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Objective: Using a longitudinal, randomized controlled trial, this study assessed the impact of a
community-based outreach versus a more traditional criminal justice system-based referral program on
women’s distress and safety following police-reported intimate partner abuse (IPA). Method: Women
(N ⫽ 236 women) with police-reported IPA were randomly assigned to 1 of 2 interdisciplinary
community-coordinated response program conditions: Outreach (community-based victim advocate
outreach) or Referral (criminal justice system-based victim advocate referrals to community-based
agencies). Participants were interviewed 3 times over a 1-year period: within 26 (median) days of
police-reported IPA, 6 months later, and 12 months later. Primary outcome measures included posttraumatic stress disorder and depression symptom severity (Posttraumatic Stress Diagnostic Scale; Beck
Depression Inventory–II), fear appraisals (Trauma Appraisal Questionnaire), IPA revictimization (Revised Conflict Tactics Scale), and readiness to leave the relationship with the abuser. Results: One year
after the initial interview, women in the Outreach condition reported decreased PTSD and depression
symptom severity and fear compared with women in the Referral condition. Although both conditions
were unrelated to revictimization in the follow-up year, women in the Outreach condition reported greater
readiness to leave the abuser and rated services as more helpful than women in the Referral condition.
Conclusions: This is one of the first studies to examine community-based outreach in the context of an
interdisciplinary community coordinated response to police-reported IPA. The findings suggest that
community-based outreach by victim advocates results in decreased distress levels, greater readiness to leave
abusive relationships, and greater perceived helpfulness of services relative to system-based referrals.
Keywords: intimate partner abuse, coordinated community response, PTSD, depression

A considerable amount of research documents the significant
prevalence and scope of intimate partner abuse (IPA) experienced
by women (e.g., Rennison & Welchans, 2000; Tjaden & Thoennes,
2000).1 IPA is linked to serious forms of psychological distress as
well as ongoing danger in relationships. In terms of psychological
distress, both posttraumatic stress disorder (PTSD) and depression

symptoms have been well documented in IPA victims (e.g., R.
Campbell, Greeson, Bybee, & Raja, 2008; Cattaneo & Goodman,
2010; Coker et al., 2002; Johnson, Zlotnick, & Perez, 2008;
Krause, Kaltman, Goodman, & Dutton, 2006, 2008; Mechanic,
Weaver, & Resick, 2008). In addition, a handful of studies point to
high levels of fear among abused women (Cattaneo & Goodman,
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Abuse by intimate partners can include physical and nonphysical abuse
and is increasingly recognized to include physical, sexual, psychological,
and stalking abuse. Given that some of these are not violent per se, we use
the term intimate partner abuse (IPA) instead of intimate partner violence.
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2010; Fanslow & Robinson, 2010). Because fear is linked to both
PTSD and depression symptoms (e.g., DePrince, Zurbriggen, Chu,
& Smart, 2010), addressing fear as well as PTSD and depression
symptoms following IPA is critical to women’s psychological
health.
Unfortunately, many relationships continue to be dangerous for
women exposed to IPA because of high rates of revictimization
(e.g., Cattaneo & Goodman, 2005; Krause et al., 2006, 2008;
Robinson & Tregidga, 2007), which is associated with worse
PTSD and depression symptoms (Classen et al., 2005; DePrince,
2005; Krause et al., 2006, 2008). Although the question of whether
mental health symptoms contribute to or are consequences of
revictimization remains unclear (Classen et al., 2005), links between the two make revictimization a critical consideration in
interventions. Importantly, victims cannot control whether their
abusers continue to engage in abusive behaviors; thus, interventions should also affect domains in which women can have more
control, such as victims’ own reasoning regarding staying/leaving.
Applications of the transtheoretical model of change to IPA have
illustrated that women vary in their readiness to leave abusive
partners (Shurman & Rodriguez, 2006); therefore, interventions
that affect readiness to leave may be important to victim safety
considerations.
In light of IPA victims’ psychological and safety needs, researchers and practitioners have pointed to the urgent need for
victim-service providers to make outreach to victims. A handful of
studies have now evaluated victim outreach from battered women’s shelters (e.g., Bybee & Sullivan, 2002, 2005; Sullivan &
Bybee, 1999; Sullivan, Bybee, & Allen, 2002) or emergency
rooms and health clinics (e.g., Gillum, Sun, & Woods, 2009;
Kendall et al., 2009), demonstrating some positive effects on
women’s well-being (e.g., revictimization, safety behaviors, social
support). Although promising, these evaluations have been limited
to women already using shelter/medical services, many of whom
tend to be disproportionately economically marginalized (Cattaneo
& DeLoveh, 2008).

Challenges for Victims When IPA is Reported to
Law Enforcement
When IPA is reported to law enforcement, victims find themselves situated in the criminal justice system, which focuses on the
legal case, rather than psychosocial needs. In the aftermath of the
incident, criminal justice system-based advocates (hereafter referred to as system-based advocates) are often the first to be in
contact with victims. As criminal justice personnel housed in
police departments and/or prosecuting attorneys’ offices, systembased advocates are subject to disclosure in legal cases and cannot
offer women confidentiality during their contacts. Therefore,
women may be hesitant to disclose details (e.g., regarding psychological needs) or ask for support when speaking with system-based
advocates, because that information will be subject to disclosure to
the defense. To connect women with confidential services that
address psychosocial needs, system-based advocates have to make
referrals to community-based agencies.
Women face many challenges when trying to find appropriate
confidential services following police-reported IPA. For example,
increases in economic strain (e.g., transitions in housing, economic
problems caused by partner’s arrest) and demands on women’s

time (e.g., additional caregiving and/or job responsibilities caused
by partner’s arrest) may result in practical barriers (e.g., lack of
access to a computer) that hamper women’s efforts to seek out
resources. In addition, cognitive aspects of common posttraumatic
responses (e.g., problems with memory) may make organizing and
initiating efforts to find resources difficult. Further, many IPA
victims have been isolated by perpetrators, leaving them with
impoverished social support systems (Sullivan & Bybee, 1999)
and feelings of alienation (DePrince, Chu, & Pineda, 2011) following IPA that make initiating requests for help difficult. Finally,
women may experience obstacles navigating the range of IPA
services available in many communities to identify the services
most appropriate to her specific case and needs (e.g., counseling
vs. legal advocacy).

