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Abstract

Intimate partner violence (IPV) and its health consequences occur among lesbian, gay, bisexual,
transgender, and queer (LGBTQ) individuals at rates equal to or higher than cisgender
heterosexual individuals. Trauma-informed care (TIC) is one service approach with emerging
empirical support for use with IPV survivors, but without attention to the LGBTQ population.
Structural equation modeling was used to assess associations between TIC and mental and
physical health through several mechanisms among 239 LGBTQ adults who had experienced IPV
and sought healthcare services within the past year (Mage = 27.66; 66.7% White; 43.9% cisgender
women). Participants reported their perceptions of TIC in their services received; their sense of
empowerment, emotion regulation, shame, and social withdrawal (all conceived as mobilizing
mechanisms through which TIC could be associated with health); and their mental health
(depression and posttraumatic stress disorder [PTSD]), and physical health (somatic symptoms
and chronic health conditions). Those who perceived greater TIC in their services reported greater
empowerment and emotion regulation, and lower social withdrawal. In turn, lower social
withdrawal and shame were associated with better mental health, while lower shame also was
associated with better physical health. Indirect associations between TIC and mental and physical
health through the four mobilizing mechanisms were not significant, however, with the exception
of a small indirect effect on mental health through lower social withdrawal. Results suggest that
practitioners need to develop services to be used in conjunction with a general TIC approach to
improve health and target shame among LGBTQ IPV survivors.
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Intimate partner violence (IPV) is a public health concern primarily studied among
cisgender heterosexual individuals (Dempsey, 2010). Nevertheless, there is growing
evidence that IPV occurs among lesbian, gay, bisexual, transgender, and queer (LGBTQ)
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individuals at equal or even higher rates as cisgender heterosexual individuals (Walters,
Chen, & Breiding, 2013). The Centers for Disease Control and Prevention (CDC) found that
44% of leshian women and 61% of bisexual women, compared with 35% of heterosexual
women, reported experiencing IPV. In addition, 63% of gay and bisexual men, compared
with 29% of heterosexual men, reported experiencing IPV (Walters et al., 2013). Other
studies have shown greater risk of IPV among transgender individuals (e.g., 51.7%
transgender vs. 34.2% cisgender; Langenderfer-Magruder, Whitfield, Walls, Kattari, &
Ramos, 2016). Risser et al. (2005) demonstrated that 50.0% of transgender women have
experienced IPV. These findings suggest that transgender people may confront similar
levels, if not higher levels, of IPV as compared with sexual minority men and women
(Brown & Herman, 2015). Health consequences of IPV are well documented (Breiding,
Black, & Ryan, 2008), particularly among bisexual and transgender survivors (for a review,
see Miller et al., 2016), and growing evidence highlights that trauma is a primary predictor
of the need for services (Beckett, Holmes, Phipps, Patton, & Molloy, 2017). Despite this
evidence, there remains limited research on LGBTQ IPV survivors and the extent to which
they have received trauma-informed services. This study addresses this limitation by
considering how LGBTQ IPV survivors’ perceptions of receiving trauma-informed care
(TIC) services may relate to better mental and physical health indirectly through
psychologically and socially mobilizing factors.

TIC is a service delivery approach receiving increasing empirical support for use with 1PV
survivors (Warshaw, Lyon, Bland, Phillips, & Hooper, 2014). One fundamental assumption
of TIC is that all clients may have experienced trauma, and this awareness is used to inform
how services are delivered (Elliott, Bjelajac, Fallot, Markoff, & Reed, 2005). A TIC
approach is designed to minimize the risk that clients may be retraumatized (e.g., to avoid
triggering survivors when gathering history); it involves providing culturally sensitive
services; builds on survivor strengths; and facilitates opportunities for social connection
(Elliott et al., 2005; Goodman et al., 2016). Whereas trauma-specific treatments refer to
evidence-based interventions (e.g., prolonged exposure) that address posttrauma symptoms,
TIC is a broader approach to client care that can be used across different types of
interventions and treatment settings (Baker, Brown, Wilcox, Overstreet, & Arora, 2016).

