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Abstract

The current study is a randomized controlled trial comparing HOPE (Helping to Overcome PTSD 

through Empowerment) to an adapted version of present-centered therapy (PCT+) in residents of 

domestic violence shelters with posttraumatic stress disorder from intimate partner violence. 

HOPE is a cognitive-behavioral treatment that adopts an empowerment approach. PCT is an 

attention-matched control condition frequently used in posttraumatic stress disorder treatment 

research. PCT+ was adapted to include safety planning. We collected data from 172 women from 

one of six shelters, randomizing participants to receive either HOPE or PCT+. Participants in both 

treatments received up to 16 sessions during shelter and the first three months post-shelter. Follow-

up assessments occurred at post-shelter, post-treatment, and 6- and 12-months post-treatment. 

Results of multivariate models found that both HOPE and PCT+ were associated with significant 

and large reductions in intimate partner violence-related posttraumatic stress disorder symptoms. 

Further, both treatments resulted in significant small to medium effects on intimate partner 

violence, depression, empowerment, posttraumatic cognitions, and health-related quality of life. 

Results suggest that both HOPE and PCT+ are viable and efficacious treatments of intimate 

partner violence-related posttraumatic stress disorder in women residing in shelters. As PCT+ has 
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the potential to be delivered by paraprofessionals and individuals without mental health expertise, 

PCT+ may be the preferred treatment model for shelters.
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Intimate partner violence (IPV) is a serious and preventable public health problem for 

women. The National Intimate Partner and Sexual Violence Survey found that one in three 

(36.4%) women experience sexual violence, physical violence, and/or stalking and over 1/3 

of women (36.4%) experience psychological aggression by an intimate partner during their 

lifetime (Smith et al., 2018). IPV is associated with significant loss of personal and social 

resources (Johnson et al., 2008) and substantial economic burden and health-care costs 

(Bonomi et al., 2009; Peterson et al. 2018). Although the mental health sequelae of IPV are 

many (e.g., Hien & Ruglass, 2009; Spencer et al., 2019), posttraumatic stress disorder 

(PTSD) is one of the most prevalent disorders among IPV survivors with research 

documenting a strong association between IPV and PTSD (Hien & Ruglass, 2009; Spencer 

et al., 2019).

Domestic violence shelters are an important resource for IPV survivors and their children, 

providing safety, case management, and advocacy for residents. Over 1,800 domestic 

violence programs exist in the United States, with approximately 77% of those agencies 

providing emergency shelter to adult and child victims of IPV (National Network to End 

Domestic Violence [NNEDV], 2018). A 2017 survey of IPV programs found that 40,470 

adult and child survivors received emergency shelter or transitional housing in a single day 

(NNEDV, 2018). IPV survivors who seek shelter tend to report more severe abuse histories 

and present with higher rates of PTSD relative to IPV survivors who do not seek shelter 

(Jones et al., 2001). Consistently, more recent research finds trauma symptoms like PTSD to 

be a significant predictor of domestic violence shelter residence (Galano, et al., 2013), and 

research finds an extremely high rate of IPV-related PTSD in women in shelters (66%; Perez 

et al., 2012). Furthermore, research suggests that the impairment associated with both IPV 

and PTSD can interfere with IPV survivors’ ability to effectively access and use shelter and 

other community resources necessary to establish safety (Johnson et al., 2008). Given these 

findings, therapy during the shelter should focus on maximizing use of available shelter and 

community resources that might be important for IPV survivors, especially those with IPV-

related PTSD. Consistently, research finds that interventions offered both during and after 

shelter can be beneficial to women (Jonker et al., 2014). However, only 52% of the domestic 

violence agencies in the United States provide therapy or counseling services for survivors 

(NNEDV, 2018) and there are no research-supported treatments designed specifically for 

IPV-related PTSD in women residing in shelter.

Helping to Overcome PTSD through Empowerment (HOPE; 2009; Johnson et al., 2011, 

2016) was developed to address the unique needs of IPV survivors who seek shelter. 

Although there are numerous research-supported treatments for PTSD (e.g., Foa et al., 2018; 

Forbes et al., 2012; Lang et al., 2017), none of these treatments have been evaluated in IPV 
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survivors, generally, or in IPV survivors who seek shelter, specifically. Residents of 

domestic violence shelters are unique relative to other trauma survivors, in that they often 

face multiple safety risks and a high likelihood of re-victimization, are currently homeless 

and in a state of crisis, and face distinct challenges such as co-parenting with their abuser. 

Existing interventions for IPV survivors are in early stages of development (e.g., Kelly & 

Pich, 2014), do not specifically address IPV-related PTSD (e.g., Rhodes et al., 2015; Rizo et 

al., 2018; Santos et al., 2017), or are designed for survivors who no longer have safety 

concerns and have permanently left their abuser (e.g., Kubany et al., 2004). Residents of 

domestic violence shelters may return to their abuser, or even if they have left, still face 

ongoing safety concerns. Thus, treatments that assume safety do not appropriately target the 

needs of shelter residents.

HOPE was designed to fill this gap in the IPV treatment literature. HOPE is a short-term, 

present-centered, cognitive-behavioral treatment that adopts an empowerment approach. 

HOPE is considered a first stage treatment in that it focuses on safety, self-care, and 

empowerment rather than recall and processing of the trauma-related memories (Herman, 

1992). A first stage treatment is well-suited to the needs of IPV survivors in shelter, as they 

are in a state of crisis with high risk for re-victimization. HOPE’s empowerment approach is 

based in multicultural feminist theory (Worell & Remer, 2002) and thus emphasizes choice, 

individualized goals, and self-efficacy throughout treatment. Further, HOPE provides space 

to investigate how the client’s cultural background and socialization as a woman influences 

her experience of abuse. Finally, HOPE adopts a cognitive-behavioral approach, addressing 

the five schematic areas hypothesized by McCann et al. (1988) to be influenced by trauma 

(i.e., safety, trust, power, intimacy, esteem).

HOPE was developed through a series of pilot studies that included focus groups with 

current and former shelter residents, an open trial (Johnson & Zlotnick, 2006), and two pilot 

randomized controlled trials evaluating the benefit of adding HOPE to standard shelter 

services (Johnson et. al., 2011, 2016). A pilot randomized clinical trial (N = 70) of an initial 

version of HOPE that consisted of 9–12 sessions of individual treatment during the shelter 

stay found that HOPE, relative to standard shelter services alone, was associated with 

reduced emotional numbing, effortful avoidance, and arousal symptoms of IPV-related 

PTSD; depression symptoms; rates of IPV re-victimization; and increased empowerment 

and social support (Johnson et al., 2011). Notably, most HOPE participants left shelter prior 

to completing HOPE and reported ongoing clinically significant PTSD symptoms, life-

stressors, and IPV after leaving shelter (Johnson et al., 2011). Building on these findings, 

HOPE was expanded to a 16-session intervention that continued for three months after 

residents left shelter (Johnson et al., 2016). A pilot randomized controlled trial (N = 60) of 

this expanded version of HOPE found HOPE to be associated with reduced IPV-related 

PTSD and depression severity, as well as increased empowerment and resource gain relative 

to standard shelter services alone (Johnson et al., 2016).