Community-Coordinated Response (CCR) Programs
Given the psychosocial needs of and challenges facing IPA
victims (particularly following police-reported IPA), researchers
and practitioners have increasingly called for the development and
evaluation of CCR programs that provide victim advocacy to a
broad base of victims (e.g., Allen, Bybee, & Sullivan, 2004;
Fanslow & Robinson, 2010; Goodman & Epstein, 2005). CCR
programs involve collaboration between community-based (e.g.,
shelters and legal advocacy programs) and criminal justice systembased (e.g., prosecuting attorney and police) agencies to coordinate
victim advocacy for IPA intervention and prevention (Klevens,
Baker, Shelley, & Ingram, 2008). Despite the need to coordinate
responses to address victim safety and psychological well-being,
most CCR programs have been geared more toward responding to
abusers than victims (Goodman & Epstein, 2005). Given involvement of both criminal justice and community-based agencies, CCR
programs are well positioned to respond to the needs of victims
following police-reported IPA, although research on the impact of
victim advocacy within CCRs on victims is noticeably lacking.
CCR programs that involve outreach directly to victims from
community-based (rather than system-based) advocates may be
particularly well-poised to mitigate deleterious IPA psychological
and safety outcomes. By making outreach directly to victims,
community-based agencies remove barriers that might otherwise
impede women from seeking out community-based services to
address psychosocial needs. Further, the high level of coordination
involved in CCR programs means that community-based agencies
can be selected to outreach to victims based on specific psychosocial needs. Matching services with victim needs at the point of
outreach should lead to better service provision, with resulting
gains in psychological symptoms and safety. Further, the process
of finding resources should be less stressful (e.g., women do not
have to retell their stories as they seek out an agency that meets
their needs), which may also reduce distress. Outreach might be
particularly important to women who are oppressed or marginalized by life circumstances beyond the IPA itself (e.g., socioeconomic status, physical dependence on the offender) that otherwise
add barriers to seeking out services or increase risk of psychological symptoms, making examination of moderators important.

Current Study
Addressing the gap in CCR programs that focus on victims, the
current study assesses the impact of two approaches within a CCR
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program in a single jurisdiction in a large urban city in the Rocky
Mountain West of the United States. The overarching goal of the
CCR program was to coordinate responses to IPA victims across
an interdisciplinary team of law enforcement, prosecution, and
community-based service agencies to improve victim psychological distress and safety (see DePrince, Belknap, Labus, Buckingham, & Gover, in press, for discussion of criminal justice outcomes from this CCR). Within that overarching goal, two
approaches were used: community-based outreach (Outreach) and
criminal justice system-based referral (Referral).

Commonalities Across Outreach and Referral
Following the initial report to law enforcement, system-based
victim advocates attempted to contact victims to assess victim
needs. Details about the IPA incidents, including the information
gathered by system-based advocates, were then discussed by an
interdisciplinary victim-service team composed of criminal justice
system and community-based victim-service professionals.
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Referral) would be associated with greater decreases in common
victim IPA reactions (PTSD, depression, and fear). A secondary
prediction was that Outreach (relative to Referral) would lead to
better victim safety outcomes, including greater readiness to leave
the abusive relationship and decreases in revictimization. To our
knowledge, this is the first CCR evaluation focused on victims and
the only one using a randomized control, longitudinal design.
Participants were interviewed by a separate research team as close
to the IPA incident as possible (Time 1 [T1]) and then 6 (T2) and
12 (T3) months later. Psychological distress (i.e., PTSD, depression, and fear) and victim safety (i.e., revictimization, readiness to
leave the abusive relationship) outcomes were assessed, while
taking into account potential moderators (socioeconomic status,
living with the offender, physical or economic dependence on the
offender, and ethnic minority status).

Method
All study procedures and measures were reviewed and approved
by a university-based Institutional Review Board.

Unique Aspects of Outreach
For the Outreach condition, the interdisciplinary victim-service
team identified a specific community-based agency to initiate
phone outreach to each victim based on her unique case and needs.
Outreach by community-based agencies offered women a confidential means of learning about and accessing support and services, while not requiring women to initiate their own search for
services in the aftermath of IPA. During the Outreach phone call,
community-based advocates told women that they were calling
because of the police-reported IPA. The advocates then described
the specific services available at that agency (e.g., legal advocacy,
counseling, shelter) and provided a nuanced explanation of how
those specific services might cater to each victim’s particular
needs. Further, because the community-based advocate making the
outreach call already had basic details about the IPA incident from
the interdisciplinary team review, the victim did not have to
describe the incident to learn about services. Because the outreach
phone conversation was confidential, women could freely disclose
information about their reactions or needs related to the IPA.

Unique Aspects of Referral Condition
For the Referral condition, a system-based advocate from the
prosecuting attorney’s office or police department contacted
women to make referrals to community-based agencies based on
recommendations from the interdisciplinary victim-service team.
In these calls, system-based advocates offered victims only basic
information about agencies, and the conversation was not confidential. The onus was then on women to initiate calls to
community-based agencies, at which time women would have to
describe their cases (e.g., to an intake worker) to learn more about
services.

