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Abstract A random sample of 247 Canadian single
mothers currently receiving social assistance participated

in a study designed to: a) provide a comprehensive
description of mother's lifetime exposure to 11 adversi-
ties, four psychological traumas, and eight assaultive
traumas; b) examine the association between exposure to
childhood and adulthood adversities and traumas, and

mother's current post-traumatic stress symptom. Of those

surveyed, 31% met the criteria for a probable PTSD

diagnosis. Between 78% and 80% reported 1 or more
lifetime adversity, psychological trauma, and assaultive
trauma. Rates of adversities were similar to the general

female population. However, rates of psychological and

assaultive trauma were six to ten times greater than the
general female population. Results show that level of
exposure to psychological and assaultive traumas, but not
adversity, differentially impacted both the patterning and

severity of mothers' current PTSD symptoms. Psycho-
logical trauma exposure was the only event type that
differentiated the mean scores for the re-experiencing,

avoidance/numbing, and hyper-arousal symptom clusters.
While exposure to assaultive trauma differentiates mean
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scores primarily for the avoidance/numbing symptoms
cluster. lmplications for health promotion initiatives
across health and social service sectors are discussed.
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Although the mental health of single mothers has been

studied extensively, researchers across disciplines have

focused primarily on depression as a central mental health

outcome contextualized by stressful life events, employ-
ment status, and poverty (see Avison et al. 2007; Brown
and Moran 1997; Davies et al. 1997). Surprisingly,
traumatic experiences and post-traumatic stress disorder
(PTSD) have received little attention. Across a range of
general population studies conducted in Canada and the

United States (U.S.), it has been demonstrated that between

3o/o and 10% of the general female population will
experience PTSD over their lifetime (Breslau et al. 1998;

Kessler et al. '1995; Stein et al. 1997). Although a modest
prevalence rate, current literature also suggests that this
debilitating mental health problem is not equally distributed
among women. That is, a critical examination of PTSD

prevalence rates among sub-groups of women reveals that
that some women experience more advantage or disadvan-

tage in terms of their risk for lifetime PTSD. Manied
mothers appear to be the most advantaged with 8%
experiencing lifetime PTSD when compared their never

married (17%) and separated/divorced counterpaft (23%)

(Afifi et al. 2006; Bassuk et al. 1998; Tolman and Rosen

2001). Even in light of these alarming statistics, the

income-assisted single mother appears to be the most

disadvantaged with approximately 30% experiencing PTSD

over their lifetime.



According to the Diagnostic and Statistical Manual of
Mental Disorders (American Psychiatric Association 2000),

PTSD is caused by exposure to a traumatic event (Criterion

A) in which both of the following are present:

1. The event involved actual or threatened death or
serious irlury, or a threat to the physical integrity of
others;

2. The individual's response involved intense fear, help-
lessness, or horror.

While this conceptualization possesses an inherent
gender-bias, it never the less helps us identify violence
against women, in particular, intentional assaultive vio-
lence, as the event type most likely to precipitate PTSD

among women. Breslau et al. (1999) incorporated Criterion
A in a gender-sensitive analysis to investigate the reasons

for the disproportionate rate of PTSD (2:1) among women
when compared to men. They compared the conditional
risk of PTSD in females versus males across traumatic
events to determine whether the excess risk in females was

associated with the nature of the event. Their findings
revealed that the overall sex difference in the conditional
risk of PTSD (35t7% in females vs. 6t0% in males) was

due primarily to females' greater risk of PTSD following
exposure to assaultive violence. Though not systematically
investigated, this and other studies suggest that the higher
rates of PTSD found among income-assisted single mothers

compared to the general female population is in-part

explained by women's trauma histories. Income-assisted

mothers compared to the general female population report
substantially higher rates of physical abuse, sexual abuse,

physical assault by strangers, physical partner violence, and

sexual partner violence (Breslau et al. 1998; Kessler et al.

1995; Lown et al. 2006; Lutenbacher 2000; Schumm et al.

2006; Tjaden and Thoennes 2000; Tolman and Rosen

2001).

While the vulnerability to assaultive violence hypothesis
(Breslau et al. 1999) offers some important considerations

for research and clinical practice, it remains problematic that

psychological violence is excluded from such analyses. We

have argued elsewhere (Samuels-Dennis et al. 2010b) that

although assaultive and psychological traumas frequently
occur together, they remain qualitatively distinct. Assaultive
traumas represent discrete and/or enduring offensive physical

and sexual encounters that precipitate a state of intense fear,

anxiety and apprehension, loss of control, and powerlessness

in the victim (Herman 1997). Alternatively, psychological

traumas refer to enduring and personally uncontrollable life
circumstances characterized by fear, intimidation, and

manipulation (Goodman et al. 2003; Goodman et al. 1991;

Herman 1997). Each is used as a means of acquiring control
and together they are detrimental to the human psyche. The

relevance of psychological violence is highlighted by studies

examining the link between intimate partner violence (lPV)
and PTSD (Coker et al.20A2; Pico-Alfonso 2005; Smith et
al20A4. These studies suggest that psychological violence,
compared to physical or sexual violence, may have an equal,

if not greater, effect on the development and persistence of
PTSD, Perhaps as Breslau et al. found, psychological and

assaultive traumas will affect each cluster of PTSD symptom
spectrum (re-experiencing, avoidance/numbing, and hyper-

arousal) differently. This is an important gap in knowledge
that if addressed will inform our understanding of how
specific trauma types impact PTSD symptomology among

women and, in turn, assist with the development of event-

specific interventions.