Since these findings of HOPE were promising but preliminary, the current study evaluated 

the efficacy of the expanded version of HOPE (Johnson et al., 2016) relative to a time- and 

attention-matched control condition, over a longer period (i.e., a 12-month follow-up 

period), and within six diverse shelter settings rather than only one shelter. Our attention-
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matched control condition was present-centered therapy (PCT), a problem-focused, 

supportive therapy that has been frequently used as an attention-matched control condition 

in clinical trials of PTSD (e.g., Foa et al., 2018; Lang et al., 2017; Schnurr et al., 2007). 

Unlike the two pilot RCTs of HOPE that used doctoral-level psychologists to deliver HOPE, 

both HOPE and the attention-matched control, PCT were delivered by masters-level 

community-based therapists. We initially hypothesized that HOPE, relative to control, would 

be associated with greater reductions in IPV-related PTSD severity and degree of IPV re-

victimization across the 12-month follow-up. However, given the research supporting the 

efficacy of PCT in the treatment of PTSD that were published after we designed and started 

this study (e.g., Foa et al., 2018; Lang et al., 2017) and the fact that the Society for Clinical 

Psychology now lists PCT on their website describing research-supported treatments for 

PTSD (Society for Clinical Psychology, 2020), we are now less certain of this prediction. 

We also assessed several secondary outcomes including depression severity, empowerment, 

posttraumatic cognitions, and health-related quality of life. Satisfaction with treatment, 

treatment attendance, and treatment drop-out rates were also evaluated.

Method

Participants

Participants were residents of one of six shelters in five counties in the midwest. To be 

eligible, participants had to experience an incident of IPV in the month prior to entering 

shelter, as defined by endorsing at least one item on either the Severity of Violence against 

Women Scale (SVAW; Marshall, 1992) or the short-form of the Psychological Maltreatment 

of Women Inventory (PMWI; Tolman, 1999). Participants also had to meet Diagnostic and 

Statistical Manual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR; American 

Psychiatric Association [APA], 2000) diagnostic criteria for IPV-related PTSD according to 

the Clinician-Administered PTSD Scale (CAPS; Blake et al., 1995). Participants were 

excluded from the study if they: (a) endorsed suicidal ideation with intent and plan 

determined to be severe risk on the Modified Scale for Suicidal Ideation (MSSI; Miller et al., 

1986); (b) endorsed current psychotic symptoms on the psychotic screen of the Structured 

Clinical Interview for Axis I disorders (SCID-I/P; First et al., 2002); (c) met DSM-IV-TR 
(APA, 2000) diagnostic criteria for alcohol or drug dependence within the last three months 

on the SCID-I/P (First et al., 2002); (d) met DSM-IV-TR (APA, 2000) diagnostic criteria for 

lifetime Bipolar Disorder on the SCID-I/P (First et al., 2002); or (e) were in concurrent 

individual psychotherapy or counseling.

Procedure

Design—This study was a randomized double-blind clinical trial evaluating the efficacy of 

HOPE (n = 83) compared to present-centered therapy plus safety planning (PCT+; n = 89; 

discussed below) in shelter residents with IPV-related PTSD. All participants received the 

standard shelter services (e.g., case management, therapeutic milieu environment, 

educational groups) offered through their respective shelter and were randomly assigned to 

either HOPE or PCT+ using urn randomization (Stout et al., 1994), stratifying participants 

according to substance use diagnosis and medication status. For blinding purposes, all 

treatment offered was referred to as “HOPE.” Additionally, participants in both conditions 
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received a “HOPE Workbook” that included all handouts for their specific treatment 

condition. Participants were discouraged from sharing their HOPE materials with other 

residents or research staff.

Data were collected between February of 2013 and February of 2017. An a priori power 

analysis was conducted via Optimal Design 2.0 Software (Raudenbush & Liu, 2000) with an 

alpha level of .05; a conservative medium effect size (delta = .60); an effect size variability 

of .07 across the six shelters; and a desired power of .80. Power analysis results indicated a 

required N of 150. All research procedures were approved by the University of Akron 

Institutional Review Board (IRB) and all participants provided informed consent. A 

Certificate of Confidentiality was also received from the National Institute of Mental Health 

(NIMH). Participants were recruited via several methods at each shelter, including study 

brochures, posted flyers, shelter-based recruitment sessions, and staff referrals. All 

participants who expressed interest in the study participated in a brief screen, either in 

person or by phone. This screen provided more details about the requirements of the study 

and an initial screen of inclusion criteria (e.g., whether current resident was in a participating 

shelter, experienced IPV in month prior to shelter, screened for substance dependence with 

items from the Mini-International Neuropsychiatric Interview (MINI; Sheehan et al., 1998) 

and screened for PTSD with brief 4-item screen for PTSD in primary care (PC-PTSD; Prin 

et al., 2003)).

Participants who were still eligible and consented were scheduled a baseline assessment at 

shelter (see Figure 1). The baseline and follow-up assessments lasted approximately 2–3 

hours and were conducted by advanced graduate assistants (GAs) in psychology. Interview 

training included standard training on interview procedures, practice with a trained 

interviewer, and observation of experienced staff conducting interviews. All GAs were 

supervised by the first author and attended weekly group supervision in which they received 

feedback about proper administration of assessments to minimize coder drift. To assess 

treatment effects, participants were reassessed by GAs, who were masked to participants’ 

treatment condition, within one week of leaving shelter (post-shelter; PS), within one week 

of completing treatment (post-treatment; PT), 6- and 12-months post-treatment (6PT and 

12PT, respectively). Baseline assessments occurred in shelter; follow-up assessments 

occurred at the participants’ home when safe or another safe location convenient to the 

participant (e.g., library, coffee shop). Participants were reimbursed $40 for the baseline 

assessment and $50 for each follow-up assessment. Participants who completed at least 75% 

of study assessments were eligible for a drawing for one of two $250 gift cards. Childcare 

and bus passes were provided when needed. Measures suggested by Sullivan and Cain 

(2004) to maximize safety when conducting research with IPV survivors were used 

throughout the research (e.g., safety planning during interviews, providing limited details 

regarding participation on phone calls in case abuser is listening).

Measures

Descriptive Variables—Table 1 provides participant descriptive information. For all 

measures, item-level missing data was addressed using available item analysis (Parent, 2013) 

providing that at least 80% of the items were completed on a given measure (Downey & 
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King, 1998). Accordingly, total scores were created by multiplying the mean using all 

available items by the number of items.

Demographic Interview.: A semi-structured interview was conducted to acquire participant 

demographic and other descriptive information.

Treatment Utilization.: A modified version of the Longitudinal Interval Follow-up 

Evaluation (LIFE; Keller et al., 1987) was used to assess treatment utilization across the 

lifetime, as well as the six months prior to baseline interview.

Trauma History.: The Traumatic Stress Schedule (TSS; Norris, 1990) was utilized to assess 

participants’ lifetime history of traumatic events distinct from their experience of IPV. The 

TSS includes 10 items of traumatic events (e.g., being attacked, sexual violence,). 

Participants endorse whether a traumatic event occurred or not for each item. In the present 

study, a count variable was created to represent the number of types of traumatic events 

participants had experienced, with possible scores ranging from 0–10.