Predictions
The Outreach condition was designed to initiate contact with
women from community-based victim-service agencies that could
provide confidential services specific to each woman’s needs.
Thus, our primary prediction was that Outreach (compared with

Participants
The research team obtained publicly accessible police reports to
evaluate inclusion and exclusion criteria. Reports were used for
recruitment if the incident involved nonsexual IPA (incident reports for sex crimes are not publicly available and therefore could
not be accessed for this project); a female, adult victim; and a
male, adult offender. Reports were excluded if women were monolingual non-English speakers and if there was a cross arrest (i.e., if
both male and female partners were arrested). Finally, police
reports had to provide some form of valid contact information for
victims. Based on these criteria, we attempted to contact 827
women; 236 (29%) were enrolled in the study. Additional details
about participant recruitment are described in DePrince et al. (in
press). Figure 1 illustrates the participant flow through the study.

Materials
Symptom measures. PTSD symptom severity was assessed
with the Posttraumatic Stress Diagnostic Scale (PDS; Foa, Cashman, Jaycox, & Perry, 1997), a 49-item measure based on Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM–
IV; American Psychiatric Association, 1994) criteria for PTSD. A
total score that reflects PTSD symptom severity was calculated by
summing all items. At T1, many women did not meet the time
requirement for PTSD; thus, we comment only on symptom severity and not PTSD diagnostic status. Coefficient alphas were as
follows for each time point: T1 ⫽ .82, T2 ⫽ .93, T3 ⫽ .93.
Depression symptoms were assessed with the Beck Depression
Inventory–II (BDI; Beck, Steer, Ball, Ranieri, 1996), one of the
most widely used self-report measures of depression with high
validity and reliability. This 21-item measure assesses depression
symptoms based on DSM–IV criteria. The summed items create a
total depression score. Coefficient alphas were as follows for each
time point: T1 ⫽ .89, T2 ⫽ .91, T3 ⫽ .91. Fear was assessed using
the Fear scale of the Trauma Appraisal Questionnaire (TAQ;
DePrince et al., 2010). The TAQ is a 54-item self-report measure
of posttraumatic appraisals that has demonstrated reliability and
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Figure 1. Flow of participants through the study. IPA ⫽ intimate partner abuse; T1 ⫽ Time 1; T2 ⫽ Time 2;
T3 ⫽ Time 3.

validity. Women were asked to think about current feelings in
relation to thinking about target IPA event while answering the
TAQ. Coefficient alphas for the TAQ fear scale were as follows:
T1 ⫽ .93, T2 ⫽ .91, T3 ⫽ .90.
Victim safety. The occurrence of new IPA incidents during
the study period was assessed using items from the Revised
Conflict Tactics Scale (CTS; Straus, Hamby, Boney-McCoy, &
Sugarman, 1996). The CTS is a widely used and well-validated
instrument for assessing the use of psychological, physical, and
sexual aggression in relationship conflict. Revictimization was
present if women reported one or more tactics within each category (psychological, physical, and/or sexual) was used against
them at T2 or T3. Women were asked about aggression perpetrated
by the partner from the initial incident as well as new partners.
Women’s readiness to leave the relationships with the offender
was assessed using an adaptation of the Stages of Change–Short
Form (e.g., DiClemente et al., 1991), a widely used measure based
on the Stages of Change model (e.g., Prochaska & DiClemente,
1983). Consistent with Burke, Mahoney, Gielen, McDonnell, and
O’Campo (2009), the current study used five questions to determine stage of change: (a) Are you currently in a relationship with
[the offender]? (b) If not, have you been out of the relationship for

over 6 months? (c) Are you thinking about leaving the relationship
sometime in the next 6 months? (d) Are you planning to leave the
relationship in the next 30 days? and (e) Have you left the relationship or tried to leave sometime in the past year? Women’s
responses were coded as follows: still in a relationship with the
offender and not considering leaving in the next 6 months coded as 1
(precontemplation), still in the relationship with the offender but
considering leaving in the next 6 months (and not planning to leave in
the next 30 days) coded as 2 (contemplation), planning to leave in the
next 30 days and had previously left or tried to leave the relationship
in the past year were coded as 3 (preparation), left the relationship
within the past 6 months coded as 4 (action), left the relationship over
6 months ago coded as 5 (maintenance).
Service utilization and therapy. At each time point, we
asked participants about their experiences with services from
community-based agencies on the CCR team as well as talking to
a therapist. We calculated the percentage of women who reported
contact with these agencies at some point during the study period.
In addition, at Time 2 and Time 3, we developed a question to ask
women to rate the helpfulness of contacts with community-based
agencies as well as the police department victim assistance unit
over the previous 6 months (i.e., from T1 to T2, measured at T2;
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and from T2 to T3, measured at T3). For each agency, women
responded on a scale of 1 to 5 (1 ⫽ they made things much harder,
3 ⫽ they didn’t really make things easier or harder, and 5 ⫽ make
things a lot easier). The same question about helpfulness was
asked for therapy services. Because we did not have predictions
about time per se, we averaged women’s T2 and T3 responses
across agencies to derive a single score for victim service and
therapy helpfulness.
Moderators. Participant characteristics may influence intervention outcomes (Kraemer, Frank, & Kupfer, 2006). Therefore,
exploratory hypothesis generating moderator analyses have been
highly recommended because the results of these analyses can
have important implications for clinical work, research, and policy
development. We examined the moderating effects of socioeconomic status, perceptions of dependence on the offender, and
ethnicity. Socioeconomic status was assessed with three variables:
highest level of education, occupation, and income. Living with
the offender was assessed by asking women whether they lived
with the offender at the time of the incident that led to the police
report (yes/no). Perceptions of physical and economic dependence
on the offender were assessed with two questions: (a) “How
dependent on [partner’s name] were you for your physical wellbeing?” (1 ⫽ not at all dependent to 5 ⫽ entirely dependent) and
(b) “How important to your financial stability was the money
[partner’s name] brings home?” (1 ⫽ not at all important to 5 ⫽
absolutely necessary). Ethnicity was a dichotomous variable coded
as –1 for women who identified only as White and 1 for women
who identified with any racial or ethnic minority group.