Beyond, the absence of psychological violence in the

trauma-PTsD literature, the conceptualization of Criteri-
on A has been recently challenged by scholars who
question the assumption that the focal trauma or
precipitating event must reach the level of severity and

intensity outlined by the DSM-IV-TR. Lloyd and Turner
(2003) found that a more diverse array of events which
vary naturally in their intensity and severity contribute to
PTSD symptom levels than had been previously assumed.

These events include: 1) m4jor life events, such as parental

divorce or failing a grade in school; 2) life traumas
involving force or violence, such as rape or physical

abuse; 3) witnessing events, such as seeing someone killed
or attacked; 4) traumatic news events, including hearing
about someone's death; and, 5) death events, such as

experiencing the death of a family member or friend. This
body of work supports the notion that events traditionally
viewed as adversities, have a part to play in the
development of PTSD. lt also calls for the explicit
recognition that all experiences matter and that the
complex interaction between traumas of different forms
(i.e., adversities, psychological and assaultive traumas) is
the central determinant of women's current mental health.

Trauma exposure attends only partially to the complex
story associated with women's life experiences and the

multiple forms of oppression they face over their life.
However, the presence or absence of violence is an

important component in the web of early- and later-life
challenges that income-assisted mothers face, and, it is

necessary for developing population specific interventions
directed at preventing trauma and promoting mental well-
being. We are aware of only three studies (Salomon et al.

2004; Schumm ei al. 2006; Tolman and Rosen 2001) that
address the link between trauma and PTSD among this
population. All three were conducted in ihe U.S., and none

examine the relative importance of the nature of events to
women's current PTSD symptom levels. lf women's greater

risk for PTSD is indeed explained by a vulnerability to
particular types of traumas, it is important that researchers

provide a comprehensive assessment of mothers' adverse



and traumatic experiences while also accounting for the

potential path through which symptoms develop and

persist.

In this report, a complete history of 23 traumatic events

was gathered from 247 income assisted single mothers
living in Ontario, Canada. Additionally, we assessed the

connection between event categories (adversity, psycholog-

ical trauma, and assaultive trauma) and the severity and

patterning of mothers PTSD symptoms.
Specifically, we address the following research questions:

(1) what are the lifetime rates of exposure to adversities,

psychological trauma, and assaultive traumas among income

assisted single mothers? (2) ls lifetime exposure to multiple
forms of adversities, psychological traumas, and assaultive

traumas associated with PTSD symptom severi\r? (3) Does

lifetime exposure to multiple forms of adversities, psycho-

logical traumas, and assaultive trauma differentially affect
mothers' PTSD symptomology?

Method

Design

This analysis is part of a larger cross-sectional study aimed

at partially testing the validity of the intersectionality model

of trauma and post-traumatic stress disorder. The larger

study (Samuels-Dennis et al. 2010a) investigated the
process through which cumulative trauma affects PTSD

symptoms among a sample of 247 single mothers receiving
social assistance from a large metropolitan city in Ontario,
Canada.

Sample

A random sample of 247 single mothers was recruited from
the active caseload of the provincial social assistance
program. Ontario's social assistance programs provides

temporary financial assistance to residents of Ontario who
are in financial need by providing money to assist with
housing and other basic needs and by supporting individ-
uals with acquiring and maintaining employment (Ontario

Ministry of Community and Social Services 2010). In April
of 2010, 251,120 individuals or family units were actively
receiving social assistance. Sole-support parents receiving
financial assistance accounted for 75,172 of the total
number of social assistance cases with 95% of those being
single mothers (Ontario Ministry of Community and Social

Services 2010).
Figure 1 outlines the sample recruitment process; a

modified version of (Dillman 1991) total design method.

After receiving ethical approval from the Institutional
Review Board at the study site, a total of 2,400 single
mothers randomly selected from the active caseload of the

social service agency were contacted by mail between

January and February, 2008, to request their participation in
the study. In total, 293 single mothers contacted the

principal investigator by telephone, mail, or e-mail to
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indicate their interest in taking part in the study,10 of
whom subsequently indicated that they were not interested

in taking part. All participants were screened to ensure that
they met the following eligibility criteria: 1) recipients of
social assistance for at least 6 months; 2) cunently living
with a least one dependent child (<18 years oldh 3) not
currently living with a spouse or common law partner; and

4) able to effective read or communicate in English. Of the

271 single mothers who met the eligibility criteria, 255
(95%) completed a telephone (n=173) or on-line (n=82)
survey. Six percent (n=16) did not complete the survey
because they were lost to follow up or were too busy. To
maximize the response rate, as many as six follow-up
phone calls were made to participants who did not complete
the survey by the mutually agreed upon date and time.
Eight surveys were excluded because they contained
substantial missing data, resulting with a final sample of
247. No demographic differences were noted between

women who completed the survey online versus by
telephone. Thus, these two groups were analyzed together.

The extremely low response rate (11.3%) diminishes our
ability to generalize these findings to the wider population

of income-assisted single mothers. However, compared to
the approximately 20,000 single mothers currently receiv-
ing social assistance in the greater Toronto area (GTA),

participants of this study were similar with respect to age,

number of children, and employment status, but were more

educated and less likely to be immigrants (Toronto
Community and Neighbourhood Services 2004). A number

offactors may have resulted in the low response rates. First,

invitations were mailed just after Christmas, a busy time of
year for most families. Second, the study letter of
information which outlined the potential for a stress

response post-partici pation may have deterred participati on.