Comorbidity.: The mood, anxiety (excluding PTSD), substance and psychotic screen 

modules of the Structured Clinical Interview for DSM-IV-TR (APA, 2000) Axis I (SCID-

I/P; First et al., 2002) and the Borderline Personality Disorder module of the Structured 

Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II, First et al., 1997) 

were utilized to assess for diagnostic comorbidity with PTSD. The SCID-I/P and SCID-II 

are the gold standard semi-structured clinical interviews for disorders based on DSM-IV-TR 
symptom criteria. Inter-rater reliability was calculated for 13 randomly selected interviews 

for MDD (κ = 1).

Primary Outcomes

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

interview that assesses the DSM-IV-TR (APA, 2000) criteria for PTSD and PTSD symptom 

severity over the last month. The frequency and intensity of each symptom was assessed on 

a 5-point Likert scale (0 = never to 4 = daily or almost every day; 0 = absent to 4 = extreme, 

respectively) for IPV-related PTSD symptoms in the past month. The present study summed 

frequency and severity items across the 17 symptoms to reflect IPV-related PTSD severity in 

the last month. Total CAPS scores can be classified as asymptomatic/few symptoms (0–19), 

mild/subthreshold PTSD (20–39), moderate PTSD/threshold (40–59), severe PTSD (60–79), 

and extreme PTSD symptoms (≥ 80; Weathers et al., 2001). We also used the CAPS to 

determine if participants met DSM-IV-TR (APA, 2000) criteria for IPV-related PTSD at 

baseline and follow-up. A PTSD symptom was considered present if the frequency was rated 

“1” or higher and the intensity was rated “2” or higher (Weathers et al., 1999). Sample 

CAPS items include, “In the last week, have you had unwanted memories of the abuse?” and 

“Have you ever tried to avoid thoughts or feelings about the abuse?” The CAPS has 

demonstrated internal consistency reliability coefficients ranging from .73–.85 and 

concurrent validity with other measures of PTSD (Blake et al., 1995), as well as convergent 

and discriminant validity across 10 years of research (Weathers et al., 2001). Total CAPS 

scores for this study demonstrated internal consistency of .91. Inter-rater reliability for IPV-
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related PTSD diagnosis from the CAPS was also calculated for 20 randomly selected 

interviews (κ = 1).

IPV Severity.: The Severity of Violence Against Women Scale (SVAW; Marshall, 1992) and 

the Psychological Maltreatment of Women Inventory-Short Version (PMWI-SF; Tolman, 

1999) were utilized to assess for IPV. The SVAW is a 46-item self-report measure that 

assesses for the frequency of serious threats of violence; mild, minor, moderate, and serious 

violence; and sexual aggression. In the present study, the SVAW was used to assess IPV at 

baseline (i.e., IPV in the month prior to shelter admission) and as a primary outcome 

variable (i.e., past month IPV severity). Sample items include: “acted like a bully towards 

you” and “threatened to kill you.” The SVAW is scored on a 4-item Likert scale ranging 

from 0 (never) to 3 (4 or more times) and items were summed to reflect an overall severity 

score. Marshall (1992) report internal consistency reliability α’s between .89-.96 and the 

present study was similar (α = .96).

The PMWI-SF is a 14-item self-report measure assessing for psychological violence. The 

PMWI-SF was used to assess IPV inclusion criteria (i.e., IPV in the month prior to shelter 

admission) and as a primary outcome variable (i.e., past month IPV severity). Sample items 

include: “My partner called me names” and “My partner treated me like an inferior.” It is 

scored on a 6-point Likert scale (0 = never to 4 = very frequently) and the items were 

summed to compute a severity score. Tolman (1999) reported internal consistency reliability 

for the PMWI-SF ranging from.88-.92, and this study found the similar reliability (α = .90).

Secondary Outcomes

Depression Severity.: The Center for Epidemiologic Studies Depression Scale (CES-D; 

Radloff, 1977) was used to assess severity of depression symptoms. The CES-D is a 20-item 

self-report measure of depression symptoms in the past week. Sample items include: “I was 

bothered by things that usually don’t bother me” and “I did not feel like eating; my appetite 

was poor.” It is scored on a 4-point Likert scale ranging from 0 (rarely or none of the time 
[less than 1 day]) to 3 (most of the time [5 – 7 days]). Items were summed to calculate a 

total severity score. A CES-D cutoff score of 16 is suggestive of significant depression 

symptoms and has been found to have good sensitivity and specificity (Lewinsohn et al., 

1997). The CES-D has demonstrated internal consistency reliability coefficient alphas 

between .85 and .90 in community and patient samples (Radloff, 1977), as well as in the 

current study (α = .90).

Empowerment.: The Personal Progress Scale-Revised (PPS-R; Johnson et al., 2005) was 

utilized to measure empowerment. The PPS-R is a 28-item self-report measure and sample 

items include: “I feel I give as much as I get in relationships with important others in my 

life” and “I feel prepared to deal with the discrimination I experience in today’s society.” 

The PPS-R is scored on a 7-point Likert scale ranging from 1 (almost never) to 7 (almost 
always). The items were summed to calculate a total score. Reliability (α = .88), validity (r’s 

ranging from .65-.81 with measures of wellbeing), and discriminant validity (with 

significant differences in PPS-R total scores found in IPV survivors with and without PTSD 
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symptoms) have been supported in previous research with the PPS-R (Johnson et al., 2005). 

The present study found internal consistency reliability of .86.

Posttraumatic Cognitions.: The Posttraumatic Cognitions Inventory (PTCI; Foa et al., 

1999) was utilized to assess posttraumatic thoughts and beliefs about the world and self. The 

PTCI is a 33-item self-report measure. Sample items include: “I can’t trust that I will do the 

right thing” and “People can’t be trusted.” The PTCI is scored on a Likert scale ranging 

from 1 (totally disagree) to 7 (totally agree). In the present study, items were summed to 

calculate a total score. Foa et al. (1999) found an internal consistency reliability of .97), and 

demonstrated convergent validity relative to two other scales that measured trauma 

cognitions, as well as, discriminant validity. In the present study, internal consistency of .95 

was identified.

Health-Related Quality of Life.: The mental component score (MCS) from the Veteran’s 

Rand 12-item Health Survey (VR-12; Kazis et al., 2004) was used to assess health-related 

quality of life. The VR-12 is a modification of the Medical Outcomes Study Short Form 

Health Survey (SF-12) and assesses role limitations from mental or physical health, physical 

functioning, bodily pain, energy/fatigue, mental health, social functioning, and general 

health. The MCS uses a T-score metric, with responses to all 12 items used in the calculation 

of the MCS and item weights accounting for the relative strength of items. Ware et al. (1996) 

demonstrated 2-week test-retest reliability for the MCS (r = .76) and validity when 

compared to the MCS from the original 36-item version of the scale. Change of 1–2 units or 

greater in MCS scores are considered clinically significant (Kazis et al., 2004).

Satisfaction with Treatment.: The Client Satisfaction Questionnaire (CSQ-8; Attkisson & 

Greenfield, 2004) is an 8-item self-report measure of level of satisfaction with care (e.g., 

quality of service, convenience) The CSQ-8 is scored on a Likert scale ranging from 1 (low 
satisfaction) to 4 (high satisfaction). Scores are summed to calculate a total treatment 

satisfaction score. The CSQ-8 has previously demonstrated internal consistency in a variety 

of studies with alphas ranging from .83 to .93. Predictive validity has been supported by 

service completers demonstrating higher satisfaction scores compared to non-service 

completers. The present study found an internal consistency of .85.

