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Abstract
Intimate Partner Violence (IPV) is a transversal phenomenon that affects a significant 
number of women and female adolescents in the world. Although several and 
numerous studies have investigated various negative consequences associated with 
exposure to IPV, few have focused on the physical diseases associated with exposure 
to physical, psychological, and sexual violence. The present study aims to analyze the 
association between past or present IPV victimization and the presence of physical 
disease, in particular, investigating the unique contribution of physical, psychological, 
and sexual violence on IPV victims’ likelihood of reporting physical diseases diagnoses, 
by surveying 133 women victims of IPV recruited from various anti-violence centers 
(CAV). The results showed that women who experienced psychological violence were 
more at risk of reporting cardiovascular disorders and a diagnosis of benign neoplasm; 
moreover, women who believed that their physical disease was linked to exposure to 
IPV showed a higher presence of gastrointestinal disorders. The results are discussed, 
along with possible applications for prevention and intervention strategies.

Keywords: Intimate Partner Violence, physical violence, psychological violence, health 
conditions, physical diseases
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Introduction 
Intimate Partner Violence (IPV) includes any “physical violence, 
sexual violence, stalking and psychological aggression (including 
coercive tactics) by a current or former intimate partner (i.e., 
spouse, boyfriend/girlfriend, dating partner, or ongoing sexual 
partner)” (Breiding et al., 2015, p.11).

IPV should also be described by considering the 
three main types of violence or abuse, that are: physical, 
sexual, and psychological violence (Burelomova, Gulina & 
Tikhomandritskaya, 2018; Devries et al., 2013; Ellsberg et al., 
2008; García-Moreno et al., 2015). 

Physical violence is any action aimed at harming or 
frightening the victim, causing injury. It includes any physical 
contact (e.g., beating, pushing, grabbing forcefully, slapping, 
punching, strangling attempts, and threatening or using a gun, 
knife, or another weapon) aimed to cause fear, frighten and 
control the victim (Baldry, 2014; García-Moreno et al., 2005).

Sexual violence is defined as forcing a partner, who did not 
want it, to have sexual intercourse, or do any sexual act they 
found degrading or humiliating, harming them during sex 
or forcing them to have sex without protection (Burelomova 
Burelomova, Gulina & Tikhomandritskaya, 2018; World 
Health Organization - WHO, 2013). So the victim is deprived 
of her ability to control intimate contact and to decide on it 
(Larsen, Hilden & Lidegaard, 2015).

Psychological violence refers to behaviors that aim to 
harm the victims’ identity and dignity, weaken their self-
esteem and devalue and control them (Canu, 2008). It is the 
so-called invisible violence (Canu. 2008), and includes verbal 
threats, humiliations, belittling, deprivations, social isolation, 
restrictions and limitation in accessing information, education, 
or health services, and emotional deficiencies (World Health 
Organization - WHO, 2002)

Worldwide, it is estimated that 1 in 3 women has been a 
victim of violence at least once within a current or past intimate 
relationship (World Health Organization - WHO, 2013); 
in 2018 about 379 million women reported having suffered 
physical and/or sexual violence by their partner (United 
Nations Office on Drugs and Crime - UNODC, 2018).

In Italy, one in four women has suffered violence in the 
course of her life by her partner or former partner (Istituto 
Nazionale di Statistica – ISTAT, 2006). 31.5% of women aged 
between 16 and 70 years (6 million 788 thousand) suffered 
some form of physical or sexual violence during their lives; 
20.2% (4 million 353 thousand) suffered physical violence; 
21.0% (4 million 520 thousand) sexual violence; 5.4% (1 
million 157 thousand) severe forms of sexual violence, such 
as rape (652 thousand) and attempted rape (746 thousand). 
13.6% of women (2 million 800 thousand) suffered physical 
or sexual violence from current partners or ex-partners. All 
IPV victims reported physical and psychological negative 
consequences; more than one in three women victims of IPV 
report wounds, bruises, or other injuries (37.6%), and more 
than half of them suffer from loss of confidence and self-esteem 
(52.7%) (ISTAT, 2014).