Third, the inability of the social service agency to select

participants who were fluent in English may have resulted

in the selection of a sample that could not read or write
English and thus ineligible participants. Fourth, the extent
to which mothers' cultural background also affected their
willingness to discuss the issues addressed by this study is
not known. Finally, it remains unclear exactly how many
single fathers received an invitation to participate in the

study.

Table 1 provides an overview of the demographic
characteristics of the sample. The average age of partic-

ipants was 35.7 years (SD=9.5, Range 18-61 years). More
than half (56.1%) of the sample were single, never-married
mothers while 42.4% were separated or divorced. Cauca-

sians made up the largest proportion of the sample (37.7%')

followed by Blacks (28.5%), and Hispanics (7 .5o/o). Almost
40% of the study participants reported completing high
school, while just over 49o/o reported having some post-

secondary education. Twenty-two percent of women were

"Percentage shown are valid percentages

employed either part-time or full{ime, but still receiving
some social assistance. About half of the sample (45.7o/o)

reported that they immigrated to Canada. The average
number of years since immigration was 16.0 (SD=10).

Data Collection Procedure

After providing informed consent, women completed a

structured interview designed to assess lifetime exposure

to adversity and trauma, current symptoms of PTSD, use

of health services, personal and social resources, and

selected demographic characteristics. Women were given
the choice of completing the survey on-line using Survey
Monkey or by telephone with an interviewer who had

been trained in conducting safe telephone interviews with
potential survivors of trauma. Interviewers also used

Table 1 Sample characteristics

Characteristics Total sample (N=247)

n(%) Mean (SD)

Age (n=245)

Number of children (n=246)

Marital Status (n=2a4)

Single never married

Separated/Divorced

Widowed

Race/Ethnicity (n = 239)

Native /Aboriginal

Black

Caucasian

East and Southeast Asian

Pacific lslander/Filipino

South Asian/East Indian

Hispanic/Latin American

Middle Eastern/Arab

Bi+acial

Education {n=2a4)

Less than high school

High school graduate

Some college/university

College/University graduate

Employment status (n=246)

Employed full-time

Employed part-time

Unemployed

lmmigration status (n= 247)

Born in Canada

Born outside Canada

35.7 (9.5)

1.8 (1.04)

137 (56.5)

103 (42.2)

4 (1.6)

12 (5.0)

63 (28.5)

e0 (37.7)

10 (4.21

1 (0.4)

16 (6.7)

18 (7.5)

6 (2.5)

1B (7.5)

2e (11.9)

9s (38.e)

47 (1e.3)

73 (29.e)

15 (6.1)

41 (16.7)

1e0 (77.2)

134 (54.3)

113 (45.7)



Survey Monkey as a data entry tool and completed the

survey on-line as they interviewed participants in the

study. Interviews lasted an average of 45 min (ranging

from 30 to 120 min) and those women who completed
the interview received a $20.00 voucher for a local store

to compensate them for their time or other costs
associated with participation.

Measures

Data were collected using established measures of trauma,

adversities and PTSD symptoms as well as a demographic
questionnaire to gather information about women's marital
status, number of children. self-identified racial and ethnic
background, immigrant status and country of origin,
neighborhood of residence, level of education and work
status.

Traumas and Adversities

Adversities, assaultive traumas, and psychological traumas

were originally assessed using 33 items taken from three

trauma inventories: 1) the Composite lnternational Diag-
nostic Interview-PTSD module (14 items: World Health

Organization 2AAq, 4 a measure of stress exposure (three

items: Turner and Avison 2003), and, 3) the Betrayal

Trauma Survey (six items: Goldberg and Freyd 2006). The

selection of these 33 items was based on a comprehensive
review of the literature on trauma and mental health as well
as the relevance of these items to an urban sample of single
mothers.

The rare occurrence of some events (i.e., war, peace-

keeper, forced participation in the sex trade industry), the

inability to theoretically differentiate between events
(physical abuse and physical neglect), and a preliminary
confirmatory factor analysis led to the selection of the 23

items use in this analysis (see also Samuels-Dennis et al.

2010a). The items include 11 adversities (i.e., becoming a

refugee, life-threatening auto accident); four psychological

traumas (i.e., childhood emotional abuse, psychological

IPV); and eight assaultive traumas (i.e., childhood phys-

ical abuse, physical assault by a stranger). Participants
were asked to indicate if they had ever experienced each

event and, if so, the number of times the event occurred

during childhood (before age 18) and adulthood (on or

after age 1B). Responses were coded 0 (no exposure) or 1

(at least one occurrence) for each developmental stage.

Exposure scores were calculated using the following
procedure: First, adversity, psychological trauma, and

assaultive trauma exposure scores were calculated for
childhood and adulthood. Second. childhood and adult-
hood exposure scores were added together for the

adversity (Range 0 to 9), psychological trauma (Range 0

to 9), and assaultive trauma (Range 0 to 12) categories.
Third, for each category of event we created levels of
multiple exposure where be 0 = lto lifetime exposure to
any event within that category, 1 = €xposure to 'l or 2

unique events within that category, and 3 = exposure to 3
or more unique events within that category.