Treatment Protocols, Integrity, and Training

Therapists, Therapist Training, and Supervision.: Both HOPE and PCT+ were delivered 

by four masters-level therapists, each of whom was trained in both therapy protocols. 

Training for both HOPE and PCT+ each included a two-day workshop led by the first author 

and developer of HOPE. The training for PCT+ was adapted from an existing training 

program for PCT with the assistance of a consultant who has supervised delivery of PCT in 

prior research (Schnurr et al., 2007). Each therapist had two practice clients (i.e., one HOPE, 

one PCT+) under weekly supervision with the first author and was assigned therapy clients 

in the RCT after they were rated as adherent and competent in both protocols. Throughout 

the RCT, therapists received both individual and group supervision by the first author. 

Therapists were regularly provided feedback on adherent and competent delivery of both 

protocols. Individual supervision was titrated, in that as therapists gained more experience 
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with both protocols, less supervision was provided. Group supervision occurred weekly and 

focused on oversight of research procedures and documentation (i.e., notes, adverse events, 

and scheduling of assessments), although time was allotted for discussion of client concerns 

if needed.

Session Delivery Model for HOPE and PCT+.: Delivery of both HOPE and PCT+ was 

consistent with the model of HOPE (Johnson et al., 2016), where PCT+ was adapted to 

mirror HOPE’s delivery model. This model attempts to standardize the treatment procedures 

given the unpredictability and diversity of participants’ length of shelter stay. Participants 

could receive up to 16 sessions of therapy, some of which occurred in shelter and the 

remainder of which took place in the first three months after leaving shelter. Specifically, 

participants could receive up to 10 sessions while residing in shelter, over a 10-week period. 

In this case, the remaining six sessions would occur in the three months after leaving shelter. 

However, the specific breakdown of sessions received in shelter and post-shelter was 

determined by participants’ length of shelter stay. If participants stayed in shelter longer than 

the 10-week treatment period, they were offered monthly shelter booster sessions until they 

left shelter. We felt it unethical to discontinue therapy during this time, given that study 

participants were not permitted to receive other therapy or counseling during the study. 

These booster sessions did not provide any new information and were designed primarily as 

check-ins, to assure participant safety, and to work through any ongoing concerns. Only a 

small minority of participants (n = 11) received any booster sessions while in shelter. All 

sessions were 50–60 minutes in length. Sessions during shelter were offered at least weekly 

and sessions post-shelter were offered at least bi-weekly. Sessions occurred in private rooms 

in shelter or in a private, safe location chosen by the participant (e.g., participant’s home, 

community room in public library) when conducted post shelter.

HOPE.: The protocol of HOPE has been detailed elsewhere (Johnson et al., 2017), 

including two case examples (Johnson & Ceroni, 2020; Johnson et al., 2020). HOPE is a 

flexible module-based treatment where the ordering of the modules and the emphasis placed 

on each module are determined by client goals and needs. HOPE is trauma-focused in that 

clients relate their current symptoms and traumas to their experience of IPV but there is no 

processing of trauma-related memories. Treatment modules focus on (a) establishing safety 

and providing information and skills that enhance empowerment; (b) CBT skills, including 

cognitive restructuring, managing triggers, sleep hygiene, and self-soothing and relaxation; 

(c) improving relationships, assertiveness, and anger management; and (d) post-shelter 

concerns, such as goal setting and safety planning. There are also several optional modules 

that can be integrated into the treatment plan based on client need (e.g., crisis management, 

comorbid substance use).

To assess adherent and competent delivery of HOPE, 34 randomly selected sessions were 

rated by one of two external experts trained in HOPE. All sessions were rated on the HOPE 

Adherence and Competence Scale used in prior research (Johnson et al., 2016). On 5-point 

scales, mean overall adherence was rated as 4.32 (SD = 0.84) and overall competence was 

rated as 4.18 (SD = 0.94) reflecting “very good” adherence and competence.
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PCT+.: PCT was designed to control for the non-specific factors of therapy (e.g., 

therapeutic relationship) and mirror traditional supportive therapy. The critical difference 

between HOPE and PCT is the focus on trauma. PCT does not include disclosure, 

discussion, or exposure of individual traumatic events. Further, PCT does not include any of 

the hypothesized active ingredients of HOPE (e.g., cognitive-restructuring, acquisition of 

new behavioral skills, including skills that enhance empowerment). The PCT manual used in 

prior research (Schnurr et al., 2007) was adapted for our target population to include safety-

planning strategies when participants brought up safety concerns to their therapist (i.e., PCT

+). Session 1 of PCT+ focused on collecting the client’s history and providing an overview 

of the therapy. Session 2 focused on psychoeducation about common reactions to trauma and 

PTSD and introduced participants to the daily monitoring log participants were asked to 

complete regarding activities or events that were stressful. Sessions 3–15 focused on 

problem-solving around current difficulties identified in the daily log. Participants 

prioritized and chose what events they wished to work on each session. Participants who 

referred to past trauma or IPV were validated and redirected to focus on current concerns. 

Session 16 focused on reviewing the participant’s progress and termination.

To assess adherent and competent delivery of PCT+, 24 randomly selected sessions were 

rated by one of two external experts trained in PCT+. Sessions were rated on an adapted 

version of the PCT adherence scales (Schnurr et al., 2007). On 7-point scales, mean overall 

adherence of PCT+ essential elements was 5.78 (SD = 0.75) and overall competence was 

rated as 5.80 (SD = 0.72) reflecting “good” to “very good” adherence and competence.

Statistical Methods—Our primary question regarding the extent to which the HOPE and 

PCT+ groups differed in improvement after baseline was addressed using group to predict 

the five occasions (BL, PS, PT, 6PT, and 12 PT) simultaneously; each outcome was 

predicted in a separate model. Although conceptually similar to a split-plot analysis of 

variance (i.e., with between-groups treatment and within-subjects occasions), these 

multivariate models reflect an intent-to-treat approach by using all available cases assuming 

missing at random. Because marginal main effects of group and occasion were not of 

interest, we report only planned contrasts regarding group-specific change.

Additional model modifications were needed to account for heterogeneity of variance and 

the different types of outcomes. For the five outcomes with plausibly normal residuals 

(PTSD, depression, empowerment, posttraumatic cognitions, and health-related quality of 

life), residual maximum likelihood in SAS GLIMMIX was used to estimate models with a 

multivariate normal distribution; all variances and covariances were estimated separately by 

group and occasion (due to worse fit for homogeneous-variance models; see Hoffman, 

2015). For the two symptom-count IPV outcomes with positive skewness, the models 

specified a log link function to ensure positive predicted outcomes along with a negative 

binomial conditional distribution. To be able to include separate scale factors for over-

dispersion by group and occasion (as also found necessary by comparisons of fit), these 

models were estimated in Mplus v. 8.4. A random intercept captured covariance among the 

five occasions (whose variance was constrained to be equal across groups given 

nonconvergence otherwise), requiring marginal maximum likelihood estimation. Attempts to 

also include zero-inflation components resulted in non-positive-definite models, indicating 
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the model adequately captured the zero-inflation. Robust standard errors were used in all 

models to protect the fixed effect standard errors against distribution misfit. For 

comparability across model type, denominator degrees of freedom were approximated with 

the number of subjects for all comparisons. Given the number of comparisons to be 

examined, an alpha < .01 was used. Additional details and annotated model syntax are 

available in the online supplement.