Furthermore, since 1996, thanks to Resolution WHA49.25, 
IPV was recognized as a growing public health problem across 
the world, thus leading to the development of reports and 

studies on IPV victims’ physical and psychological health. 
However, despite this, IPV prevalence worldwide has increased 
over the years (World Health Organization - WHO, 2012). This 
trend in IPV rates, increased due to the COVID-19 pandemic 
and the consequent lockdown (McNeil, Hicks, Yalcinoz-Ucan 
& Browne, 2023), putting victims potentially at a greater risk 
of IPV escalation and Intimate Partner Femicide (European 
Institute for Gender Equality - EIGE, 2021; ISTAT, 2021), as 
also confirmed by the significant increase of Italian IPV victims’ 
requests of support and help by calling the 1522 helpline and 
anti-violence numbers (Del Casale et al., 2022; ISTAT, 2021). 
The worldwide increase of IPV rates, involving women of all 
social, economic, religious, cultural groups, and age groups, 
potentially increase IPV victims’ risk of reporting severe and 
several physical, psychological and mental health diseases.  

Although the first study highlighting that compared to 
non-victims, women victims of IPV reported several negative 
psychological and physical health outcomes was published in 
2005 (World Health Organization - WHO, 2005), to date, 
few studies have been conducted to assess the association 
between IPV and victims’ physical diseases.

In fact, on the one hand, the negative mental and 
psychological outcomes related to IPV are well-documented 
and well-known (e.g., Dillon et al., 2013; Ellsberg et al., 2008; 
Lahi & Prezza, 2010; Pico-Alfonso et al., 2006; Romito, De 
Marchi, & Gerin, 2008; Vos, Astbury, & Piers, 2006; Wong 
& Mellor, 2014; Wathen, MacGregor, & MacQuarrie, 2016), 
less is known about the physical diseases reported by victims of 
IPV, as studies investigating such types of outcomes are mainly 
descriptive, leading to contrasting results and often difficult to 
compare, due to different sampling procedures, measures, and 
methodologies. 

Some of them investigated IPV victimization association 
with victims’ general health conditions, founding that IPV 
victims reported a poor and precarious general physical health 
status (e.g., WHO, 2005, 2013, Ellsberg et al., 2008, Ruiz-
Pèrez, Plazaola-Castaño, & del Río-Lozano, 2007; Wathen, 
MacGregor, & MacQuarrie, 2016) and that IPV victims’ 
health conditions were worse and more severe as the severity 
and frequency of IPV they suffered (Dillon et al., 2013), 
regardless of the past or present IPV victimization (Ruiz-Pérez, 
Plazaola-Castaño, & del Río-Lozano, 2007; Scott-Storey, 
Wuest & Ford-Gilboe, 2009). 

In line with the long-term negative outcomes related to 
past or present IPV victimization, some studies hypothesize the 
possible contributing role of psychological distress (Drossman 
et al., 1999) and the adoption of dysfunctional coping strategies 
(e.g., smoking, obesity, and alcohol abuse) by IPV victims’ to 
cope with the violence found that women victims of IPV were 
more at risk of showing functional gastrointestinal disorders 
(Perona et al., 2005; Matheis et al., 2007; Dillon et al., 2013), 
with the majority of them (72.0%) reporting that the onset of 
these symptoms coincided with the beginning of IPV (Perona 
et al., 2005), and the presence of cardiovascular symptoms and 
diseases (Scott-Storey, Wuest & Ford-Gilboe, 2009).  

More recent studies starting from the psycho-neuro-
immunology perspective, which investigate the negative 
impact of stressful experiences such as IPV on physical diseases, 
focused, in particular, on the presence of a diagnosis of benign 
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or malignant neoplasm among victims of IPV, showing that 
women victims of IPV have a significant risk of reporting a 
diagnosis of neoplasm compared to the general population 
(Cesario et al., 2014; Hindin et al., , 2015), with women still 
victims of IPV reporting a more severe diagnosis of cancer (III 
or IV stage) (Coker et al., 2017). 