PTSD Symptoms

Severity of PTSD symptoms was assessed using the
Davidson Trauma Scale (DTS: Davidson 1996; Davidson
et al. 2002), a 17-item scale which measures the frequency
and severity of PTSD symptoms across three domainsr 1)

Intrusion-persistent re-experiencing of a traumatic event,

2) avoidance/numbing-avoidance of stimuli associated

with the trauma and numbing of general responsiveness,

and, 3) hyper-arousal-persistent heightened arousal or
hypersensitivity. After defining a traumatic event and
providing examples, participants were asked the following
question: "ln your lifetime, have you experienced a

traumatic event?" Participants who responded positively to
this question were asked to rank, on a S-point likert scale,

the frequency (0 = not at all to 4 = 0v0U day) and severity
(0 = not at all distressing to 4 = extremely distressing) of
each symptom in the past week. Using standard scoring for
the DTS, subscale scores for each symptom cluster were
calculated by summing the frequency and severity scores

and a total score was created by summing the three subscale

scores. Scores range from 0 to 40, 0 to 56, 0 to 50, and 0 to
136 for intrusion, avoidance/numbing, hyper-arousal, and

the total score, respectively.
The DTS provides a continuous measure of symptom

severity and includes cut scores to develop diagnostic
categories. Davidson (1996) suggests that a cut score of 40

may be used to identify individuals with a probable PTSD
diagnosis since this cut score yields a positive predictive
value of 0.92, a negative predictive score of 0.79, and a

diagnostic accuracy of 0.83. This scale has demonstrated

strong reliability among rape victims, survivors of child
abuse, and women exposed to IPV (Bradley et al. 2005;

Davidson et al. 1997, 2002). Among these samples,
Cronbach's alpha for the total scale has ranged from 0.79
to 0.99 indicating good to excellent internal consistency. In

this study, Cronbach alpha's was .94, .94, ,93, and .97 for
the intrusion, avoidance/numbing, hyperarousal, and total
score, respectively. In this study, 67 participants (26.9% of
those surveyed) did not complete the DTS as they
responded negatively to the initial screening question.
Thus, we present rates of exposure for the entire sample
(N = 247), but use only data from the sample that responded
positively to the screening question (n=171) to assess the

relationship between categories of events and mothers'
PTSD symptoms.



Data Analysis

Data were analyzed using SPSS version '15.0 (SPSS Inc.

2006). Bivariate correlational analysis was used to address

question 2, while One-way analysis of variance (ANOVA)
with post-hoc test by Bonferroni was used to examine
differences in mean intrusion, avoidance/numbing, and

hyper-arousal symptoms among groups. Independent t-test
of means was used to assess differences in means scores.

Prior to the analyses, the data were assessed for the
assumptions associated with the ANovA including normal

distribution and homogeneity of variance. The distribution
for mothers' total PTSD, intrusion, avoidance/numbing,
and hyperarousal scores were severely skewed and resem-

bled an L-shape with zero. Transformation using the

formula 'l=.1. 6. did not significantly alter the skewness

of the distribution, so the analysis proceeded without
transformation. The assumption related to homogeneity of
variance was satisfied. The significance level for all
analyses was p<.05.

Table 2 Lifetime Exposure to Adversities and Traumas

Results

Lifetime Exposure to Adversity/Trauma and Rates of PTSD

Lifetime frequency of exposure to 23 adversities and

traumas is presented in Table 2. Almost 80% of mothers

reported experiencing at least 1 of the 23 traumatic events

in their life+ime. Of the 11 adversities investigated, mothers

experienced on average 2.44 (SD=2.24) events over their
lifetime. Approximately half of the sample reported one to
two adversities, another quarter reported three to four
adversities, and a much smaller proportion (4.8%) reported

5 or more life+ime adversities. In childhood, the most
prominent adversities were being sent away/kicked out
(24.9%) and the unexpected death of some close (18.5%).

ln adulthood, the most prominent adversities were the

unexpected death of someone close (32.3%) and witnessing

a death or serious iryury (18.5%).

Almost 80% of the sample reported at least one lifetime
psychological trauma. Of the four psychological traumas

Event type Lifetime n(%) # of Childhood events n(%) # of Adulthood events n(%)

Adversity

Became a refugee

Civilian persecution

Auto accident

Other accident

Serious illness (self)

Serious illness (child)

Death/Apprehension (child)

Witnessed death/iUury

Unexpected death

Orphaned

Sent away/kicked out

Psychological trauma

Childhood emotional abuse

Witnessed lPVas a child

IPV-psychological

Stalked

Assaultive trauma

Childhood Physical Abuse

Childhood sexual abuse

IPV physical

IPV sexual

Rape

Assault-physical (non-intimate)

Assault-sexual (non-intimate)

Kidnapped/Held captive

30(12.0)

27(10.8)

26(10.4)

17(6.8)

2B(1't.2)

24(e.6)

23(e.2)

75(30.1)

120(48.2)

33(1 3.3)

69(27.7)

e7(3e.0)

e6(38.6)

153(61 .4)

B1 (32.5)

84(34.1)

83(33.3)

133(53.4)

67(26.e)

85(34.1)

34(1 3.7)

43(1 7.3)

22(B.B)

1-2

5(2.0)

12(4.9)

1 3(5.2)

7(2.8)

5(2.0)

1 (.4)

5(2.0)

34(1 3.8)

5B(23,4)

24(9.6)

44(17.7)

1-2

3(1.2)

22(5.0)

7(3.3)

15(6.2)

6(2.4)

26(10.7)

14{5.8)

11{4.4)

38(1 5.4)

10(4.0)

16(6.6)

5(2.0)

3-4

1 (.4)

1 (.4)

1 (.4)

1 (.4)