In preliminary analyses, we first examined the possibility of dependency arising from shelter 

or therapist. No omnibus main effects, interactions with time, or interactions with group 

were significant, and thus, effects of shelter or therapist were not retained. The results 

reported below are organized as follows. We first report bivariate associations involving 

treatment group, followed by the multivariate model results. We then report Pearson chi-

square tests to evaluate significant differences between treatment groups in PTSD diagnostic 

status at each follow-up occasion. Finally, we used Jacobson and Truax’s (1991) approach to 

determine the change in CAPS score required for clinically reliable change in PTSD 

symptoms. Pearson chi-square tests were used to assess differences between treatment 

groups in the percentage of participants who experienced clinically reliable change at each 

follow-up occasion.

Results

Study Sample

A total of 172 women met study criteria, consented to treatment, and were randomized into 

the study. The majority identified as either White (46.5%) or Black/African American 

(44.2%) and ranged in age from 19 to 59 (M = 35.13, SD = 9.12). For sample demographics 

by treatment group, see Table 1. The women were sampled from a total of six shelters, with 

the majority of women recruited from the four larger shelters (i.e., two urban [n = 95] and 

two rural [n = 57] shelters) and the remaining women recruited from two smaller, rural 

shelters (n = 20).

Treatment Attendance and Study Retention

Participants in HOPE attended 0–16 sessions (M = 8.86, SD = 6.17). Most sessions were 

attended post-shelter (M = 5.36, SD = 5.44) rather than during shelter (M = 3.49, SD = 

2.94), with 92.8% of participants attending at least one session of therapy and 44.2% 

receiving at least eight sessions (i.e., 50% of available sessions). Similarly, participants in 

PCT+ attended 0–16 sessions (M = 10.06, SD = 5.82). Most sessions were attended post-

shelter (M = 6.51, SD = 5.08) rather than during shelter (M = 3.54, SD = 3.11), with 92.1% 

attending at least one session and 55.8% attending at least eight sessions of therapy. No 

significant differences were found between the number of total sessions, shelter sessions, or 

post-shelter sessions or in the percentage of participants who received at least eight sessions 

as a function of treatment condition (all p’s > .05). A total of 11 participants dropped out of 

treatment, six (7.2%) in HOPE and five (5.6%) in PCT. No significant difference was found 

between HOPE and PCT+ in the number of participants who dropped treatment, X2 (1) = 

0.19, p = .666.
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Figure 1 depicts the flow of participants throughout the study. Retention rates for study 

participants at each occasion are as follows (see Figure 1 for retention for each time-point by 

treatment): 89.5% at PS (n = 154), 82.6% at PT (n = 142), 78.5% at 6PT (n = 135) and 

73.8% at 12PT (n = 127). No significant differences were found between participants who 

completed all assessments relative to those who missed at least one assessment on 

demographic variables (all p’s > .05), with the exception of race where a greater proportion 

of Black participants (81.6%) completed all assessments than their White counterparts 

(62.5%), X2(1) = 7.01, p = .008.

Client Satisfaction, Participant Safety, and Removal from Treatment

Average satisfaction scores on the CSQ-8 were calculated post-treatment for HOPE 

participants (n = 65) and PCT+ participants (n = 77). Average ratings for both HOPE (M = 

3.67, SD = 0.40) and PCT+ (M = 3.60, SD = 0.52) were high, reflecting overall satisfaction 

as good to excellent for both treatments. No significant differences were found in HOPE and 

PCT+ satisfaction ratings, t(140) = 0.94, p = .351.

There were no study-related serious adverse events. Ten participants (6 HOPE and 4 PCT+) 

were removed from treatment because they were determined to need a higher level of care or 

different treatment. Consistent with our intent-to-treatment analytic strategy, participants 

removed from treatment were invited to complete all follow-up assessments. The number of 

participants removed from treatment in HOPE and PCT+ did not significantly differ, X2 (1) 

= 0.59, p = .444.

Multivariate Modeling Results

Table 2 provides the model-estimated means per group and occasion (a derivation of how 

these were obtained from each model is given in the online supplement, along with program 

syntax). These model-estimated means reflect the values most likely to have been obtained 

had the sample been complete; actual sample sizes are also provided. The two IPV outcome 

means are unit-specific (i.e., specific to a participant with a random intercept = 0). Full 

results for all model parameters are available in the online supplement. Table 3 provides 

standardized mean differences between occasions in traditional d-units, although given the 

heterogeneous variance, these d-values were calculated using the model t-value and degrees 

of freedom (DF) as follows: d = 2t / SQRT[DF] (Friedman, 1982). The limits of the 95% 

confidence interval (CI) for each d-value were then calculated by replacing the point 

estimate for the mean difference with the lower and upper bounds of its 95% CI and using 

the corresponding t-values to compute d-values.

As shown in Table 3, both treatment groups improved significantly (p < .01) in all outcomes 

from baseline to each subsequent assessment. However, no significant group differences 

were found at any occasion (all d-values within ± 0.32) or in changes from baseline to any 

subsequent occasion (all d-values within ± 0.30) due to relatively small effect sizes. Finally, 

we also examined potential moderation of change from baseline by process-related variables 

(i.e., length of shelter stay before baseline, number of sessions during or post-shelter, 

patterns of attrition), but no consistent findings emerged.
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Additional Analyses

In addition to PTSD severity, we also evaluated whether participants met diagnostic criteria 

for IPV-related PTSD on the CAPS at each follow-up occasion (see Table 4). Pearson chi-

square tests revealed no significant group differences (all ps > .05). Finally, using Jacobson 

and Truax’s (1991) approach, the degree of change required for reliable change was 

calculated at PT for all outcomes except the health-related quality of life (the Cronbach’s 

alpha required for the formula could not be computed given the weighted scoring procedure 

for the MCS). Instead, we report the percentage of participants who improved by 2 units, 

which is considered clinically relevant (Kazis et al., 2004). The percentage of HOPE 

participants who achieved clinically significant change at PT was as follows: 83.1% (n = 54) 

for PTSD symptom severity, 87.7% (n = 57) for IPV severity (SVAW), 83.1% (n = 54) for 

psychological maltreatment severity (PMWI), 50.8% (n = 32) for depression severity, 23.8% 

(n = 15) for empowerment, 47.7% (n = 31) for posttraumatic cognitions, and 76.7% (n = 46) 

for health-related quality of life. The percentage of PCT+ participants who achieved 

clinically significant change at PT was as follows: 76.6% (n = 59) for PTSD symptom 

severity, 88.2% (n = 67 ) for IPV severity (SVAW), 93.5% (n = 72) for psychological 

maltreatment severity (PMWI), 54.8% (n = 40) for depression severity, 25.0% (n = 19) for 

empowerment, 39.5% (n = 30) for posttraumatic cognitions, and 68.1% (n = 49) for health-

related quality of life. No statistically significant difference in rate of reliable improvement 

by treatment condition was found (all p’s > .05).

