01
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Table 1

Hierarchical Regression Analysis Summaries for Predicting Child Abuse Potential in Final Model

Step and Predictor Variable B SE B ẞ R
2 Δ R2 p

Step 1: childhood abuse .07 .07 .006*

 physical abuse distress .29 .15 .19 .05*

 family member perpetrator (physical) .33 1.20 .03 .79

 sexual abuse distress .11 .12 .08 .35

 family member perpetrator (sexual) .41 1.25 .03 .75

Step 2: psychiatric diagnoses .20 .12 <.001*

 physical abuse distress .23 .14 .15 .11

 family member perpetrator (physical) .40 1.13 .04 .73

 sexual abuse distress −.01 .11 −.01 .92

 family member perpetrator (sexual) .96 1.19 .07 .42

 PTSD severity .04 .01 .27 <.001*

 Depression severity .02 .02 .07 .37

 SUD (yes/no) 2.67 1.49 .12 .08

 borderline personality (yes/no) 1.68 .80 .14 .04*

Step 3: IPV victimization .21 .01 <.001*

 physical abuse distress .24 .14 .16 .09

 family member perpetrator (physical) .33 1.14 .03 .77

 sexual abuse distress −.01 .11 −.01 .92

 family member perpetrator (sexual) .82 1.20 .06 .50

 PTSD severity .04 .01 .27 .001*

 Depression severity .02 .02 .07 .37

 SUD (yes/no) 2.76 1.50 .12 .07

 borderline personality (yes/no) 1.58 .81 .14 .05*

 severity psychological IPV .78 .70 .09 .27

 severity physical and sexual IPV −.48 .37 −.10 .20

 time since contact with abuser .09 .31 .02 .77

Note. PTSD = posttraumatic stress disorder, SUD = substance use disorder

*
indicates statistically significant difference
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Table 2

Comparison of mean abuse risk scale scores across studies

Authors Sample Description M, SD % at or above 
cutoff

Ondersma et al., 2005 N = 1470, Parents enrolled in child abuse prevention and/or treatment services 7.1, 6.0 n/a

Ondersma et al., 2005 N = 713, Parents enrolled in child abuse prevention and/or treatment services 8.5, 6.3 n/a

Rodriguez 2006 N = 39, Women with IPV histories, average of 17 days away from abusers n/a 62.5†

Rodriguez 2006 N = 41, Women with IPV histories, average of 10 months away from abusers n/a 62.5†

Walker & Davies, 2012 N = 324, Parents in large city in United Kingdom 5.89, 3.60 7.7

Current Study N = 208, Women residing in IPV shelters, average 22 days away from abusers 15.1, 4.5 77.8

Note. IPV = intimate partner violence,

†
% cut-off was reported for N = 80, combining the two sub-samples

Child Abuse Negl. Author manuscript; available in PMC 2019 November 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Anderson et al. Page 21

Table 3

T-test results for child abuse potential subscales by depression diagnosis

MDD Yes, n = 107 MDD no, n = 61

BCAP subscale M, SD M, SD df t p Cohen’s d

distress 4.17, 1.90 2.66, 2.02 119.0 4.77 < .001* 0.87

rigid 2.38, 1.17 2.39, 1.39 105.1 .03 .98 0.08

loneliness 3.43, 1.07 2.33, 1.70 87.4 4.58 < .001* 0.83

total 15.79, 4.21 13.87, 4.77 167 2.70 <.01* 0.73

Note. MDD – Major Depressive Disorder. BCAP = Brief Child Abuse Potential Inventory

*
indicates statistically significant difference
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Table 4

T-test results for child abuse potential subscales by Posttraumatic stress disorder (PTSD) diagnosis

PTSD Yes, n = 178 PTSD no, n = 33

BCAP subscale M, SD M, SD df t p Cohen’s d

distress 3.78, 1.99 1.85, 1.87 205 5.15 <.001* 0.98

rigid 2.51, 1.19 2.00, 1.34 203 2.17 <.05* 0.42

loneliness 3.28, 1.23 1.94, 1.77 38 4.19 < .001* 1.01

total 15.79, 4.17 11.61, 4.61 42.4 4.85 <.000* 0.99

Note. BCAP = Brief Child Abuse Potential Inventory,

*
indicates statistically significant difference

Child Abuse Negl. Author manuscript; available in PMC 2019 November 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Anderson et al. Page 23

Table 5

T-test results for child abuse potential subscales by Borderline personality disorder (BPD) diagnosis

BPD Yes, n = 37 BPD no, n = 172

BCAP subscale M, SD M, SD df t p Cohen’s d

distress 4.75, 1.63 3.20, 2.09 61.9 4.91 <.001* 0.77

rigid 2.78, 1.12 2.36, 1.24 203 1.89 .06 0.34

loneliness 3.70, 0.81 2.94, 1.48 95.5 4.39 <.001* 0.55

total 17.26, 3.26 14.67, 4.60 70.9 4.04 <.001* 0.59

Note. BCAP = Brief Child Abuse Potential Inventory,

*
indicates statistically significant difference
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