CCR Intervention Procedure
Prior to daily interdisciplinary team meetings, the team leader
applied an algorithm to randomly assign all victims identified in
police reports to Outreach or Referral conditions. Also prior to the
team meetings, a system-based advocate attempted initial contact
with victims to assess their needs. Importantly, victims did not
receive the Outreach or Referral interventions if they (a) could not
be reached within 3 business days by the system-based advocate
(as this meant the system-based advocate could not assess their
needs to share with the interdisciplinary team) or (b) told the
system-based advocate that they wanted no further contact.
At the interdisciplinary team meeting, the team conducted empirically guided risk assessments on a case-by-case basis to identify women who appeared to be at grave risk for imminent serious
harm or fatality. Victims who the team determined to be at grave
safety risk were not eligible for the study and were automatically
referred for community-based outreach. The interdisciplinary team
was blind to the Outreach/Referral condition assignment until after
the risk assessment to assure that risk was not evaluated differently
depending on condition assignment.
Once the risk assessment was completed, the condition assignment was revealed to the interdisciplinary team. Among women
randomly assigned to the Outreach condition, the interdisciplinary
team chose the most appropriate lead community-based agency to
address each victim’s needs. Victim advocates from the lead
community-based agency were then responsible for making phone
outreach to victims to offer services. For those assigned to the
Referral condition, a system-based victim advocate called women
to make referrals to community-based agencies; women in the
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Referral condition could then contact community-based agencies
themselves if they so desired.

Research Procedure
The research team retrieved publicly accessible police incident
reports from the Denver, Colorado Police Department several
times per week. Within a day of retrieving these incident reports,
the research team sent lead letters inviting women to participate in
a Women’s Health Study. Approximately 3 days after the lead
letter was mailed, research staff initiated phone calls to invite
potential participants. Recruiting materials (lead letters, phone
scripts) did not mention IPA to decrease safety risks to potential
participants. During the initial phone contact, potential participants
were invited to attend a 3-hr interview. Women who indicated that
they would have to take public transportation to the interview were
offered cab rides.
Participants were greeted by a female interviewer (a graduatelevel interviewer and/or the principal investigator) who was blind
to the intervention condition. During the consent process, women
were told that their names had been identified from police reports.
Participants were informed about the scope of the study as well as
their rights as participants. Participants completed a “consent quiz”
designed to assess understanding of the consent information. Following consent procedures, participants completed the interview
and questionnaires. At the end of the session, participants were
asked to complete questions to monitor responses to study procedures.
Approximately 3 weeks prior to follow-up interview due dates,
a lead letter was sent letting women know that the researchers
would be calling to schedule a follow-up interview. Approximately
2 weeks prior to T2 and T3 interview dates, we began calling
women to schedule the T2/T3 interview. When women arrived for
the follow-up interviews, we reviewed consent information and
readministered the consent quiz. Participants then completed the
interview and questionnaires after the consent review procedures.
At the end of each interview, women were compensated for their
time ($50 at T1, $55 at T2, and $60 for T3) and debriefed. At the
end of each interview, women were offered a newsletter that
provided referrals to community agencies dealing with health and
violence issues.

Analysis Plan
Primary outcome variables. Intent to treat contrast analyses
were performed to test for hypothesized intervention-induced decreases in the primary outcome variables (PSTD, depression, fear)
using a general linear mixed model in SAS (Version 9.2). Participants were specified as a random effect, as this designation
produced the best fitting error-covariance structure based on model
fit indices (Akaike information criterion, Bayesian information
criterion). We modeled the primary outcomes using second degree
polynomial functions of time (i.e., linear, quadratic effects) and
their interaction with condition (Outreach or Referral). Specific a
priori contrasts of interests included differences in symptom
change on the primary outcomes between Outreach and Referral
conditions from T1 to T2, T2 to T3, and T1 to T3. In addition,
effect sizes were calculated using Cohen’s d. For each primary
outcome analyses, we graph response trajectory over time by
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group, presenting parameter estimates and 95% normal confidence
intervals. To control for measurement variability of the instruments used to measure PTSD, fear, and depression, we used a
completers-only approach to calculate each participant’s reliable
change index (RCI) from T1 to T3 using reliability and standard
deviation estimates from independent samples (Evans, Margison,
& Barkham, 1998). Fisher’s exact test was then applied to test for
group differences in RCI.
Moderator analyses. To test whether trajectories for outcomes differed between Outreach and Referral groups depending
on the level of the hypothesized moderator variables, we used a
general linear mixed model (GLMM) with sequential sum of
squares (for further details on the method, see Holroyd, Labus, &
Carlson, 2009). Moderator effects are described in Table 1 by
displaying parameter estimates and 95% normal confidence intervals at clinically meaningful levels of the moderator variables.
Given the inherent problems in conducting a moderator analysis in
a moderate size trial (N ⬍ 400 participants; Holroyd et al., 2009;
Kraemer, Wilson, Fairburn, & Agras, 2002), we do not provide p
values. As an alternative, we calculate effect sizes (Cohen’s d; J.
Cohen, 1992) to elucidate the nature of moderator effects. By
convention d ⫽ 0.20, d ⫽ 0.50, and d ⫽ 0.80 are interpreted as
small, moderate, and large effect sizes, respectively. We consider
these moderator analyses descriptive and hypothesis-generating
rather than hypothesis-testing. In the interests of space, we do not
report on nonsignificant moderator analyses.
Secondary outcome variables. GLMMs were also applied to
examine the effects of condition on secondary outcome variables:
service usage, revictimization, and stage of change.