Discussion

Residents of domestic violence shelters randomized to HOPE or PCT+ demonstrated 

significant and large reductions in IPV-related PTSD and significant small to medium 

reductions in degree of IPV, and these effects were maintained across the 12-month follow-

up period. Significant improvements in our secondary outcomes, including depression, 

empowerment, posttraumatic cognitions, and health-related quality of life (effect sizes 

ranging from small to medium; see Table 3) were found in both treatments, which were 

maintained across follow-up. Both treatments were also associated with loss of IPV-related 

PTSD diagnosis in most participants (see Table 4). Although rates of IPV-related PTSD 

diagnosis at each follow-up time-point (see Table 4) favored the direction of HOPE, none of 

these effects were significant. Further, effect sizes and rates of clinically significant change 

for PTSD and other outcomes were similar across treatments (see Table 3) and did not 

significantly differ. Both treatments also had similar and low drop-out rates (7.2% for HOPE 

and 5.6% for PCT+) and attendance rates (average of 8.86 sessions in HOPE and 10.06 in 

PCT+). Notably, treatment drop-out rates in both groups are lower than those found for 

trauma-specific treatments of PTSD (36%; Imel et al., 2013). Further, master’s level 

therapists effectively delivered both treatments across diverse shelter settings, and both 

treatments had high fidelity ratings and no consistent therapist effects.

Importantly, both HOPE and PCT+ were associated with reduced rates of IPV and improved 

health-related quality of life across follow-up. However, most participants did not achieve 

clinically significant improvement in degree of empowerment or posttraumatic cognitions. 

Additionally, mean scores in Table 2 suggest that participants were still experiencing mild to 
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subthreshold symptoms of PTSD (CAPS scores of 20–39; Weathers et al., 2001) and 

clinically significant levels of depressive symptoms (i.e., clinical cut-off for CES-D is 16; 

Lewinsohn et al., 1997). This is not entirely surprising as mean scores in Table 2 also 

suggest that many participants continued to experience some abuse across follow-up. 

However, some participants may benefit from additional treatment targeting their depression 

symptoms.

Results of the current study are consistent with prior findings that HOPE is an efficacious 

treatment for IPV-related PTSD and associated with reductions in IPV in residents of 

domestic violence shelters (Johnson et al., 2011, 2016). Our findings extend prior research 

by demonstrating that HOPE is associated with significant treatment gains in a variety of 

shelter settings and that these treatment gains are relatively durable. Findings also suggest 

that HOPE can be competently and effectively delivered by community-based masters-level 

therapists.

Findings from the current study are also consistent with a growing body of research that 

supports PCT in the treatment of PTSD (e.g., Society for Clinical Psychology, 2020). Our 

experience with PCT+ might help explain how an intervention initially designed as a control 

condition can be efficacious in IPV survivors residing in shelter. PCT+ provides an 

opportunity for women to take control of the content of their therapy sessions; women 

choose what they include on their daily log and then choose what they prioritize to discuss in 

session. Considering the context of shelter residents’ lives (e.g., no control over curfew, 

when to eat or go to bed, or the noise level of shelter) and the well-documented loss of 

control IPV survivors experience in general (Walker, 2009), an opportunity to have control 

over anything for an average of one-hour per week could prove to be incredibly powerful. 

This is consistent with Sullivan and Goodman’s (2019) advocacy model for IPV survivors 

that emphasizes a survivor-driven and trauma-informed approach focusing on “what matters 

most to survivors and a concomitant view of survivors as competent adults capable of 

making their own decisions about their lives” (p. 25). Future research is needed to determine 

the specific mechanism through which PCT+ effects PTSD and related outcomes.

Practice Implications

As both HOPE and PCT+ were similarly efficacious, results of this study highlight that 

therapy in general can be helpful to IPV survivors residing in shelter. Although more shelters 

provide therapy than have in the past, almost half (48%) of shelters still do not provide 

therapy or counseling (NNEDV, 2018) and research finds that more than half of shelter 

residents do not seek therapy (Johnson & Zlotnick, 2007). Findings from this study suggest 

that a trauma-informed approach to therapy in shelter can have a significant impact on IPV 

survivors’ mental health symptoms and quality of life. Consistent with recommendations for 

individuals in the first stage of trauma recovery (Herman, 1992), therapists delivering PCT+ 

were well-educated on trauma and PCT+ included information on common reactions to 

trauma and active safety planning when necessary. In addition, since both PCT+ and HOPE 

were similarly efficacious, the therapeutic relationship might play an important role in the 

healing of trauma, as suggested in the literature (Norcross & Wampold, 2019).
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In support of the dissemination of both treatments, study findings suggest that trained 

masters-level community-based therapists can deliver both HOPE and PCT+ with good 

fidelity. PCT+ is a less complex approach than HOPE with fewer treatment strategies and 

thus potentially requires less training than HOPE. Although training in this study was 

similar in duration for both treatments, PCT+ cases required less oversight and feedback 

during the training phase. Further, it is relatively easy to adapt PCT+ to be delivered by 

paraprofessionals, which could reduce implementation cost and make PCT+ more accessible 

to shelter residents. PCT+ includes safety planning, which can and has been delivered by 

paraprofessionals (e.g., community advocates) and by individuals without mental health 

expertise (e.g., Sullivan & Bybee, 1999). Given this, PCT+ may be preferable to HOPE as a 

treatment model for residents of domestic violence shelters with IPV-related PTSD.

Limitations and Conclusions

This study represents the first randomized controlled study of HOPE and PCT+ in women 

residing in shelter. Thus, results are preliminary and require replication for any firm 

conclusions. Strengths of the current study include the RCT design, large sample size, use of 

standardized measures with strong reliability and validity, use of masters-level therapists to 

deliver both interventions, and a long (i.e., 12-months) follow-up period. Additionally, the 

retention rates across follow-up were respectable (> 70% at 12-month follow-up), especially 

given the transient nature of our sample (i.e., homeless at the time of recruitment). This 

study is also high in external validity given treatment was delivered in a community setting.

Weaknesses of this study include the lack of a no-treatment control group (such as the 

standard services offered in shelter), and our inability to experimentally control many 

variables that may influence treatment outcome (e.g., length of shelter stay). Additionally, 

changes to the design made in this study relative to prior research on HOPE (e.g., use of 

community therapists) may have diluted treatment effects, contributing to our lack of 

significant findings. Also, as we offered both PCT+ and HOPE in all six shelters, we cannot 

rule out the possibility of contamination effects. Given our exclusion of residents with severe 

mental illness (i.e., bipolar disorder, psychotic symptoms, recent substance use disorder, and 

suicide risk), findings may not generalize to shelter residents with these comorbidities. 

Further, study findings may not generalize to other IPV populations that do not seek shelter. 

It is unknown whether HOPE or PCT+ reduces alcohol or drug use, and substance use 

disorders are often comorbid with PTSD (Hien et al., 2010). However, research suggests that 

once PTSD symptoms improve, substance use is often reduced (Hien et al., 2010). Future 

research is needed evaluating the effects of both HOPE and PCT+ on substance use and 

severe mental health in other settings.

This study’s findings and other research on PCT (e.g., Society for Research on Clinical 

Psychology, 2020) highlight the need to investigate PCT and other present-centered (rather 

than trauma-focused) approaches to the treatment of PTSD. Further, study findings 

emphasize that treatment can be successfully and effectively offered to residents of domestic 

violence shelters both during and after shelter. Although the current research did not include 

a no-treatment control group, our prior research (Johnson et al., 2011, 2016) suggests that 

HOPE is associated with significant treatment gains relative to standard shelter services 
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alone. Thus, agencies that fund shelters are encouraged to prioritize funding to train staff to 

deliver trauma-informed interventions in shelter settings.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
CONSORT Diagram of Participant Flow through the Protocol

Note. BL = baseline; PS = post-shelter; PT=-post treatment; 6PT = 6 months post-treatment; 

12PT = 12 months post-treatment.
aChange in psychotropic medications in the last month was initially an exclusion criterion. 