3(1.2)

4(1.6)

6(2.4)

1 (1.6)

3-4

2(.8)

e(3.7)

1 (.5)

2(.8)

3(1.2)

10(4.1)

3(1.2)

2(.8)

40.6)

2(.8)

2(.8)

6(2.4)

3(1.2)

3(1.2)

15(6.0)

.5

B7(34.9)

57(23.4)

26(12.1)

5(2.1)

7 4(29.7)

43(1 7.8)

17(i.0)

7(2.e)

i 6(6.5)

3(1.2)

e(3.7)

1-2

24(9.6)

1 1 (4.5)

16(6.4)

B(3.2)

19(7.6)

1 e(7.7)

16(6.4)

37(1 4.e)

64(25.7)

l-z

30{1 2.7)

3e(16.0)

36(14.e)

21(8.6)

26(10.6)

15(6.0)

13(5.3)

13(5.2)

.q

5(2.0)

3-4

1(.4)

2(.8)

1(.4)

1 (.4)

1(.4)

.5

4(1.6)

3(1.2)

- 2(.8)

1(.4) 1(.4)

3(1.2) 6(2.4)

6(2.4) 10(4.0)

3-4 .5

3(1.3) i03(43.6)

5(2.1) 21(8.6)

12(s.o) 7o(28.e)

5(2.0) 2e(11.e)

3(1 .2) 12(4.e)

2(.8) B(3.2)

1(.4) 5(2.1)

2(.8) 4(1.6)

u Lifetime totals may not equal childhood and adulthood totals if women experienced an event in both life stages. Childhood =<18 years old, Adulthood

=. 1B years old



investigated, mothers experienced on average 1.82 (SD=

1.41) unique events over their lifetime. In childhood, the

most prominent psychological traumas were Childhood
Emotional Abuse (CEA: 38.0%) and witnessing IPV
(36.1%). In adulthood, psychological IPV was reported by

51 .6% of the sample, while 26.7% reported being stalked at

least once during adulthood, Unlike adversities, which
tended to occur one to two times, the pattern of psycho-

logical trauma was more chronic and enduring. Of the 92

mothers who reported cEA, 94.5% reported experiencing

this 5 or more times compared lo 3.2o/o who reported only
one to two experiences. Similarly, of the 136 mothers who
reported adulthood psychological lPV, 75.7o/o reported

experiencing this 5 or more times compared to 22.1%

who reported they experienced this type of trauma only one

or two times.
Seventy-eight percent of the sample reported at least one

life+ime assaultive trauma. of the eight assaultive traumas

investigated, mothers experienced on average 2,'18 (SD=

1.79) unique events over their lifetime. In childhood, the

most frequently reported assaultive traumas were cPA
(33.3%), childhood sexual abuse (CSA: 32.6%), and rape

(23.5"/o). During adulthood, the most prominent events

were phlrsical IPV (48.8%), sexual IPV (22.5o/o), and being

kidnapped/held captive (17.6o/o). Across developmental

stages, rape and being kidnapped/held captive were

reported predominately as single events, while child abuse

and lPV-related events seem to reflect a more chronic and

enduring pattern. Of the 58 and 41 mothers who reported

rape in childhood and adulthood respectively, 65.5% and

63.4% reported that these events occurred once or twice.

However, among the 83 and 118 mothers who reported

CPA and physical IPV respectively, 89.2o/o and 59.3%

reported experiencing these events five times or greater.

To determine the prevalence of PTSD in this sample,

symptom ratings on the Davidson Trauma Scale were used.

As suggested by Davidson (1996), a cut score of 40 was

used to identify individuals with a probable PTSD

diagnosis. When this criterion was used, 75 women (31%)

had symptoms consistent with a probable diagnosis of
PTSD.

Associations Between Lifetime Exposure to Multiple
Adversities and Traumas and PTSD Symptoms

Table 3 presents the zero order correlations, mean, standard

deviations and range for the study variables. Lifetime
exposure to multiple adversities not associated with
mother's current avoidance/numbing (r=.128, p=.047),
hyper-arousal (r=.064, P=.203), or total PTSD symptoms
(r=.129, p=.046). However it was weakly and positively
associated with mothers' current intrusion/re-experiencing

symptoms (r=.139, P=.035). Lifetime exposure to multiple
psychological traumas was moderately associated with
mother current avoidance/numbing (r=.434, p<.001),

hyper-arousal (r=.332, p<.001), and total PTSD symptom
(r=.395, p=.001). However it was weakly and positively
associated with mothers' current intrusion/re-experiencing

symptoms (r =.245, P=.001). Lifetime exposure to multiple
assaultive traumas was weakly associated with mother

current intrusive/re-experiencing (r = .141, p =.033), avoid-

ance/numbing (r =.277, p<.001), hyper-arousal (r=.246,
p=.001), and total PTSD symptom (r=.266, p<.001), Thus,

the findings reveal that for the most part, lifetime exposure

to adversities is not associated with mothers' current PTSD

symptomology. Both psychological and assaultive trauma

exposure are associated with mothers' current PTSD

symptoms, however, the psychological category of events

appears to have a stronger association than assaultive

trauma.