There is growing research on the potential benefits of receiving TIC, such as greater
symptom reduction, reduced time in treatment prior to discharge, and improved mental
health (Morrissey et al., 2005). One study also found lower levels of PTSD, depression,
somatic complaints, physical illnesses, and increased service utilization among clients who
received TIC-informed substance use treatment as compared with clients who received
substance use treatment that was not TIC-informed (Amaro, Chernoff, Brown, Arévalo, &
Gatz, 2007). Although TIC has been linked to improved well-being among trauma survivors
in general (Morrissey et al., 2005), there has been limited research on TIC for IPV survivors,
specifically. Furthermore, no studies to our knowledge have considered TIC among LGBTQ
IPV survivors. TIC holds promise for LGBTQ IPV survivors who are not only at heightened
risk for IPV (Walters et al., 2013), but who also face difficulty accessing affirmative
treatment (Calton, Cattaneo, & Gebhard, 2016).
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Recent efforts have aimed to operationalize specific dimensions of TIC and to assess them
based on survivors’ perceptions of services they receive. For instance, the Trauma-Informed
Practice (TIP) Scales (Goodman et al., 2016) target the dimensions of (a) promoting agency
and mutual respect, (b) providing access to information on trauma, (c) increasing
opportunities for connection, and (d) emphasizing client strengths. TIC, among LGBTQ IPV
survivors, also may include sensitivity to LGBTQ-specific stressors such as identity
concealment or identity-based partner victimization (Woulfe & Goodman, 2018). As such,
LGBTQ IPV survivors’ perceptions of their provider’s sensitivity to LGBTQ-specific
stressors is considered as a dimension of TIC in this study.

There has been a call to identify indirect pathways through which interventions promote
health among LGBTQ individuals (Pachankis, 2015). This issue is addressed in this study by
examining whether LGBTQ IPV survivors’ perceptions of receiving TIC from services
relate to better mental and physical health indirectly through mobilizing processes. This
study focused on factors that reflect psychological and social mobilization for LGBTQ IPV
survivors because relational trauma, including IPV, can have especially immobilizing effects
(Heller & LaPierre, 2012). For example, dissociation and social withdrawal are
immobilizing effects of IPV, which are themselves associated with elevated risk for health
concerns (Schore, 2013). Many LGBTQ IPV survivors also experience discrimination,
which can be immobilizing (e.g., leading to greater shame, loneliness, emotion
dysregulation, and lower agency; Hatzenbuehler, 2009; Pachankis et al., 2015). TIC might
be well-positioned to counteract these effects to facilitate mobilization and better health for
IPV survivors. As such, this study considers mobilizing variables through which TIC may be
associated with better health.

Informed by the trauma and minority stress literature, several psychological and social
mobilizing mediators are proposed: (a) lower social withdrawal (Schore, 2013), (b) lower
shame (Beck et al., 2011), (c) greater emotion regulation (Gross & John, 2003), and (d)
greater empowerment (Herman, 1992). These specific variables are important to consider
among LGBTQ IPV survivors. Social withdrawal may be particularly deleterious for
LGBTQ IPV survivors who feel isolated within an overall stigmatizing societal context and
their LGBTQ community (Lehavot & Simoni, 2011). Shame is prevalent among LGBTQ
IPV survivors who contend with self-blame from IPV and their marginalized social status
(Mohr & Fassinger, 2006). Emotion regulation is considered, as it may be difficult for
LGBTQ IPV survivors who experience fear and avoidance as a response to trauma and
minority stress (Hatzenbuehler, 2009). Sense of empowerment (defined in the IPV literature
as personal choice, finding voice, and transcending oppression; Goodman et al., 2014) may
be lower for LGBTQ IPV survivors, given their experiences of helplessness related to
trauma and discrimination (Otis, Rostosky, Riggle, & Hamrin, 2006).

Extant research suggests potential reasons why TIC could be directly associated with each of
these four variables, which in turn could relate to broader health concerns. First, in relation
to social withdrawal, an important way to reduce isolation after traumatic experiences is to
connect survivors with others who have similar experiences and who can normalize the
impact of trauma (Herman, 1992). To this end, a core TIC dimension is to increase
opportunities for connection with other survivors (Goodman et al., 2016). Thus, survivors

J Interpers Violence. Author manuscript; available in PMC 2021 July 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Scheer and Poteat

Page 4

who report greater perceptions of TIC in their service might report lower levels of social
withdrawal. Second, LGBTQ IPV survivors who perceive receiving greater TIC in their
services may report lower shame. TIC emphasizes and builds on survivors’ personal
strengths (Elliott et al., 2005). In this manner, TIC may mitigate shame that could otherwise
result from anti-LGBTQ messages directed at survivors from their partners (i.e., as a form of
identity abuse; Woulfe & Goodman, 2018). This could be especially important for LGBTQ
IPV survivors who are at heightened risk of engaging in self-blame to manage IPV and
minority stress (Newcomb & Mustanski, 2010).