Results
Participant Demographics
Participants (M age ⫽ 33.8 years, SD ⫽ 11.1) described their
ethnic backgrounds as 33% White/Caucasian, 29% Black or Af-

rican American, 2% Asian/Asian American or Pacific Islander,
14% American Indian or Alaskan Native, and 42% Hispanic/
Latina. Across ethnic group categories, 76% of women identified
with at least one ethnic minority group. To capture socioeconomic
status in a single global score, a principal component analysis
using orthogonal rotation was applied to education, occupation,
and income variables in the full sample. A single component
solution emerged (all component loadings above .75); each individual’s factor score was used in analyses. Median yearly net
income was $7,644, with a range of $0 to $108,000. Fifty-one
percent of women indicated that they lived with the offender at the
time of the incident. Twenty-two percent of women reported some
degree of physical dependence on the offender, whereas 50% of
women reported some degree of economic dependence. For additional details about demographics, see DePrince et al. (in press).
We used spatial data to explore the representativeness of the
sample. Using geo-coded addresses, we compared where participants reported living at the time of the incident with the addresses
of all IPA incidents reported across the county during the recruitment period (see DePrince et al., in press, for additional details
about this comparison). As illustrated in Figure 2, participants
reported addresses that appear to represent the spatial locations of
IPA incident reports and, therefore, spatially relevant demographic
variables (e.g., ethnicity, income).

Primary Outcome Variables: Effects of Condition
(Outreach, Referral) and Moderators
As detailed in DePrince et al. (in press), Outreach and Referral
conditions were equivalent on demographic variables (e.g., ethnic
minority status, age, education, occupation, and income) as well as
IPA-relevant variables (e.g., description of relationship to offender, experiences of IPA in the 6 months prior to the target
incident). Figure 3 provides estimated means and standard errors
for primary outcomes.

Table 1
Within- and Between-Group Effect Sizes and 95% Confidence Intervals Stratified by Moderators
Variable
Total physical dependence
Partial physical dependence
No physical dependence

Ethnic minority
Not ethnic minority

Intervention group

T1–T3

T1–T2

Perceptions of physical dependence on offender moderates group effects on fear
Outreach
⫺0.23 (⫺.54, .08)
⫺.28 (⫺.59, .03)
Referral
0.01 (⫺.38, .40)
.03 (⫺.36, .42)
Outreach minus Referral
⫺0.29 (⫺.64, .06)
⫺.32 (⫺.68, .03)
Outreach
⫺0.10 (⫺0.41, 0.21)
⫺0.18 (⫺0.49, 0.13)
Referral
0.09 (⫺0.30, 0.48)
0.13 (⫺0.26, 0.52)
Outreach minus Referral
⫺0.01 (⫺0.36, 0.34)
⫺0.20 (⫺0.55, 0.16)
Outreach
0.75 (0.43, 1.07)
0.59 (0.28, 0.91)
Referral
0.40 (0.01, 0.80)
0.56 (0.16, 0.95)
Outreach minus Referral
0.33 (⫺0.03, 0.68)
0 (⫺0.35, 0.35)
Ethnicity moderates group effects on fear
Outreach
0.74 (0.42, 1.06)
Referral
0.40 (0.01, 0.79)
Outreach minus Referral
0.31 (⫺0.05, 0.66)
Outreach
0.25 (⫺0.06, 0.56)
Referral
0.20 (⫺0.19, 0.59)
Outreach minus Referral
0.07 (⫺0.28, 0.42)

0.62 (0.30, 0.94)
0.47 (0.07, 0.86)
0.12 (⫺0.23, 0.48)
0.08 (⫺0.23, 0.39)
0.52 (0.13, 0.92)
⫺0.01 (⫺0.36, 0.34)

T2–T3
0.07 (⫺0.24, 0.38)
⫺0.01 (⫺0.40, 0.37)
0.08 (⫺0.27, 0.44)
0.10 (⫺0.21, 0.41)
⫺0.07 (⫺0.46, 0.32)
0.15 (⫺0.20, 0.50)
0.12 (⫺0.19, 0.43)
⫺0.16 (⫺0.54, 0.23)
0.34 (⫺0.01, 0.70)
0.12 (⫺0.19, 0.43)
⫺0.05 (⫺0.44, 0.34)
0.18 (⫺0.17, 0.53)
0.17 (⫺0.14, 0.48)
⫺0.31 (⫺0.70, 0.08)
0.47 (0.12, 0.83)

Note. The parameters represent effect size of change, with 95% confidence intervals in parentheses. Effect size was calculated using the parameter
estimates and standard error from the general linear mixed model.
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Figure 2. Participants’ addresses relative to location of overall intimate partner abuse (IPA) reports during the
recruitment period. Copyright 2011 by Susan Buckingham. Reprinted with permission.