Differences in PTSD Symptomology Across Levels

of Exposure to Adversities and Trauma

Results of the one-way ANOVA of mean intrusion,
avoidance/numbing, and hyperarousal scores for each

Table 3 Zero order correla-
tions, means, and standard

deviations, for study variables
(n = 171)

" Lifetime exposure to multiple

unique events
* p ..05, ** p.,01 (1{ailed)

Adversityu

Psychological"

Assaultiveu

I ntrusion/Re-experiencing

Avoidancei Numbing

Hyper-arousal

TOTAI PTSD

Descriptive

Mean

SD

Min, Max

.128

.064

.129

)ou*
.252.'

.139.

2.50

't.89

0,9

.543""

.245"

.434'"

.53t

.395'"

3.09

2.13

0,9

)".
.277-"

.246-'

.266='

3.46

LA5

0,12

.bJJ

.538'"

.820..

10.39

10.82

0,40

.710"-

.913-'

't4.75

13.52

0,56

.864-'

14.26 39.58

13.52 31.44

0,56 0,134



grouping of adversity and trauma are presented in Table 4.

For this analysis, exposure scores were divided into three

exposure grouping such that group 1 represented 0 lifetime
exposure to any adversity or trauma, group 2 represented

exposure to 1 or 2 unique lifetime events, while group 3

represented exposure to 3 or more unique lifetime events.

Several observations can be made. First, with respect to
adversity, level of exposure to this category of events does

not differentiate mean symptoms scores. That is, the
patterning of PTSD symptoms does not appear to be

influenced by the number of unique adverse events to
which mothers are exposed over their lifetime with mean

scores for intrusion, avoidance/numbing, and hyperarousal

remaining equal across exposure groupings, Second, psy-

chological trauma is the only trauma type that differentiates
mean scores across all symptom clusters. lmportantly, there

appears to be a positive association between level of
exposure to psychological trauma and symptom severity.

Across all symptom clusters, mothers reporting 3 or more
unique psychological encounters reported more severe

symptoms that those who experienced one to two events.

This group in turn reported more severe symptoms than
those reporting no lifetime exposure to psychological

trauma. Third, although levels of exposure to assaultive

trauma was expected to differentiate mean symptom scores

across all PTSD symptom clusters, our initial analysis
revealed that it differentiated only mean avoidance/numb-
ing and hyper-arousal scores. For the avoidance/numbing
cluster of symptoms, assaultive trauma exposure appears to
have a similar pattern as psychological trauma exposure

whereby a clear positive association is demonstrated. For

intrusive and hyperarousal symptoms, a pattern was less

pronounced, however mothers reporting 3 or more assaultive

events tended to experience most severe symptoms.

Discussion

This study contributes to the literature by providing a

comprehensive assessment of both the type and timing of
adversities and trauma experienced by an urban sample of
income-assisted single mothers and contributes some insights

into the relative importance of adversities, psychological

traumas, and assaultive traumas exposure to the development

and persistence of PTSD symptoms.

Adversities, Trauma, and PTSD Symptom Levels

Participants in this study experienced a wide range of
adverse and traumatic events, with approximately 80%
reporting at least'l lifetime adversity, psychological trauma,

and assaultive trauma. This finding of widespread exposure

is consistent with other general population surveys that
assessed a similar range of adversities and traumas among

women (Breslau et al. 1998; Davies et al. 1997; Kessler et

al. 1995; Stein et al. 1997).

Thirty-one percent of the sample had PTSD symptom
levels consistent with a probable diagnosis of PTSD. This
rates is significantly higher than the 3.0% to 10.0% and

2.5o/o lo 5.0% prevalence rate found among the general

female and male population, respectively (Breslau et al.

1998), but consistent with the prevalence rate of 29.5%

Table 4 Differences in mean intrusion, avoidance/numbing, and hyperarousal scores by multiple exposure grouping (n=171)

Groups-No. of unique
events

ANOVA AvoidancelNumbinq ANOVA Hyperarousal ANOVA

FSD

Adversitya

T{est of means

Psychological Traumau

Ttest of means

Assaultive Traumau

T-test of means

28 9.32 10.21 .366 ns

65 11.23 9.89

78 10.06 11.81

Xgrpr=Xgrp2=Xgrp3

15 3.60 4.98 5.61 **

63 8.89 10.29

93 12.49 11.30

Xgrpr>Xgrp2>Xgrp3

11 4.73 6.96 1.84ns
60 10.05 10.63

100 11.21 11.15

Xgrp z = Xgrp 1, Xgrp 2 =
Xgrp r, Xgrp 3 > Xgrp 1

28 15.68 11.80 .276 ns

65 't3.78 13.76

78 15.22 13.99

Xgrpt=Xgrpr=Xgrp3

15 1.60 2.55 '14.81 ***
63 11 .87 11 .78

93 18.82 13.88

Xgrpt>Xgrp2>Xgrp3

11 8.00 13.47 4.50 *

60 11.92 11.22

100 17.19 14.30

Xgrpt>Xgrp2>Xgrps

28 '14.00 '12.'10 .120 ns

65 14.81 1't.10

78 13.88 12.03

Xgrpr=Xgrp2=Xgrp3

15 4.07 3.73 11.16 **'
63 12.17 10.68

93 17.31 11.91

Xgrpr>Xgrp2)Xgrp3
'11 11.18 12.36 3.18*
60 't1.72 10.72

100 16.12 11.84

Xgrp r = Xgrp z' \rp s =
Xgrp r, Xgrp 3 > Xgrp 2

1

z

J

aFor adversity, psychological trauma andassaultivetrauma grp 1 = 0 lifetime exposure, grp2=1-2 unique lifetimeevents, grp 3 =.3 unique lifetime
even$
*p<.05, **p<.0'1, ***p<.001



found in a random sample of single mothers receiving

social assistance in the United States (Tolman and Rosen

2001). Compared to one other Canadian study (Afifi et al.