Third, TIC may be associated with greater emotion regulation among LGBTQ IPV
survivors. One major aim of TIC is to provide clients with information on trauma (Elliott et
al., 2005). Gaining information on the effect of trauma on the body and interpersonal
relationships, for example, could assist clients in reality testing when experiencing emotion
dysregulation (Linehan et al., 2015). TIC also may promote greater emotion regulation
because of its emphasis on culturally competent service provision, which studies show may
relate to LGBTQ individuals’ feeling more capable to process their emotional experiences
(Hill, 2009).

Finally, TIC aims to foster an environment of agency and mutual respect (Elliott et al., 2005;
Goodman et al., 2016) and to enhance survivors’ capacity to access internal and external
resources (Bloom et al., 2003; Hopper, Bassuk, & Olivet, 2010). Therefore, TIC might be
related to greater empowerment for LGBTQ IPV survivors who, in addition to the lack of
control associated with IPV, also struggle with helplessness resulting from discrimination
and other stigma-related stressors (Otis et al., 2006).

This current study considers potential indirect associations between TIC and mental and
physical health among LGBTQ IPV survivors through the more proximal set of factors
noted above, which TIC is intended to directly affect. Notably, some of these factors (e.g.,
greater shame) have been identified as proximal mediators of the association between
stigma-related stress and mental health concerns among LGBTQ individuals (Hatzenbuehler,
2009). TIC could offer a direct contrast to these associations: for example, whereas anti-
LGBTQ discrimination and IPV relate to greater social withdrawal and shame, TIC may be
associated with lower social withdrawal and shame, which may ultimately predict lower
health concerns.

In addition to the reasons noted for why TIC may relate to these factors, other findings
suggest that these factors may be associated with broader indices of mental and physical
health. Treatment approaches that facilitate coping through emotion regulation may improve
health for LGBTQ individuals (Pachankis, 2015). Also, practitioners may be instrumental in
helping LGBTQ IPV survivors mitigate health consequences of IPV through accessing
social support, as lower isolation can, indeed, improve overall health (Meyer, 2003). Third,
previous research suggests that services for IPV survivors that aim to lower shame relate to
better mental health, including reduced PTSD (Beck et al., 2011). For instance, specific to
sexual minority young men, a transdiagnostic cognitive-behavioral treatment targeting
internalized homophobia reduced depression (Pachankis et al., 2015). Finally, interventions
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that have incorporated empowerment reduce survivors’ symptoms of PTSD and depression
(Johnson & Zlotnick, 2006).

The Present Study

This study examines LGBTQ IPV survivors’ perceptions of TIC they received from the
primary setting in which they accessed care as well as the degree to which experiencing TIC
relates to better mental and physical health. Furthermore, a set of mobilizing factors through
which TIC could be associated with mental and physical health among LGBTQ IPV
survivors is considered (see Figure 1). It is hypothesized that greater perceptions of receiving
TIC will be significantly associated with each mobilizing factor (i.e., lower social
withdrawal, lower shame, greater emotion regulation, and greater empowerment) and that
each mobilizing factor will itself be related to better mental and physical health. Finally, it is
hypothesized that TIC will have indirect associations with mental and physical health
through these mobilizing factors.

Method

Participants and Procedures

Participants were 239 LGBTQ adults (43.9% cisgender women; 66.7% White) ages 18 to 71
(M=27.66, SD=9.27). All heterosexuals also identified as transgender and so were
included in the analyses. The largest percentage of participants reported utilizing one health
service within the past year (70.0%), the most common being therapy (78.7%). Full
demographic information is presented in Table 1. Participants were recruited from social
media platforms (e.g., Facebook) and online listservs focusing on IPV and/or LGBTQ
concerns. A secure online data collection tool collected responses. All potential participants
were directed to a link to the survey, where they consented to participate in the study.
Inclusion criteria were adults ages 18 and over identifying as LGBTQ, and who had (a)
experienced IPV in the past year and (b) sought healthcare services related to IPV in the past
year. There were 1,344 people who began the survey; 298 (22.2%) met inclusion criteria
based on the screener that assessed (a) psychological abuse (14-item psychological
maltreatment of women inventory; Tolman, 1999), physical abuse (six-item conflict tactics
scale; Straus & Douglas, 2004), and identity abuse in the past year (seven-item identity
abuse scale; Woulfe & Goodman, 2018), and (b) service-seeking in the past year. Of these
qualifying participants, 239 (80.2%) completed the remainder of the survey. The study
received institutional review board (IRB) approval at Boston College.

Measures

Demographics.

Participants reported their sexual orientation, gender identity, race or ethnicity, and ability to
pay bills as a proxy of socioeconomic status (see Table 1 for response options and sample
characteristics).
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Service-seeking.

TIC.