PTSD total symptoms. PTSD symptom severity scores decreased significantly T1 to T2 for Outreach, t(206) ⫽ 3.33, p ⫽
.001, Cohen’s d ⫽ 0.34 (0.03, 0.66), and Referral, t(211) ⫽ 4.48,
p ⬍ .0001, d ⫽ 0.60 (0.20, 1.00), conditions (see Figure 3A).
Differences in symptom change from T1 to T2 in Referral relative
to Outreach conditions did not achieve statistical significance,
t(207) ⫽ –1.59, p ⫽ .11, d ⫽ – 0.29 (– 0.68, 0.11). From T2 to T3,
reduction in symptom severity was maintained among women in
the Outreach condition, d ⫽ 0.08 (– 0.02, 0.39), but symptom
severity increased for the Referral condition, t(204) ⫽ –2.11, p ⫽
.04, d ⫽ – 0.28(–.0.67, 0.11). As such, we observed significant
differences between Outreach and Referral conditions in symptom
change T2 to T3, t(203) ⫽ 2.18, p ⫽ .03, d ⫽ 0.40 (0.04, 0.75). For
both interventions, within-group effect size change from T1 to T3
in PTSD symptom severity was moderate: Outreach condition d ⫽
0.43 (0.11, 0.74), and Referral condition d ⫽ 0.31 (– 0.08, 0.70).
RCI of 8.77 was calculated based on a reliability sample, where
Cronbach’s alpha for PTSD ⫽ 0.93 (SD ⫽ 11.96; DePrince et al.,
2011). For the Outreach condition, 22 (34%) of 64 individuals
demonstrated reliable change at Time 3. For the Referral condition, only 11 (29%) of 38 individuals showed reliable change.
Fisher’s exact test indicated no significant differences between
groups on RCI for PTSD (2 ⫽ 2.32, p ⫽ .14). Relative risk
computations indicated that reliable change is twice as likely for
Outreach compared with Referral.
Depression symptoms. Depressive symptoms significantly
decreased from T1 to T2 in the Outreach, t(204) ⫽ 2.16, p ⫽
.0319, d ⫽ 0.22 (– 0.09, 0.53), and Referral, t(212) ⫽ 3.84, p ⫽
.0002, d ⫽ 0.52 (– 0.12, 0.91), conditions. As illustrated in Figure
3B, symptom change from T1 to T2 showed a trend to be greater
in the Referral condition compared with the Outreach condition,
t(209) ⫽ –1.81, p ⫽ .07, d ⫽ – 0.33 (– 0.069, 0.02). From T2 to T3,
women in the Outreach condition showed a trend for continued
improvement, t(199) ⫽ 1.51, p ⫽ .13, d ⫽ 0.15 (– 0.16, 0.46),

whereas women in the Referral condition appeared to worsen,
t(365) ⫽ –1.54, p ⫽ .12, d ⫽ – 0.21 (– 0.60, 0.18). Because of
relapse of depressive symptoms in the Referral condition, comparison of symptom change T2 to T3 was significantly different,
t(202) ⫽ 2.13, p ⫽ .03, d ⫽ 0.39 (0.04, 0.75). Overall, from T1 to
T3, both Outreach, t(206) ⫽ 3.61, p ⫽ .0004, d ⫽ 0.37 (0.06,
0.69), and Referral, t(210) ⫽ 2.26, p ⫽ .02, d ⫽ 0.30 (– 0.09, 0.69),
conditions showed moderate decreases in depressive symptoms.
RCI of 8.50 was calculated based on a reliability sample where
Cronbach’s alpha for depression ⫽ 0.90 (SD ⫽ 9.76; DePrince et
al., 2011). For the Outreach condition, 17 (28%) of 61 individuals
demonstrated reliable change at Time 3, whereas for the Referral
condition, 5(14%) of 35 individuals showed reliable change. Fisher’s exact test indicated no significant differences between the
groups on RCI for depression (2 ⫽ 2.32, p ⫽ .14).
Fear. Similar decreases from T1 to T2 in fear symptoms,
t(206) ⫽ .55, p ⫽ .58, were observed for both the Outreach,
t(205) ⫽ 5.26, p ⬍ .0001, d ⫽ 0.59 (0.28, 0.91), and Referral,
t(206) ⫽ 4.69, p ⬍ .0001, d ⫽ 0.67 (0.27, 1.07), conditions (see
Figure 3C). From T2 to T3, there was a trend for continued
reduction in symptoms for the Outreach condition, t(199) ⫽ 1.68,
p ⫽ .09, d ⫽ 0.18 (– 0.13, 0.49), concurrent with a trend for relapse
of fear symptoms in the Referral condition, t(201) ⫽ –1.48, p ⫽
.14, d ⫽ – 0.21(– 0.61, 0.18), resulting in significant differences
between Outreach and Referral for fear symptom change T2 to T3,
t(200) ⫽ 2.19, p ⫽ .03, d ⫽ 0.40 (0.05, 0.76). Because of the
reinstatement of fear symptoms for the Referral condition from T2
to T3, there was a trend from T1 to T3, t(207) ⫽ 1.70, p ⫽ .09, d ⫽
– 0.31 (– 0.024, 0.66), for the Outreach condition, t(205) ⫽ 6.92,
p ⬍ .0001, d ⫽ 0.77 (0.45, 1.09), to report greater reductions in
fear symptoms than the Referral condition, t(208) ⫽ 3.18, p ⫽
.0017, d ⫽ 0.45 (0.06, 0.85). RCI of .89 was calculated based on
a reliability sample, where Cronbach’s alpha for fear ⫽ 0.89
(SD ⫽ 0.97; DePrince et al., 2011). For the Outreach condition, 31
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Condition on TAQ fear scores. For individuals who report not
being at all dependent on the offender, both Outreach, d ⫽ 0.75
(0.43, 1.07), and Referral, d ⫽ 0.40 (0.01, 0.80), conditions led to
moderate-to-large reductions in fear over time; a trend suggested
the greatest reduction for the Outreach condition: Outreach ⫺
Referral, T1–T3 d ⫽ 0.33 (– 0.03,0.68). However, for individuals
who reported partial or total dependence on the offender, neither
Outreach nor Referral conditions had significant effects on fear.