Given the high rates of medication changes observed this criterion was eliminated to 

maximize recruitment and generalizability.
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Table 1

Sample Characteristics by Treatment Group (N = 172)

Variable HOPE (n =83) PCT+ (n = 89)

M/n SD/% M/n SD/% χ2/t(df)

Age 34.34 9.46 35.87 8.78 −1.10(170)a

Sexual Orientation .22(1)b

 Straight/Heterosexual 78 94.0 82 92.1

 Bisexual 5 6.0 7 7.9

Race 1.15(2)b

 Black/African American 33 39.8% 43 48.3%

 White 41 49.4% 39 43.8%

 Multiracial 8 9.6% 7 7.9%

Ethnicity .01(1)b

 Hispanic/Latina 3 3.6% 3 3.4%

 Not Hispanic/Latina 79 95.2% 86 96.6%

Highest Education Obtained 3.65(4)b

 Completed Junior High School 3 3.6% 3 3.4%

 Completed some High School 21 25.3% 21 23.6%

 Completed High school/GED 24 28.9% 25 28.1%

 Completed some college 32 38.6% 30 33.7%

 Graduated from college 3 3.6% 10 11.2%

Receiving public assistance 74 89.2% 68 76.4% 4.85(1)b

Employed 13 15.7% 11 12.4% .39(1)b

Have children 75 90.4% 83 93.3% .48(1)b

Cohabitated with abusive partner 68 81.9% 78 87.6% 1.09(1)b

Have restraining order 28 33.7% 28 31.5% .10(1)b

Current Comorbid Psychiatric Disorders

 Major Depression 48 57.8% 49 55.1% .14(1)b

 Anxiety Disorder other than PTSD 20 24.1% 24 27.0% .19(1)b

 Borderline Personality Disorder 14 16.9% 10 11.2% 1.13(1)b

Lifetime psychotropic medication use 45 54.2% 44 50.0% .30(1)b

IPV in month prior to shelter

 Psychological 80 96.4% 88 98.9% 1.17(1)b

 Physical 77 92.8% 82 92.1% .03(1)b

 Sexual 53 63.8% 55 62.5% .03(1)b

Prior lifetime IPV 55 66.3% 61 68.5% .10(1)b

Number of types of prior lifetime trauma other than index IPV 3.48 2.06 3.61 2.24 −.40(169)a

Days in shelter at baseline 18.69 25.85 19.01 19.59 −.09(170)a

Length of shelter stay (days) 68.92 49.84 76.39 75.22 −.73(138.20)a

Note. Values are either reported as M, SD, with differences assessed using t-test (denoted by a, with denominator degrees of freedom in 

parentheses), or n, %, with differences assessed using χ2 (denoted by b, with numerator degrees of freedom in parentheses).
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There were no significant differences by treatment condition at the p < .01 level, chosen to address the potential for family-wise error.

Major Depression and Anxiety Disorder other than PTSD were measured with the SCID-I/P. Borderline Personality was assessed with the SCID II. 
Psychological IPV was measured with the PMWI. Physical and sexual IPV were measured with the SVAW. Number of types of prior lifetime 
trauma other than index IPV was measured with the TSS.

Psychol Women Q. Author manuscript; available in PMC 2021 December 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Johnson et al. Page 24

Ta
b

le
 2

M
od

el
-E

st
im

at
ed

 M
ea

ns
, S

ta
nd

ar
d 

E
rr

or
 o

f 
th

e 
M

ea
n 

(S
E

M
),

 a
nd

 A
ct

ua
l S

am
pl

e 
Si

ze
 (

n)
 f

or
 P

ri
m

ar
y 

an
d 

Se
co

nd
ar

y 
O

ut
co

m
es

 b
y 

O
cc

as
io

n 
an

d 

T
re

at
m

en
t G

ro
up

.

O
ut

co
m

e
G

ro
up

B
as

el
in

e
P

os
t-

Sh
el

te
r

P
os

t-
T

re
at

m
en

t
6m

o 
P

os
t-

T
re

at
m

en
t

12
m

o 
P

os
t-

T
re

at
m

en
t

M
ea

n
SE

M
n

M
ea

n
SE

M
n

M
ea

n
SE

M
n

M
ea

n
SE

M
n

M
ea

n
SE

M
n

Po
st

tr
au

m
at

ic
 S

tr
es

s 
D

is
or

de
r

PC
T

+
77

.8
2

2.
23

89
52

.8
2

3.
07

81
34

.3
7

3.
22

77
31

.8
4

3.
00

75
29

.0
5

3.
22

71

H
O

PE
72

.1
1

2.
28

83
49

.6
9

3.
13

73
31

.5
8

2.
75

65
31

.0
7

3.
52

60
27

.7
0

3.
07

56

Se
ve

ri
ty

 o
f 

V
io

le
nc

e 
A

ga
in

st
 W

om
en

 ^
PC

T
+

65
.4

2
3.

58
89

12
.4

8
3.

02
80

1.
17

0.
44

76
2.

65
0.

94
75

3.
75

1.
50

71

H
O

PE
64

.8
3

3.
76

83
8.

04
2.

20
72

3.
06

1.
01

65
4.

70
2.

11
60

2.
27

1.
17

56

Ps
yc

ho
lo

gi
ca

l M
al

tr
ea

tm
en

t o
f 

W
om

en
 ^

PC
T

+
42

.0
1

1.
48

89
11

.8
7

1.
92

80
4.

26
1.

11
77

5.
08

1.
19

75
6.

57
1.

45
71

H
O

PE
42

.8
2

1.
50

83
10

.5
0

1.
80

72
6.

79
1.

42
65

6.
15

1.
62

60
5.

61
1.

69
56

D
ep

re
ss

io
n

PC
T

+
31

.0
1

1.
31

86
23

.7
8

1.
36

80
18

.6
3

1.
45

76
17

.9
1

1.
44

74
16

.7
9

1.
52

70

H
O

PE
31

.5
2

1.
38

81
21

.3
1

1.
53

70
18

.1
9

1.
58

65
19

.3
8

1.
66

59
18

.2
8

1.
69

56

E
m

po
w

er
m

en
t

PC
T

+
12

9.
26

2.
80

87
13

6.
95

2.
85

79
14

2.
18

3.
07

77
14

0.
96

3.
08

75
14

5.
27

3.
14

70

H
O

PE
13

0.
66

2.
99

80
14

0.
46

2.
89

70
14

3.
92

3.
16

65
14

3.
96

3.
43

59
13

9.
61

3.
41

55

Po
st

tr
au

m
at

ic
 C

og
ni

tio
ns

PC
T

+
11

0.
05

4.
16

87
93

.4
3

4.
34

80
85

.7
7

3.
91

77
93

.2
9

4.
89

75
85

.8
9

4.
71

70

H
O

PE
11

2.
13

4.
66

83
92

.8
6

4.
80

71
78

.1
2

5.
08

65
83

.8
5

5.
46

60
83

.5
9

5.
38

56

H
ea

lth
-R

el
at

ed
 Q

ua
lit

y 
of

 L
if

e
PC

T
+

34
.6

1
0.