Participants reported the healthcare service they had sought related to their experience of
IPV and its aftermath in the past year. Options included hotline, shelter, transitional living
program, support group, advocacy/support services, medical care, mental health counseling,
medication management, legal counseling, and an open-ended response option. Participants
also reported when they first sought the service that they spent the most time receiving,
which was included as a covariate in the model. Response options are in Table 1.

The 33-item TIP scales (Goodman et al., 2016) measure perceptions of receiving TIC from a
service provider within the past year based on (a) agency and mutual respect (e.g., “staff
respect the choices that | make”), (b) information on trauma (e.g., “I have the opportunity to
learn how abuse affects responses in the body”), (c) opportunities for connection (e.g., “I
have opportunities to help other survivors of abuse in this program™), and (d) emphasis on
strengths (e.g., “the strengths I bring to my relationships with my children, my family, or
others are recognized in this program”). Response options range from 0 (not at all true) to 3
(very true). Higher average scale scores for each dimension represent greater perceptions of
receiving that dimension of TIC in their service. The internal consistency estimates for the
TIP scales were a = .93 for agency and mutual respect, .95 for information on trauma, .93
for opportunities for connection, and .85 for emphasis on strengths.

Minority stress-related TIC.

A seven-item scale was created based on a review of the literature (Boroughs, Bedoya,
O’Cleirigh, & Safren, 2015) to assess perceptions of receiving TIC sensitive to minority
stressors (e.g., “Staff ask about LGBTQ-specific forms of discrimination that | have
experienced”; and “Staff respect who | am out to about my gender identity or sexual
orientation”). Response options range from O (not at all) to 3 (very true). An exploratory
factor analysis determined that the items represented a unidimensional factor (eigenvalue =
4.66; 66.54% variance accounted for; factor loadings = .87, .83, .79, .79, .77, .74, and .67).
The internal consistency estimate was a = .91. Higher average scale scores represent
individuals’ perceptions of greater minority stress-related TIC in their service.

Emotion regulation.

The six-item cognitive reappraisal scale of the Emotion Regulation Questionnaire (Gross &
John, 2003) assesses emaotion regulation (e.g., “Within the past year, | have controlled my
emotions by changing the way | think about the situation I’m in”"). Response options range
from 1 (strongly disagree) to 7 (strongly agree). The internal consistency estimate was a

= .88. Higher average scale scores represent greater emotion regulation.

Social withdrawal.

Feelings of social withdrawal over the past year were measured with the six-item short form
of the 11-item De Jong Gierveld Loneliness Scale (e.g., “Over this past year | have missed
having people around”; Gierveld & Van Tilburg, 2006). Response options range from 1
(never experience the feeling) to 5 (experience the feeling continuously or almost
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continuously). The internal consistency estimate was a = .77. Higher average scale scores
represent greater social withdrawal.

Feelings of shame over the past year were measured with the 10-item shame subscale of the
Personal Feelings Questionnaire—2 (PFQ2-Shame; e.g. “Over this past year | have felt
embarrassed”; Harder & Zalma, 1990). Response options range from 0 (never experience the
feeling) to 3 (experience the feeling continuously or almost continuously). The internal
consistency estimate was a = .90. Higher average scale scores represent greater shame.

Empowerment.

Feelings of empowerment over the past year were measured with the 13-item Measure of
Victim Empowerment in Relation to Safety (e.g., “I feel comfortable asking for help to keep
safe”; Goodman et al., 2014). Response options range from 1 (never true) to 5 (always true).
The internal consistency estimate was a = .86. Higher average scale scores represent greater
empowerment.

Mental health.

The nine-item Patient Health Questionnaire (Kroenke, Spitzer, & Williams, 2001) assesses
depressive symptoms over the past 2 weeks (e.g., “little interest or pleasure in doing
things™). Response options range from 1 (not at all) to 4 (nearly every day). The internal
consistency estimate was a = .89. Higher total scale scores represent greater depressive
symptoms. The 17-item PTSD Checklist-Civilian Version (PCL-C) is a self-report measure
that corresponds to the Diagnostic and Statistical Manual of Mental Disorders (4th ed.;
DSM-1V; American Psychiatric Association, 1994) symptoms of PTSD over the prior 30
days (e.g., “repeated, disturbing dreams of a stressful experience from the past”; Weathers,
Litz, Herman, Huska, & Keane, 1993). Response options range from 1 (not at all) to 5
(extremely). The internal consistency estimate was a = .89. Higher total scale scores
represent greater PTSD symptoms.

Physical health.