2006) which found that 8.4%, 16.6%, and 22.9o/o of
married, never-married and separated/divorced single moth-

ers, respectively, experienced life+ime PTSD, the findings

of this study revealed thal24.8% of single never married

and 41.7o/o of separated and/or divorced single mothers

receiving social assistance reported symptom levels consis-

tent with probable PTSD. In addition to addressing how

PTSD varies by prior family structure, these results may

also speak to women's exposure to psychological and

assaultive violence prior to separation and/or divorce.

Relationship Between Adversities, Trauma and PTSD

Symptom Severity

Although we anticipated that adversity exposure would

contribute significantly to the severity of and patterning

of PTSD symptom, our findings did not support this
position. Adversity exposure was weakly associated with
only with mothers' intrusive or re-experiencing symptom

levels. Furthermore, levels of exposure did not differen-

tially affect mean scores for re-experiencing, avoidance/

numbing, or hyperarousal symptoms. At least for this
sample, it appears after all, that the precipitating event

does indeed need to reach the level of severity and

intensity implied by the DSM-lV-TR (American Psychi-

atric Association 2000) in order t0 cause substantial levels

of PTSD symptoms.
Our analysis suggests that both exposure to psychological

and assaultive traumas and the number of unique events

mothers experience are positively associated with PTSD

symptom severity. Although psychological traumas have

traditionally been excluded from the category of events that

may precipitate PTSD, the findings of this study suggest that

psychological violence/abuse perpetrated by parents/guard-

ians and partrners is more strongly associated with PTSD

symptom severity than assaultive trauma, Our analysis builds

upon the work of (Breslau et al. 1999), who demonstrated that

women's greater risk for PTSD when compared to males

could be attributed to a vulnerability to assaultive trauma.

Our findings suggest that women may also have a

vulnerability to psychological violence.

Recent intimate partner violence research supports our

findings and further suggested that it is the psychological,

not the assaultive component of intimate partner violence,

that is the stronger predictor of posttraumatic stress disorder
(coker et al. 2000; Pico-Alfonso 2005; Smith et al. 2002).

The findings relevant to the patterning of symptoms are

remarkable. Levels of exposure to psychological trauma

differentially impacted mean symptom scores with the

severity of symptoms increasing as the number of unique

events encountered over women's lifetime also increased.

On the contrary, level of exposure to assaultive trauma

appears to have it greatest differential impact on the

severity of women avoidance/numbing scores. Further

research is needed to determine how the patterning of
symptoms by event type influences the recovery process

and participation in the usual activities of daily living. We

suspect that psychological violence may have a more

debilitating effect and a natural but significant impact on

women's workforce participation.

Our findings implicitly address the issue of childhood-

adulthood revictimization and more explicitly the issue of
prior exposure and their potential impact on mental well-
being. The findings suggest that prior exposure matters to

the patterning of PTSD symptoms. Repeated exposure to

assaultive trauma is more likely to elevate mothers'

avoidance symptoms while, repeated exposure to psycho-

logical trauma is likely to elevate all PTSD symptoms.

Furthermore, it appears that exposure to one or both will
have significant implications for women's capacity to
engage with their physical and social world, as well as

their capacity to engage with health and social service

providers.

It should be noted that rates of CEA and being stalked

found in this study were eight times that found in the

general female population (Mullen et al. 1996; Tjaden and

Thoennes 2000), while psychological IPV was 4.5 times

that of the general female population (Coker et al. 2005;

Smith et al. 2002). Almost 39.0% of our sample reported

witnessing IPV a similar rate to that reported by homeless

and income-assisted single mothers in the United States

(Bassuk et al. 2006), but almost six times that found among

the general female population (Bensley et al. 2003). Not

only did this sample of single mothers report greater rates

of lifetime exposure to psychological trauma, the patterning

of exposure was similar to assaultive trauma but signifi-
cantly different from the patterning of adversity exposure.

Mothers tended to experience adversities as isolated events

while psychological and assaultive traumas were more

chronic and enduring. This enduring and chronic pattern

may in part explain the high symptoms levels observed here

as well as the differential impact on each on each cluster of
PTSD symptoms.

Several interpretations are possible in explaining both

the levels of exposure reported here and the dominant

contributory effect of psychological trauma on PTSD

symptom levels. First, it is possible that the findings reflect

a social selection process whereby childhood exposure to
psychological trauma alters a number of other life trqjecto-

ries including education, employment, and subsequent

exposure to adolescent and adulthood trauma, and early

on-set mental illness (Brush 2000; Jayakodya et al. 1998).

These intersecting experiences may cause significant



relational, mental, and functional problems that lead women
to seek income assistance.

Second, recall bias may have influenced the data quality
about frequency of exposure and, thus, artificially inflated
the potential effect of psychological trauma on mothers

PTSD symptom levels. Widom et al. (2004) suggest that

recall bias or patterns of accuracy and inaccuracy in
reporting prior experiences differ across groups of varying
physical and mental health status. Thus, compared to
people with better current mental health, people with poor
current mental health may be more likely to remember

earlier negative life experiences, interpret earlier events as

more severe and/or abusive in nature, and over-report the

frequency with which those events occurred. Recall bias is
of particular relevance here as the high PTSD symptom
levels found among this sample increases the potential for
over-reporting trauma experiences.