Other studies have investigated the possible unique 
contribution of the different types of IPV suffered by 
women and the presence of physical diseases, often reporting 
contrasting results.

Some studies underlined the unique negative contribution 
of psychological IPV victimization on women’s health, 
founding that victims of only psychological IPV reported more 
negative health conditions than victims of only physical IPV 
(Lacey et al., 2013; Coker et al., 2000), and were more at risk 
to have a cancer diagnosis (Coker et al., 2017).

On the contrary, the study carried out by Ruiz-Pérez 
et al. (2007) showed that although women victims of 
psychological and physical IPV or psychological IPV were 
more likely to report more chronic diseases than non-abused 
women, only victims experiencing all three types of IPV 
(physical, psychological and sexual) were significantly more 
at risk of reporting physical diseases. Bonomi et al. (2006) 
found that victims of physical and/or sexual IPV were 
2.8 times more likely to report fair or poor health status; 
women victims of physical and/or sexual IPV were found 
to be more likely to have a higher 10-year estimated risk of 
cardiovascular disease than women who did not report IPV 
(Stene et al., 2013).

Few studies investigating IPV victims’ beliefs about their 
poor health and IPV suffered. In this regard, Sawin et al. (2009) 
found that women victims of IPV believe their physical disease 
was linked to their experience of IPV, reporting the perception 
that the stress from the IPV suffered caused their cancer or 
would negatively affect its course. Similar results were also 
reported by Perona et al. (2005), who found that victims of 
IPV related their digestive symptoms to their history of IPV 
suffered, thus underlying the need to explore and investigate 
the role of such beliefs about the link between the origin of 
physical diseases and the IPV suffered. 

Objectives 

Considering the several negative effects on victims of IPV 
physical health and the contrasting results underlined by the 
few existing studies investigating the relationships between 
physical diseases and the different types of IPV suffered, our 
first research aim was to explore the existence of possible 
differences in terms of presence and types of physical diseases 
by comparing victims of IPV who left their abusive partner 
with those still engaged in a violent relationship. The second 
objective was to analyze the possible unique contribution of 
types of IPV suffered (physical, psychological, and sexual), 
years of exposure to IPV, the victim’s beliefs about the possible 
association between the physical disease and the experience 
of violence suffered, in increasing IPV victims’ likelihood to 
report physical diseases (e.g., gastrointestinal, cardiovascular 
disease and benign neoplasm).

Method
Participants

One hundred thirty-three women victims of IPV, aged 
between 23 and 60 years (M = 41.48, SD = 7.40), were 
recruited from anti-violence centers in the Campania region. 
72.9% of participants were Italian. About participants’ marital 
status: 20.3% were single, 30.1% were married, 4.5% were 
cohabitants, 44.3% were divorced/separated, and 0.8% 
were widowed. 87.2% of participants had at least one child. 
Concerning victims’ occupation, 44.5% were unemployed or 
retired, 25.8% were in low-specialization jobs (e.g., waitress, 
hairdresser, babysitter), and 29.7% were in high-specialization 
employment (e.g., teacher, manager, employee). 

Procedure

Women victims of IPV participated in the research on a 
voluntary basis and were recruited from anti-violence centers in 
the Campania region. All participants turned in anti-violence 
centers between 2012 and 2016 because of their history of 
violence and abuse by a partner or ex-partner. 

The Ethics Committee of the Psychology Department of 
the University of Campania “Luigi Vanvitelli” approved the 
study (protocol nr. 18/2016 approved on 27 September 2016). 
All ethical guidelines were applied, following the procedures 
defined by the American Psychological Association (APA), the 
Italian Association of Psychology (AIP), and the 1964 Helsinki 
declaration (with their and subsequent amendments).

Participants were first contacted to explain the aims and 
objectives of the research and to request their consent to participate 
in this study and, therefore, to the telephone administration of a 
structured interview created ad hoc for this study. All the women 
contacted agreed to participate in the research.

Data were collected from June 2016 to January 2017, and 
telephonic interviews were administered to participants by the 
authors.