Chronic health conditions over the past year were assessed for nine conditions (e.g.,
migraines, respiratory problems, sexually transmitted infections [STIs]; Lown & Vega,
2001). Response options are 0 (170) and 1 (yes). An item assessing STls was added to the
established scale, given research on STIs among LGBTQ IPV survivors (Heintz &
Melendez, 2006). A total index score is calculated for which higher total scores represent a
greater number of chronic health conditions. The seven-item Somatization Subscale of the
Brief Symptom Inventory (BSI; Derogatis, 1993) assesses somatic symptoms within the past
week (e.g., faintness or dizziness). Response options range from 0 (not at all) to 4
(extremely). The internal consistency estimate was a = .83. Higher total scale scores
represent greater somatic symptoms.
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Data Analysis

Results

There was minimal missing data (0.6% to 2.5% across the items), and nearly all items (90%)
had no missing data. Little’s missing completely at random (MCAR) test was not significant
(XZ =1,286.55, df=1241, p= .18); therefore, these data were considered to be missing
completely at random (Little, Cunningham, Shahar, & Widaman, 2002). Two separate
MANOVAs tested for demographic differences (race/ethnicity: White vs. non-White; gender
identity: cisgender male and female vs. transgender) on the measures, and bivariate
correlations were calculated. Mplus 8.1 was used to test the hypothesized model using full
information maximum likelihood (FIML) estimation. The comparative fit index (CFI),
Tucker-Lewis Index (TLI), standardized root mean square residual (SRMR), and root-mean-
square error of approximation (RMSEA) and its 90% confidence interval assessed the
goodness of fit of the model to the data. Values of at least .90 for the CFI and TLI indicate
that the model is a good fit to the data (Kline, 1998), while SRMR and RMSEA values

of .08 or lower are acceptable (Hu & Bentler, 1999).

The latent TIC factor was composed of the five TIC subscales. Each latent mediator was
indicated by three parcels of items from the scale used to assess the respective construct,
which can improve reliability and minimize violations of multivariate normality assumptions
(Little et al., 2002). Parcels were computed using the item-to-construct balance approach
(Little et al., 2002). The latent mental health factor was indicated by the measures of
depressive and PTSD symptoms, and the latent physical health factor was indicated by the
measures of chronic health conditions and somatic symptoms.

In the measurement model, covariances among factors were free to be estimated, and
measurement errors were not allowed to correlate. The observed indicators were constrained
to load on their factor. The proposed latent model was then tested where empowerment was
allowed to covary with shame, social withdrawal, and emotion regulation, and social
withdrawal was allowed to covary with shame, as these associations were significant at the
bivariate level. Also based on their significant bivariate correlations, age was included as a
control variable predicting emotion regulation, shame, and physical health; SES predicted
social withdrawal, shame, mental health, and physical health; and service duration predicted
shame and empowerment. Finally, bias-corrected bootstrapping procedures were used to
calculate indirect effect estimates with 95% confidence intervals (CI) from 1,000 samples
from the original dataset.

The MANOVA was not significant for race/ethnicity, Wilks’ A = .95, A13, 206.00) = .81, p
= .65, 73 = .05; or gender identity, Wilks” A = .86, A26, 414.00) = 1.21, p= .22, 5} = .07.
Bivariate associations between study variables are reported in Table 2. Variables were
associated in conceptually consistent directions that ranged from r=-.50, p<.001, to r
=.72, p<.001, and these patterns are more thoroughly reviewed in the tested path model.

The measurement model was a good fit to the data, CFl =.97; TLI = .96; SRMR = .05;
RMSEA = .05, 90% CI = [.039, .061], as was the latent model, CFI = .96; TLI = .95; SRMR
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=.06; RMSEA = .05, 90% CI = [.037, .058]. As hypothesized and reported in Table 3, and
displayed in Figure 1, greater perceptions of receiving TIC were associated with greater
empowerment, greater emotion regulation, and lower social withdrawal; however, it was not
associated with shame. Two of the mediators were associated with mental health concerns:
social withdrawal and shame. Also, shame was the only mediator that was significantly
associated with physical health concerns. Contrary to the hypotheses, the other two
mediators—empowerment and emotion regulation—were not associated with either mental
health concerns or physical health concerns. Finally, contrary to what was expected, the
indirect effects of TIC on mental health through each of the mediators were not significant
with the exception of a small indirect effect through lower social withdrawal (Table 3).
Likewise, the indirect effect of TIC on physical health through each of the mediators was not
significant (Table 3).