Also of concern are measurement issues that may arise

from the overlap in women's experiences, particularly as

they related to frequency of exposure to psychological and

assaultive traumas. Twentythree mothers reported exposure

only to adversities, while four mothers reported exposure

only to psychological or assaultive traumas. Exposure to
psychological and assaultive traumas rarely occurred in
isolation as evidenced by the strong bi-variate correlations
(r=.59). Furthermore, in this sample, 144 of the 247

mothers reported exposure to all three types of events.

While the results presented here may be influenced by the

overlap in women's experiences, they also brings to light
the conceptual and analytical problems researchers face in

attempting to disentangle the impact of events that are so

closely linked. This perhaps suggests that the recent move
toward examining the cumulative effects of traumas and

adversities is a more appropriate and progressive approach

to trauma and mental health research.

Finally, given that the potential effects of psychological
trauma are only now being investigated in relation to PTSD

and psychological and assaultive traumas were highly
correlated (r=.54), it is possible the positioning of
assaultive trauma as the primary cause of PTSD in prior
research is partially due to the failure to consider
psychological traumas in the same analysis. Both the
finding that assaultive trauma is associated with mothers'
PTSD symptoms and is relatively less important than
psychological traumas is supported by previous literature
(Coker et al. 2000; Pico-Alfonso 2005).

Limitations and lmpl ications

This is a cross-sectional study with a sample drawn only
from one city in Canada. Although representative of single
mothers on social assistance in the city where the study was

completed, the findings may not be generalizable particu-

larly when considering regional differences in population
demographics. Although attempts were made to recruit a

random sample, the low response rate also makes general-
ization problematic.

Methodologically, the cross-sectional design limits the
ability to make causal inferences about the relationship
between adversities, traumas and PTSD symptoms. Fur-
thermore, cross-sectional designs are problematic in that
spurious relationships between variables may be interpreted
as genuine relationships (Tabachnick and Fidell 2001). tt is
recognized that longitudinal data would be more appropri-
ate in examining the relationships between the variables
outlined in the model. However, given that this is an

unexplored area of research, the cross-sectional designed is
justified.

Finally, women belonging to South Asian and Middle
Eastern cultures frequently refused to answer the questions

related to psychological and assaultive traumas stating 'in
our culture we don't discuss those things'. This too might
create a bias whereby the prevalence of exposure to
psychological and assaultive traumas is underestimated.

At a conceptual level, Herman (1997) has argued that the
symptom clusters identified by the American psychiatric
Assoclation-persistent re-experiencing of the traumatic
event, avoidance of stimuli associated with the trauma and

numbing of general responsiveness, and heightercd arousal-
do not adequately capture the psychological response that
occurs with prolonged, repeated trauma. Herman's work
attends primarily to the effects of assaultive and psychological

trauma and suggests that complex PTSD may be the best way
to categorize lhe symptoms of patients who have suffered
prolonged trauma. Thus, our use of the DTS limits our
capacity to speak to the broad spectrum of PTSD related

symptoms that women in this sample may have experienced.
Even in light of these limitations, results of this study have

significant implications for mental health promotion across

health and social service sectors. The higher levels of assaultive
and psychological traumas found in this study suggest the need

for a gender-sensitive approach to violence prevention. Public
health practitioners have a role to play in developing violence
prevention strategies that deter the perpetration of violence
against women across all developmental stages. Public health
nurses may use a number of health promotion strategies to
target violence prevention among the most vulnerable pop-

ulations in society.

The demonstrated relationships between adversities and

traumas and current PTSD symptom levels suggest that
mental health professionals and social service providers
should routinely assess for exposure, and psychological
responses to these events, including the full range of
depressive, anxiety, and substance abuse disorders, and
initiate appropriate clinical support and referral to manage
these problems when necessary. The effects of assaultive and



psychological traumas are enduring and must be addressed

both within the context of violence prevention and connecting

women with mental health professionals who can provide

specialized mental health services to this population.

Women may need income assistance, in part, because of
the debilitating effects of trauma. Social service programs

have a role to play in proactively linking women with

appropriate services to address their mental health concerns.

This is an essential component to helping women re-enter

the work force. Bryne et al. (1998) demonstrated the

effectiveness of using public health nurses to provide in-

homes services to single mothers on social assistance.

Nurses may play an important role in connecting women to

needed resources such as specialized mental health care or

in the case of advanced practice nurses, providing treatment

themselves.

The nurse and other mental health practitioners have a

role to play in assessing for comorbid mental health

problems. The mean score for the Davidson Trauma Scale

of 29.15 indicates relatively high PTSD symptom levels for

this group of single mothers, suggesting that some single

mothers exposed to traumas may have been experiencing

distress and/or impairment in functioning without the full
range of PTSD symptoms. Further, because PTSD symp-

toms overlap with depressive symptoms and complex

PTSD, to some extent, the high scores may be indicative

of other comorbid mental health problems not measured in

this study. These findings may suggest the need to assess

trauma exposure and various psychological responses to

trauma including the symptom PTSD symptom clusters are

most impact for the individual.

Conclusion

This study was completed with the goal of creating

knowledge that may be used to promote the mental health

of single mothers. To this end, our assessment of mothers'

trauma histories suggests that upstream and downstream

health promotion initiatives must focus on reducing women

and children's exposure to trauma, particularly psycholog-

ical violence. Additionally, there is a need to appropriately

assess income-assisted single mothers' current mental

health and intervene by promoting access to health and

social resources that may promote mental well-being.
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