Secondary Outcome Variables

Figure 3. Estimated means (with standard error bars) for primary outcome variables by time and condition. PTSD ⫽ posttraumatic stress
disorder; O ⫽ community-based outreach; R ⫽ criminal justice systembased referral.

(51%) of 61 individuals demonstrated reliable change at Time 3,
whereas for the Referral condition, only 10 (28%) of 36 individuals showed reliable change. Fisher’s exact test indicated significant differences between the groups on RCI for fear (2 ⫽ 4.93,
p ⫽ .03). Relative risk computations indicated that reliable change
is twice as likely for Outreach compared with Referral.
Ethnicity significantly moderated the quadratic, F(1, 199) ⫽
5.81, p ⫽ .02, and main effects, F(1, 119) ⫽ 3.46, p ⫽ .07, of
condition on TAQ fear scores (see Figure 4). For individuals
identifying as ethnic minorities, both interventions yielded moderate to large reductions in symptoms—Outreach T1–T3 d ⫽
0.074 (0.42, 1.06), T1–T2 d ⫽ 0.62 (0.30, 0.94); Referral T1–T3
d ⫽ 0.40 (0.01, 0.79), T1–T2 d ⫽ 0.47 (0.07, 0.86)—with trends
suggesting Outreach had a greater effect than Referral: Outreach ⫺
Referral, T1–T3 d ⫽ 0.31 (– 0.05, 0.66). For ethnic majority
participants, only the Referral condition showed significant decrease in PTSD symptoms T1–T2, d ⫽ 0.53 (0.13, 0.92); however,
an apparent relapse in symptoms in these individuals, d ⫽ – 0.31
(– 0.70, 0.08), resulted in small overall effects for Referral, d ⫽
0.20 (– 0.19, 0.59), compared with Outreach, d ⫽ 0.25 (– 0.06,
0.56).
Women’s perceptions of physical dependence on the offender
moderated the linear, F(1, 166) ⫽ 4.43, p ⫽ .04, effects of

Victim safety. In terms of continued aggression by target
offenders, 75% and 81% of women in the Outreach and Referral
conditions, respectively, reported at least one incident that involved psychological aggression; 30% and 29%, respectively, reported physical aggression; and 32% and 26%, respectively, reported sexual aggression. In terms of aggression by new offenders,
24% of women in the Outreach condition and 24% of women in
the Referral condition reported psychological aggression; 15% and
10% reported physical aggression, respectively; and 8% and 7%
reported sexual aggression, respectively. Chi-square test of links
between the presence/absence of revictimization by Outreach/
Referral conditions for the target offender and new partners were
nonsignificant.
To characterize women’s plans for staying/leaving relationships
with the offender from the target incident, we examined Stages of
Change scores at T3. Compared with women in the Referral
condition (M ⫽ 3.43, SD ⫽ 1.86), women assigned to the Outreach
condition (M ⫽ 4.15, SD ⫽ 1.26) had higher Stages of Change
scores at T3, equal variances not assumed, t(56.60) ⫽ 2.07, p ⫽
.04. Higher scores indicate greater likelihood of having left the
relationship or having a plan to do, with a medium effect size,
Cohen’s d ⫽ 0.47 (0.06, 0.89).

Figure 4. Estimated means (with standard error bars) for moderator
analyses for fear by time and condition. O ⫽ community-based outreach;
R ⫽ criminal justice system-based referral.
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Service utilization. We examined contact with any of the
community-based agencies on the interdisciplinary team over time
but found no differences between the Outreach and Referral conditions using chi-square analyses. At T1, 48% of women in the
Outreach condition and 38% of women in the Referral condition
reported contact with at least one community-based agency. Contact with community agencies at T2 was made by 32% and 37% of
women in the Outreach and Referral conditions, respectively; and
at T3 contact was made by 19% and 13% of women in the
Outreach and Referral conditions, respectively. Likewise, groups
did not differ in the likelihood that they spoke with a therapist over
the follow-up period: At T2, 41% and 33% women in the Outreach
and Referral conditions, respectively, reported contact with a therapist; those rates were 30% and 37%, respectively, at T3. The
groups did differ, however, in how helpful they found their contacts with system- and community-based CCR team members,
t(76) ⫽ 2.28, p ⫽ .03. According to average ratings of helpfulness
of contacts with community-based agencies and the Denver Police
Department Victim Assistance Unit at T2 and T3, women in the
Outreach condition reported greater perceptions of the helpfulness
of contacts (n ⫽ 47; M ⫽ 3.67, SD ⫽ 0.79) than women in the
Referral condition (n ⫽ 31; M ⫽ 3.21, SD ⫽ 0.98). The effect size
was medium, Cohen’s d ⫽ 0.53 (0.07, 0.98). In contrast, groups
did not differ in how helpful they rated contacts with therapists
across the follow-up period (Outreach n ⫽ 30, M ⫽ 3.98, SD ⫽
0.89; Referral n ⫽ 18, M ⫽ 3.92, SD ⫽ 1.15).