Discussion

LGBTQ individuals are at increased risk for IPV exposure and its associated negative health
outcomes (Walters et al., 2013). This is among the first studies to examine perceptions of
TIC received among LGBTQ IPV survivors. These findings offer mixed support for the
potential role of TIC in relation to better health for LGBTQ IPV survivors. TIC did relate
significantly to greater empowerment, greater emotion regulation, and lower social
withdrawal; however, TIC did not relate to lower shame. Furthermore, TIC was only weakly
indirectly related to mental health through lower social withdrawal, and was not indirectly
related to physical health through any of the mobilizing factors, even though lower social
withdrawal and shame predicted better mental health, and lower shame predicted better
physical health.

Associations Between TIC and Health

There were no specific TIC indices that were related to health outcomes at the bivariate
level. Given this finding, it was not surprising that TIC was not related to mental or physical
health in the overall latent model, with the exception of a small indirect effect on mental
health through social withdrawal. Nevertheless, this result extends extant findings that social
withdrawal may help to explain the effects of discrimination on mental health for LGBTQ
individuals (Mereish & Poteat, 2015). Building on this, TIC as an approach may help to
improve mental health by strengthening social connections among LGBTQ IPV survivors.

Overall, TIC has been conceptualized as an approach to help providers better understand the
impact of trauma in an effort to avoid triggering survivors and to provide immediate
stabilization (Elliott et al., 2005). This conceptualization could explain why TIC was directly
associated with most of the more proximal factors that work to mobilize survivors toward
safety but was not associated with broader indices of health. These findings suggest that TIC
might not in and of itself relate to better health but rather may need to be delivered in the
context of evidence-based treatment protocols (e.g., cognitive-behavioral therapy; Beck et
al., 2011) and should be further tested using randomized controlled trials.

There are several possibilities for why TIC was not indirectly related to better health, in
contrast to prior findings (e.g., Cocozza et al., 2005). Prior work has focused on

J Interpers Violence. Author manuscript; available in PMC 2021 July 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Scheer and Poteat

Page 10

heterosexuals with little representation of LGBTQ IPV survivors who experience additional
stressors related to their marginalized identity (e.g., discrimination; Balsam & Szymanski,
2005). Also, existing literature has examined TIC with a trauma-specific protocol (e.g.,
Morrissey et al., 2005). This study considered TIC associations with health irrespective of its
delivery within a treatment protocol, which in prior studies could have been the primary
contributor to health outcomes, rather than TIC itself. In addition, TIC may need to be
conceptualized in a way that more explicitly addresses unique experiences of LGBTQ
survivors (e.g., providing information on stigmatizing effect of minority stress).

The Role of TIC in Bolstering Mobilization

Although associations between TIC and mental and physical health generally were not
significant through the mobilizing factors, greater perceptions of TIC received were directly
related to greater empowerment and emotion regulation, and lower social withdrawal. These
findings build on prior research with evidence to suggest that building survivors’ strengths
could lead them to feel greater empowerment and engage in greater emotion regulation
(Harris & Fallot, 2001). The current results extend existing trauma literature to demonstrate
that this could apply to LGBTQ IPV survivors, and, furthermore, that TIC is also related to
lower social withdrawal. Building on limited research on interventions for LGBTQ
individuals (e.g., Pachankis et al., 2015), the findings suggest that a TIC approach may
promote various indicators of mobilization that, in turn, may promote health. This finding
underscores the need to consider how dimensions of TIC might be infused into clinical
interventions tested among LGBTQ IPV survivors.

Pertinent to this study, minority stress-related TIC was associated with greater emotion
regulation and empowerment, as well as lower loneliness at the bivariate level. Providers
who talk with LGBTQ IPV survivors about discrimination may help them to develop agency
to better regulate their emotions (Meyer, 2003). The findings extend this point to suggest
that exploring and affirming LGBTQ IPV survivors’ gender identity and sexual orientation
is related to longer service duration. To this end, it is important for providers who serve
LGBTQ IPV survivors in short-term treatment (e.g., a primary care setting) immediately
work to assess for minority stress among this population and affirm their identities.

What about shame?—Notably, perceptions of receiving higher levels of TIC did not
relate to lower shame. Many LGBTQ IPV survivors experience chronic internalized stigma
resulting from exposure to lifelong and current experiences of discrimination (Newcomb &
Mustanski, 2010). Consequently, although TIC may bolster LGBTQ IPV survivors’ sense of
empowerment, emotion regulation, and desire for social connection, it may not sufficiently
address pervasive negative core beliefs that contribute to shame related to their LGBTQ
identity. Future studies should consider how a trauma-informed approach could be delivered
in a way that significantly lowers shame among LGBTQ IPV survivors, particularly because
—as is noted below—shame is strongly associated with poorer mental and physical health in
this population.
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Mobilizing Factors Related to Mental and Physical Health