86
84

37
.9

5
1.

06
78

39
.9

0
1.

04
76

40
.8

4
1.

20
75

41
.9

4
1.

08
70

H
O

PE
34

.5
6

1.
03

77
41

.0
6

1.
06

72
42

.3
5

1.
14

64
42

.7
8

1.
31

60
39

.6
4

1.
36

56

N
ot

e.

^ In
di

ca
te

s 
da

ta
-s

ca
le

 p
re

di
ct

ed
 u

ni
t-

sp
ec

if
ic

 o
ut

co
m

es
 u

si
ng

 a
n 

in
ve

rs
e 

lo
g 

lin
k 

fu
nc

tio
n.

 F
or

 E
m

po
w

er
m

en
t a

nd
 H

ea
lth

-R
el

at
ed

 Q
ua

lit
y 

of
 L

if
e,

 h
ig

he
r 

sc
or

es
 in

di
ca

te
 b

et
te

r 
ou

tc
om

es
; o

th
er

w
is

e,
 lo

w
er

 
sc

or
es

 in
di

ca
te

 b
et

te
r 

ou
tc

om
es

.

Psychol Women Q. Author manuscript; available in PMC 2021 December 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Johnson et al. Page 25

Ta
b

le
 3

M
od

el
-D

er
iv

ed
 S

ta
nd

ar
di

ze
d 

M
ea

n 
D

if
fe

re
nc

e 
E

ff
ec

t S
iz

es
 f

or
 th

e 
C

ha
ng

es
 o

ve
r 

T
im

e 
fo

r 
Pr

im
ar

y 
an

d 
Se

co
nd

ar
y 

O
ut

co
m

es
 b

y 
T

re
at

m
en

t G
ro

up
.

O
ut

co
m

e
G

ro
up

B
as

el
in

e 
to

 P
os

t-
Sh

el
te

r
B

as
el

in
e 

to
 P

os
t-

T
re

at
m

en
t

B
as

el
in

e 
to

 6
m

o 
P

os
t-

T
re

at
m

en
t

B
as

el
in

e 
to

 1
2m

o 
P

os
t-

T
re

at
m

en
t

E
st

L
C

L
U

C
L

E
st

L
C

L
U

C
L

E
st

L
C

L
U

C
L

E
st

L
C

L
U

C
L

Po
st

tr
au

m
at

ic
 S

tr
es

s 
D

is
or

de
r

PC
T

+
−

1.
50

−
1.

80
−

1.
20

−
2.

03
−

2.
33

−
1.

74
−

2.
41

−
2.

71
−

2.
11

−
2.

27
−

2.
57

−
1.

97

H
O

PE
−

1.
15

−
1.

45
−

0.
85

−
2.

06
−

2.
36

−
1.

76
−

1.
73

−
2.

03
−

1.
43

−
2.

11
−

2.
41

−
1.

81

Se
ve

ri
ty

 o
f 

V
io

le
nc

e 
A

ga
in

st
 W

om
en

PC
T

+
−

1.
07

−
1.

37
−

0.
77

−
1.

62
−

1.
92

−
1.

32
−

1.
34

−
1.

64
−

1.
04

−
1.

08
−

1.
38

−
0.

78

H
O

PE
−

1.
19

−
1.

49
−

0.
89

−
1.

38
−

1.
68

−
1.

08
−

0.
90

−
1.

20
−

0.
60

−
0.

98
−

1.
28

−
0.

68

Ps
yc

ho
lo

gi
ca

l M
al

tr
ea

tm
en

t o
f 

W
om

en
PC

T
+

−
1.

20
−

1.
49

−
0.

90
−

1.
33

−
1.

63
−

1.
03

−
1.

35
−

1.
65

−
1.

05
−

1.
27

−
1.

57
−

0.
98

H
O

PE
−

1.
24

−
1.

54
−

0.
94

−
1.

32
−

1.
62

−
1.

02
−

1.
12

−
1.

42
−

0.
83

−
1.

02
−

1.
32

−
0.

72

D
ep

re
ss

io
n

PC
T

+
−

0.
89

−
1.

19
−

0.
59

−
1.

25
−

1.
55

−
0.

95
−

1.
26

−
1.

56
−

0.
96

−
1.

25
−

1.
55

−
0.

95

H
O

PE
−

0.
94

−
1.

24
−

0.
64

−
1.

14
−

1.
44

−
0.

84
−

0.
97

−
1.

27
−

0.
68

−
1.

06
−

1.
36

−
0.

76

E
m

po
w

er
m

en
t

PC
T

+
0.

65
0.

35
0.

95
0.

66
0.

36
0.

96
0.

61
0.

31
0.

91
0.

73
0.

43
1.

03

H
O

PE
0.

50
0.

20
0.

80
0.

64
0.

35
0.

94
0.

60
0.

30
0.

90
0.

40
0.

10
0.

70

Po
st

tr
au

m
at

ic
 C

og
ni

tio
ns

PC
T

+
−

0.
61

−
0.

91
−

0.
31

−
0.

87
−

1.
17

−
0.

57
−

0.
55

−
0.

85
−

0.
25

−
0.

73
−

1.
03

−
0.

43

H
O

PE
−

0.
72

−
1.

02
−

0.
42

−
0.

97
−

1.
27

−
0.

67
−

0.
71

−
1.

01
−

0.
41

−
0.

78
−

1.
08

−
0.

48

H
ea

lth
-R

el
at

ed
 Q

ua
lit

y 
of

 L
if

e
PC

T
+

0.
46

0.
16

0.
76

0.
68

0.
38

0.
98

0.
70

0.
40

1.
00

0.
93

0.
63

1.
23

H
O

PE
0.

85
0.

55
1.

15
0.

95
0.

65
1.

25
0.

81
0.

51
1.

11
0.

48
0.

18
0.

78

N
ot

e.
 E

st
 =

 E
st

im
at

e,
 L

C
L

 =
 L

ow
er

 9
5%

 C
on

fi
de

nc
e 

L
im

it,
 U

C
L

 =
 U

pp
er

 9
5%

 C
on

fi
de

nc
e 

L
im

it.
 A

ll 
co

m
pa

ri
so

ns
 w

er
e 

si
gn

if
ic

an
t a

t p
 <

 .0
1.

 F
or

 E
m

po
w

er
m

en
t a

nd
 H

ea
lth

-R
el

at
ed

 Q
ua

lit
y 

of
 L

if
e,

 h
ig

he
r 

sc
or

es
 in

di
ca

te
 b

et
te

r 
ou

tc
om

es
; o

th
er

w
is

e,
 lo

w
er

 s
co

re
s 

in
di

ca
te

 b
et

te
r 

ou
tc

om
es

.

Psychol Women Q. Author manuscript; available in PMC 2021 December 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Johnson et al. Page 26

Table 4

Percentage of Participants Meeting Criteria for IPV-Related PTSD at Each Follow-Up Point

HOPE PCT+

Time Point % (n) % (n)

Post-Shelter 56.2% (41) 60.5% (49)

Post-Treatment 30.8% (20) 32.5% (25)

6-Months Post-Treatment 26.7% (16) 32.0% (24)

12-Months Post-Treatment 16.1% (9) 26.8% (19)

Note. No values significantly differ by treatment group.
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