Discussion
Using a randomized control, longitudinal design, this research
demonstrates that community-based Outreach from victim advocates for women exposed to police-reported IPA results in decreases in distress 1 year later. Women in the community-based
Outreach condition reported greater decreases in both PTSD and
depressive symptom severity and fear 1 year later, compared with
women in the Referral condition. In contrast, women in the Referral condition reported increases in symptoms from T2 to T3,
suggesting that community outreach by system victim advocates
may have important prevention influences long after the abuse
occurs. These findings point to the importance of future research
on the role that community-based victim advocates can play in
addressing distress following IPA in addition to other more frequently studied responders, such as therapists and medical providers.
Moderator analyses revealed that community-based outreach
was almost three times more effective for ethnic minority women
in decreasing fear, compared with White women. Although moderate to large decreases in fear were observed among ethnic
minority women, only small decreases were observed among
White women. This finding may have particularly important implications for the intersection of psychological well-being and
criminal justice participation. Fear is important not only to psychological outcomes (DePrince et al., 2010) but also criminal
justice participation (Belknap & Sullivan, 2003; Fischer & Rose,
1995; Goodman, Bennett, & Dutton, 1999). Given the overrepresentation of ethnic minority women in the criminal justice system
as victims (Gabbidon & Green, 2008), outreach may be valuable
for decreasing victim fear and increasing women’s engagement in
the criminal justice system.
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Community-based outreach was less effective for women who
perceived greater physical dependence on the offender, relative to
their peers; however, economic dependence on the offender did not
moderate the impact of outreach. The absence of an effect for
economic dependence is interesting because survivors who are
economically dependent on their abusers have been found to be
less likely to engage the criminal legal system in the future (e.g.,
Erez & Belknap, 1998; Fleury-Steiner, Bybee, Sullivan, Belknap,
& Melton, 2006). Further, economic disadvantage has been found
to increase women’s risk of violence among intimate partners
(Benson & Fox, 2004). However, we did not see evidence of the
impact of economic dependence on psychological distress here.
Instead, we found that physical dependence moderated the impact
of the intervention. To our knowledge, physical dependence on the
offender has not received attention in the empirical literature.
Thus, future work should identify the mechanisms by which physical dependence on the offender exerts an influence on women’s
well-being and interventions that can effectively support these
women.
Women faced significant ongoing danger following policereported IPA. Even though this sample was recruited from incident
reports indicating nonsexual IPA, nearly one third of women in the
sample reported that the target offender engaged in at least one
sexually aggressive tactic in the year following the T1 interview.
For almost one third of the women, conflicts with the offender
continued to be physically aggressive. Roughly one quarter of
women reported that a new partner engaged in at least one psychologically aggressive tactic. In addition, 7–15% of women reported physically aggressive or sexually aggressive behaviors by
new partners. Thus, women continued to face significant safety
risks over the follow-up year.
We originally predicted that outreach would increase victim
safety by preventing revictimization by the abuser; however, we
came to think differently about this prediction with hindsight.
Although other research suggests that contacts with advocates
and/or outreach are associated with positive effects in terms of
victim engagement with the criminal legal system (DePrince et al.,
in press) and improved victim well-being (reported here), these
things are, to some degree, within women’s capacity to influence.
For example, women can exert control over decisions to engage
with the legal system and to seek services and/or other support that
may mitigate symptoms. Women, however, cannot control their
partners’ behaviors. Thus, predicting that outreach to victims
would increase safety failed to take into account specific domains
in which women may or may not be able to effect change in their
lives. Although outreach did not affect victim safety, women
assigned to the Outreach (relative to Referral) condition had higher
stage of change scores, indicating they were more likely to articulate plans to leave or to have already left the offender at T3. This
suggests that outreach is associated with changes that are more
directly in women’s control (e.g., plans to leave) than in offenders’
control (e.g., whether he engages in aggressive behaviors).
Across the two conditions, women did not differ in terms of
contact with community-based agencies or therapists during the
study period. Community-based Outreach did not improve on
women’s overall access to victim advocacy or therapy services;
however, the groups did differ in their perceptions of how helpful
advocacy services were (but not therapy). In particular, women
assigned to the Outreach condition reported that their victim-

DEPRINCE ET AL.

220

service contacts were more helpful than did women in the Referral
condition. Community-based outreach was implemented by an
agency selected based on each victim’s needs; thus, women may
have connected more quickly or more successfully with relevant
services, which helped their coping and well-being overall (as
reflected in reduced symptoms of distress, for example). Women
in the Referral condition may have failed to find the fit required to
address their specific needs as they worked their way through the
complex world of victim services.

Study Limitations
We did not have data on women’s contact with system- or
community-based personnel prior to T1; therefore, we do not know
what (if any) effect the initial contact with system-based advocates
had on women prior to T1. We had no feasible way of interviewing
women prior to their first contact with system-based advocates
(e.g., police department advocates sometimes go to the scene of
incidents). However, because both groups were contacted by a
system-based advocate, this initial contact was held constant
across groups. We had no way of testing the randomization to
groups or controlling for preexisting conditions; however, groups
were equivalent on key variables, including reports of exposure to
violence in the 6 months prior to the target incident (DePrince et
al., in press).

Conclusions
The current study provides evidence of positive effects of early,
coordinated, victim-focused outreach on women’s well-being:
Community-based outreach from victim advocates through a CCR
was linked to decreases in IPA-related mental health problems,
including PTSD and depression symptom severity as well as fear.
Strikingly, community-based outreach by victim advocates was
almost three times more effective for ethnic minority women in
decreasing fear compared with White women, whereas physical
dependence on the offender mitigated the impact of outreach.
Although outreach was linked to greater readiness to leave the
offender, women in both conditions reported that ongoing aggression by the original offender was all too common. The findings
from this study address historical gaps between victim advocates
and mental health providers, demonstrating that research and policy attention should be paid to understanding the role that
community-based outreach and interdisciplinary CCRs can play in
addressing IPA.
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