Consistent with the hypotheses for the proposed model, greater social withdrawal and shame
were associated with poorer mental health, and greater shame was related to poorer physical
health. At the bivariate level, greater social withdrawal was related to greater depression,
PTSD, chronic health conditions, and somatic symptoms, which is consistent with previous
research demonstrating that social isolation is a major risk factor for chronic health
conditions (House, Landis, & Umberson, 1988). As expected, greater shame was related to
greater depression, PTSD, and somatic symptoms. Similarly, greater shame was strongly
associated with poorer health in the latent model, which substantiates previous research
asserting that shame leads to poorer health (Hartling, Rosen, Walker, & Jordan, 2004).
Finally, greater empowerment was associated with lower depression, PTSD, chronic health
conditions, and somatic symptoms, findings that align with previous studies documenting
that empowerment can improve health outcomes (e.g., Thorne, Paterson, & Russell, 2003).

Limitations and Strengths

While these findings advance research on LGBTQ IPV survivors’ reported experience of
TIC, there are some limitations to note. The data were nonexperimental; thus, causality
cannot be determined. Longitudinal research would provide stronger evidence for the
indirect pathways and directionality of associations. Also, the final sample size was much
smaller than the initial sample due to the number of individuals who did not meet all
inclusion criteria. In particular, only a small percentage of LGBTQ IPV survivors had sought
any kind of healthcare service within the past year (38.8%), even with a wide range of
possible services, making them ineligible for the study. Given that LGBTQ IPV survivors
are already a highly marginalized and difficult-to-reach population, this reflects an ongoing
challenge to address in future research. While we utilized nonprobability sampling methods
in the effort to target a difficult-to-reach population, our reliance on LGBTQ- and IPV-
specific listservs may have yielded a sample with unique attributes, posing challenges to the
generalizability of the associations found for this sample. For instance, this sample may have
reported less social isolation than the general population of LGBTQ IPV survivors by the
very fact that participants were connected to online listservs. Future studies should aim to
use representative sampling approaches when studying this population. In addition, the
sample mostly identified as White; thus, the generalizability of findings to racial and ethnic
minority LGBTQ survivors may be limited. Although a strength of the study was in
assessing survivors’ perceptions of receiving TIC services from a broad range of services
related to IPV exposure, it is possible that this variability also might have diluted some of
the findings. The effects implied in the current model may apply to TIC received in the
context of some services more than others. Future research might consider TIC experiences
with services that directly aim to rehabilitate survivors (e.g., mental health counseling)
separately from services that may indirectly provide support for IPV exposure (e.g., legal
counseling).

There are also some limitations to the measurement of some constructs. Some items from
established scales used dichotomous response options (e.g., chronic health conditions),
which could have limited the ability to detect potentially important variance. Also, results
are based on self-report and future studies could improve upon this to examine data from
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multiple sources (e.g., providers’ reports of their infusion of TIC into their services). In
addition, participants reported their perceptions of TIC related to the service they sought
most in the past year; however, this service might not have been the most helpful in terms of
improving overall health. While inclusion criteria for the study were LGBTQ participants
who had experienced some form of IPV during the past year and who sought healthcare
services related to IPV during the past year, this study did not account for the time that may
have potentially lapsed between IPV exposure and services that were received.

There are also several strengths of this study. This study tested a novel model that bridged
the trauma, TIC, and minority stress literature bases among LGBTQ IPV survivors to better
understand the processes by which perceptions of receiving TIC could promote better mental
and physical health through various mobilizing factors. This study addressed limitations of
prior research by assessing perceptions of TIC received among LGBTQ IPV survivors, a
substantially understudied population in the IPV literature, and examined associations of
TIC with mobilizing factors as well as mental and physical health. The more comprehensive
model from this study illuminated several complex and nuanced pathways that could inform
the development of better prevention and intervention efforts for LGBTQ IPV survivors.

Implications for Research and Practice

This study provides several directions for future research. Studies should further examine
this model for specific types of service providers and agencies. For example, it could be that
TIC received from medical providers has a stronger association with physical health than
TIC received from support groups or hotlines. Future research could also examine TIC in
conjunction with evidence-based interventions to better understand this combined effect on
improving health. Future studies should also examine the direct effect of TIC on mental and
physical health using randomized controlled trials. Moreover, given the nonsignificant
association between TIC and shame in the model, future research should consider how TIC
approaches could be tailored to ensure that they have a substantive effect on lowering shame
—especially because shame was highly associated with mental and physical health. Finally,
future research should consider supplementary TIC dimensions that were not captured in
this study (e.g., encouraging survivors to seek support from the LGBTQ community) in an
effort to build its overall effect on health for this population.