The administration of the telephonic interview lasted 
about 20 minutes. Furthermore, before proceeding with the 
interview, participants were reminded that participation in 
the research was on a voluntary basis and that they could 
withdraw at any time. Participants were also reassured about 
the protection of their privacy. Data were collected and 
stored under law 196 of 30/6/2003, art. 13, and subsequent 
amendments; information provided by participants were used 
only for scientific and statistical purposes.

Measures 

For the objectives pursued by the research, an ad hoc 
questionnaire was developed and administered to participants 
as a telephone interview. The questionnaire consisted of 100 
questions, structured in 4 macro-areas to gather information 
about the victim, the abusive partner or ex-partner, the duration 
and types of IPV suffered, and the participants’ physical health. 

Duration of IPV was measured by asking participants 
to indicate for how many years they have been victims of 
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violence by their current partner or ex-partner. Participants 
were also asked through a dichotomous item to indicate if 
they still were in an intimate relationship with their abusive 
partner.

The Conflict Tactics Scale 2 short form (CTS- 2S - Straus 
& Douglas, 2004) is a short self-report measure of 20 items 
to assess IPV prevalence and severity, and conflict resolution 
strategies. For the purpose of the present study, similar to other 
studies (Harding et al., 2013; Hu et al., 2020), only the two 
maladaptive conflict scales referring to victimization (Physical 
and Psychological violence) were included. 

In particular, psychological IPV was measured using two 
items (“My (ex-) partner insulted or swore or shouted or yelled 
at me” and “My (ex-) partner destroyed something belonging 
to me or threatened to hit me”) which were summed up to 
assess respondents’ experience of psychological violence. 
Participants should report their history of psychological 
violence on a 5-point Likert scale (from 0 = “Never” to 4 = 
“Very often “). The two items assessing psychological IPV were 
highly correlated with each other (r=0.41, p < 0.001) (Dancey 
& Reidy, 2007). Similarly, physical IPV was calculated by 
summing the 2 items (“My (ex-) partner pushed, shoved, 
or slapped me?” and “My (ex-) partner punched or kicked 
or beat me up”) o measured on a 5-point Likert scale (from 
0 = “Never” to 4 = “Very often”). The two items assessing 
physical IPV were highly correlated with each other (r=0.83, 
p < 0.001) (Dancey & Reidy, 2007). To measure sexual IPV, 
consistent with other studies (Hu et al., 2020; Anderson & 
Cuccolo, 2021; Anderson, Garcia & Delahanty; 2021), a 
single dichotomous question: “Have you ever been forced by 
your (ex-) partner to have sex?” was used. 

Participants’ physical health was assessed by asking 
participants about the presence of a diagnosis of the following 
physical diseases: gastrointestinal disorders (irritable bowel 
syndrome, gastritis, colitis, etc.), fibromyalgia; autoimmune 
diseases (connective tissue disease, ALS, diabetes, etc.); 
cardiovascular diseases (diseases affecting the heart or 
blood vessels); benign neoplasm and malignant neoplasm. 
Participants should report more than one of the included 
physical diseases or indicate the presence of other deceases not 
included in our survey. In this section, also participants’ beliefs 
about IPV victimization and physical diseases were assessed by 
asking participants to rate on a 5 - points Likert scale (from 0 
= “Not at all” to 5 = “Totally”) “How much do you think your 
physical disease (s) could be related to your experience of IPV 
victimization?”. 

Data analysis

The data collected within the database were analyzed using 
the SPSS statistical package (version 21.0, IBM Milano, 
Milan, Italy). Descriptive analyses were conducted for all 
the dimensions listed above. To test the possible differences 
between the victim’s relationship with the perpetrator and 
the presence of the physical diseases investigated in the 
current study, chi-square analysis and Odds Ratios (OR) 
were used. Simple correlations were calculated to investigate 
the association between types and, years of IPV suffered, the 

perception of the possible link between IPV victimization and 
physical diseases, and the presence of physical diseases. Then, 
three separate logistic regression analyses were carried out to 
analyse if physical, psychological and sexual IPV, years of IPV 
suffered, the perception of the possible link between IPV, and 
physical diseases significantly increase victims’ likelihood of 
reporting gastrointestinal disorders, cardiovascular disease, 
and benign neoplasm.