Results from this study suggest ways that providers could work to improve health among
LGBTQ IPV survivors. By incorporating a TIC framework into their service delivery,
providers may help survivors to increase their resilience against negative experiences as well
as help them to mobilize themselves toward safety and recovery. It is critical that service
providers work to increase LGBTQ IPV survivors’ engagement with affirming community
and support networks. To more effectively serve LGBTQ IPV survivors who contend with
learned negative self-evaluations as a result of discrimination and IPV, TIC may need to be
delivered in the context of evidence-based interventions adapted for LGBTQ populations.
Taken together, researchers and practitioners need to uncover services and resources
complementary to TIC that could ameliorate the effect of IPV on LGBTQ survivors’ health.
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Figurel.
Model of associations between trauma-informed care, mediators, and mental and physical

health concerns.

Note. Values are standardized coefficient estimates. Dashed lines represent nonsignificant
paths. The model controls for age, SES, and service duration and includes covariances
among mediators that are not displayed but are reported in Table 3. SES = socioeconomic
status.

*p<.05. **p<.01. ***p<.001.
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Table 1.
Frequencies of Demographic Variables.
Variable Percent
Gender ldentity
Cisgender woman 43.9
Cisgender man 134
Transman 7.1
Transwoman 5.9
Nonbinary 24.70
Other 5.0
Sexual Orientation Identity
Lesbian 13.8
Gay 18.4
Bisexual 222
Pansexual 9.6
Queer 25.5
Asexual 5.9
Other 4.6
Race/Ethnicity
African American/Black 2.7
Asian/Asian American 5.8
Hispanic/Latino 4.9
Native American/Alaska Native 0.9
Middle Eastern 0.9
Biracial or Multiracial 17.3
White 66.7
Other 0.9
Socioeconomic Status
1 do not worry about paying for things | want and need 8.9
| can easily pay my bills but need to be careful 22.8

| can pay my regular bills, but a bill that was bigger than usual would cause hardship 415

| have trouble paying my regular bills 19.6
| simply can’t pay my bills 7.1
How long ago services were sought
Less than a month ago 5.0
Between 1 month and 6 months ago 17.2
Between 6 months and 1 year ago 24.8
More than 1 year ago 40.8
More than 5 years ago 12.2
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Direct and Indirect Effect Estimates and Covariances in Trauma Informed Care Model.

Table 3.

Specific Path or Covariance Standardized Estimate (95% Cl) SE pvalue
TIC to:
Emotion regulation 31 .08 <001
Shame .09 .07 215
Empowerment 41 .07 <001
Social withdrawal =21 .08 .007
Emotion regulation to:
Mental health concerns .06 .06 .340
Physical health concerns .09 .09 .302
Shame to:
Mental health concerns .59 .06  <.001
Physical health concerns .57 10 <001
Empowerment to:
Mental health concerns -.004 .09 .966
Physical health concerns -.12 .10 224
Social withdrawal to:
Mental health concerns .23 .09 .017
Physical health concerns -.02 12 .869
Covariance between:
Empowerment, shame -.32 .08 <.001
Empowerment, social withdrawal -.53 .07 <.001
Empowerment, emotion regulation .20 .07 .003
Shame, social withdrawal .55 .06 <.001
Mental health, physical health .70 13 <001
TIC to mental health indirect through:
Emotion regulation .02 [-.02, .06] .02
Shame .05 [-.03, .14] .04
Empowerment -.002 [-.07, .07] .04
Social withdrawal -.05[-.11, -.01] .03
TIC to physical health indirect through:
Emotion regulation .03 [-.02, .09] .03
Shame .05[-.03, .13] .04
Empowerment -.05[-.14, .03] .04
Social withdrawal .004 [-.05, .06] .03
Covariate paths:
Age to emotion regulation .15 .07 .038
Age to shame -.23 .06 <.001
Age to physical health .18 .08 .035
Low SES to social withdrawal 14 .06 .029
Low SES to shame .23 .07 <001
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Specific Path or Covariance Standardized Estimate (95% Cl) SE pvalue
Low SES to mental health concerns 12 .06 .040
Low SES to physical health concerns .10 .07 178
Service duration to shame -.06 .06 .361
Service duration to empowerment .04 .06 ATT
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Note. Indirect effect estimates were calculated using bias-corrected bootstrapping procedures from 1,000 samples from the original dataset, with

95% ClI reported in brackets. Cl = confidence intervals; TIC = trauma informed care; SES = socioeconomic status.
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