Results
Prevalence of types of Intimate Partner Violence and physical diseases

Of the 133 women participating in the study, 36.8% stated 
that in answering the interview questions, they referred to their 
husband, 31.6% to their ex-husband, 9.8% to their current 
partner, 9.0 % to their ex-partner, 3.0% to their boyfriend; 
6.8% to their ex-boyfriend, 2.2% to their ex-lover, and 0.8% 
to other person. Years of IPV suffered ranged from 1 to 42 
years (M = 11.21, SD = 8.83). 49.3% of participants reported 
they had left the abusive and violent intimate relationship.

Concerning types of IPV suffered, 79.7% of the participants 
reported having experienced physical violence by their intimate 
partner or ex-partner. Of these, 78.9% and 58.6% reported 
they had been pushed, jerked, slapped or beaten, kicked, or 
punched at least sometimes (see Table 1).

97.7% of participants experienced psychological violence 
by their intimate partner or ex-partner; of these, 94.0% 

Tab. 1. Descriptive statistics (N=133)

Variable Index

Years of IPV suffered M= 11.21 
(SD=8.83)

Physical IPV 20.3% never

79.7% at least once 

Your partner pushed, shoved, or slapped you?

13.5% never
7.6% rarely
23.3% sometimes
36.1% often
19.5% very often

Your partner punched or kicked or beat-you-up?

21.1% never
20.3% rarely
15.8% sometimes
27.8% often
15.0% very often

Psychological IPV 2.3% never 

97.7% at least once

Your partner insulted or swore or shouted or yelled at 
you?

1.5% never
4.5% rarely
14.3% sometimes
40.6% often
39.1% very often

Your partner destroyed something belonging to you or 
threatened to hit you?

7.5% never
15.8% rarely
21.1% sometimes
37.6% often
18.0% very often

Sexual IPV 70.7% no 

29.3% yes
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reported having been insulted at least sometimes, while 76.7% 
reported that their partner or ex-partner destroyed her objects, 
has threatened to destroy such objects or to use them to hit the 
victim. 29.3% of women reported having experienced sexual 
violence by their partner or ex-partner.

Regarding physical diseases, 45.9% of participants reported 
at least one physical health problem. In particular, 31.6% 
reported only one disease, and 7.6% reported two or more 
physical diseases. More specifically, 17.3% of the participants 
reported gastrointestinal disorders, 6.0% cardiovascular 
diseases, 10.5% autoimmune diseases (connective tissue 
disease, ALS, diabetes), 2.3% fibromyalgia, 3.0% benign 
neoplasm, and 3.0% malignant. 6.1% of participants reported 
a diagnosis of ‘other disease’ such as 2.3% thyroid disorders, 
1.5% lung disorders, 1.5% movement disorders, and 0.8% 
kidney problems. 2.1% preferred not to specify the type of 
medical condition they suffered from. 45.9% of the participants 
totally agree with attributing the presence of physical disease to 
their experience of IPV suffered by the partner or ex-partner.

Victim’s relationship with the perpetrator and physical diseases

We then examined the existence of possible differences between 
the victim’s relationship with the perpetrator and the presence 
of physical diseases (see Table 2). 

The results showed that IPV victims who had left their abusive 
partner significantly differed from those still in a relationship 
with their abusive partner in terms of the presence of a diagnosis 
of physical disease (χ²(1) = 4.57; p = 0.02), indicating that 
women that left their abusive partner were more at risk to report 
at least one physical disease (OR = 0.46, p = 0.03).

No significant differences emerged concerning 
gastrointestinal disorders, fibromyalgia, autoimmune diseases, 
cardiovascular diseases, benign and malignant neoplasm, 
and participants’ current or past relationship with the IPV 
perpetrator.

Association between types and years of IPV suffered, victims’ 
believes about IPV victimization and physical diseases and 
physical diseases diagnoses

First, simple correlations were calculated between 
different types of IPV suffered, physical diseases, years of IPV 
victimization, and beliefs about IPV victimization and physical 
diseases (see Table 3). 

The results showed that all types of IPV suffered were 
significantly correlated; physical IPV was significantly 
associated with psychological IPV (r=0.53; p<0.01) and with 
sexual IPV (r=0.28; p<0.01). 

Psychological IPV significantly correlates with sexual IPV 
(r=0.26; p<0.01) and with years of IPV victimization (r=0.28; 
p<0.01). Physical, psychological, and sexual IPV were also 
significantly associated with participants’ beliefs about the 
existence of a relationship between IPV victimization and 
the presence of physical diseases, indicating that the more 
participants have experienced physical, psychological, and 
sexual violence, the more they believe that physical diseases are 
associated with their history of IPV victimization. 

Psychological IPV was also associated with cardiovascular 
diseases (r = 0.21; p < 0.05) and benign neoplasm (r = 0.20; p < 
0.05); no significant associations were found between physical 
and sexual IPV and the presence of physical diseases. 

Tab. 2. Physical diseases in reference to the persistence or not in the intimate violent relationship

Current relationship

Pathologies %Yes %No χ2 B(SE) OR 95 C.I. for OR

Physical diseases’ presence Yes 15.2 24.2 4.57* -.77 (.36) .46* (.23-.94)

No 34.8 25.8

Cardiovascular disease Yes 1.5 4.5 2.13 -1.16 (.84) .31 (.06-1.61)

No 48.5 45.5

Gastrointestinal disorders Yes 6.1 11.4 2.58Ɨ -.76 (.48) .47 (.18-1.20)

No 43.9 38.6

Autoimmune pathologies Yes 3.8 6.8 1.28 -.65 (.58) .51 (.16-1.64)

No 46.2 43.2

Fibromyalgia Yes 0.8 1.5 0.34 -.70 (1.24) .49 (.44-5.57)

No 49.2 48.5

Benign neoplasm Yes 0.8 2.3 1.03 -1.13 (1.17) .32 (.03-3.19)

No 49.2 47.7

Malignant neoplasm Yes 2.3 0.8 1.03 1.13 (1.17) 3.10 (.31-30.55)

No 47.7 49.2

Note. * p<.05, Ɨ p<.10 
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Participants’ beliefs about the existence of a relationship 
between IPV victimization and the presence of physical diseases 
were significantly associated with gastrointestinal disorders (r = 
0.42; p < 0.01). 

Then, three logistic regression analyses were performed 
to investigate the relationship between the different types 
of IPV suffered, years of IPV victimization, beliefs about 
IPV victimization and physical diseases, and gastrointestinal 
disorders, cardiovascular diseases, and benign neoplasm. 

The results show that participants believing that IPV 
victimization was associated with physical diseases were 
3.22 times more likely to have a diagnosis of gastrointestinal 
disorders. Furthermore, psychological IPV significantly 
increases the risk of reporting cardiovascular diseases (OR = 
3.72, p = 0.05). Participants who experienced IPV victimization 
for fewer years were significantly more at risk of reporting a 
diagnosis of cardiovascular diseases (OR = 0.73, p = 0.03).

Finally, results highlighted the presence of a trend between 
psychological IPV and a diagnosis of benign neoplasm (OR = 
10.47, p = 0.06) (see Table 4).

Discussion
The present study aimed to explore the possible association 
between IPV victimization and the presence of physical 
diseases. In fact, to date among studies investigating the 
negative physical consequences of IPV exposure, some focused 
on IPV victims’ general health conditions (e.g., World Health 
Organization - WHO, 2005; 2013, Ellsberg et al., 2008), while 
others hypothesizing the possible intervening role of distress 
and dysfunctional coping strategies, analysed the association 
between IPV victimization and the presence of specific physical 
diseases, such as cardiovascular or gastrointestinal diseases 
or cancer diagnosis (e.g., Perona et al., 2005; Matheis et al., 
2007; Ruiz-Pérez, Plazaola-Castaño, & del Río-Lozano, 2007; 
Scott-Storey, Wuest & Ford-Gilboe, 2009; Dillon et al., 2013; 
Cesario et al., 2014; Hindin et al., 2015). 

Among these, still few studies considered the association 
between types of IPV (physical, psychological, and sexual) 
and the presence of physical disease diagnoses, leading also 
to contrasting results (e.g., Bonomi et al., 2006; Lacey et al., 
2013; Stene et al., 2013; Coker et al., 2017)

Tab. 3. Correlation between types, years of Intimate Partner Violence suffered, beliefs about IPV victimization and physical illness and presence of physical 
diseases 

1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11.

1. Physical violence 1

2. Psychological violence .53** 1

3. Sexual violence .28** .26** 1

4. Years of IPV suffered .18 .28** -.09 1

5. Believes about IPV and physical disease .47** .30* .34** .25 1

6. Cardiovascular disease .10 .21* .05 -.16 -.06 1

7. Benign neoplasm .13 .20* .08 -.01 -.04 .14 1

8. Malignant neoplasm -.15 -.08 -.11 .06 -.23 -.05 -.03 1

9. Fibromyalgia .12 .07 .01 .15 -.02 -.04 -.03 -.03 1

10. Gastrointestinal disorders .12 .04 .01 .03 .42** .05 -.08 -.08 -.07 1

11. Autoimmune pathologies .07 .10 .15 .04 .09 .12 .08 -.06 -.05 .04 1

Notes. ** p < .01* p < .05; IPV= Intimate Partner Violence

Tab. 4. Logistic regressions

Gastrointestinal disorders Cardiovascular disease Benign neoplasm

B(SE) OR 95 C.I. for OR B(SE) OR 95 C.I. for OR B(SE) OR 95 C.I. for OR

Lower 
bound

Upper 
bound

Lower 
bound

Upper 
bound

Lower 
bound

Upper 
bound

Psychological 
IPV -.32 (.28) .73 .42 1.25 1.31 (.67) 3.72* 1.00 13.83 2.35 (1.27) 10.47Ɨ .86 126.72

Physical IPV .10 (.28) 1.10 .71 1.72 -.14 (.39) .87 .40 1.88 .39 (.49) 1.47 .56 3.84

Sexual IPV -.65 (.77) 0.52 .12 2.37 -1.06 (1.35) .35 .02 4.90 2.52 (2.29) 12.47 .14 1107.78

Years of IPV -.04 (.04) 0.96 .89 1.04 -.32 (.15) .73* .54 0.97 -.02 (.11) .98 .80 1.21

Believes IPV 1.17 (.40) 3.22* 1.48 7.00 .21 (.45) 1.24 .51 2.97 -1.62 (1.07) .20 .02 1.60

Cox & Snell R² 0.28 0.23 0.20

Nagelkerke R² 0.39 0.44 0.48

χ²(5) 16.75** 12.95* 11.54*

Notes. * p = .05, Ɨ p<.10; IPV= Intimate Partner Violence; Believes IPV= Believes about the relationship between IPV victimization and physical diseases
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Investigating such a relationship could be crucial for the 
development of effective primary and secondary prevention 
strategies, also considering the increase in IPV prevalence due 
to the pandemic COVID-19 (e.g., McNeil et al., 2022; Del 
Casale et al., 2022), thus, stressing the importance to deepen 
this relationship as IPV continue to represent a serious and 
severe global health problem. 

In this regard, our first objective was to analyse the existence 
of possible differences in terms of physical diseases by comparing 
women still in a violent intimate relationship and women that 
leave their abusive partner. 

Our results, underlined that IPV victims which leave their 
abusive partner are more likely to report physical diseases 
compared to victims still in an intimate violent relationship 
(e.g., World Health Organization - WHO, 2005; 2013). This 
finding seems to support other studies’ results, underlying that 
the IPV’s negative physical outcomes do not end with leaving 
the abusive relationship (Ruiz-Pèrez, Plazaola-Castaño, & del 
Río-Lozano, 2007; Scott-Storey, Wuest & Ford-Gilboe, 2009). 
These long-term negative outcomes among victims who leave 
the violent partner should be the result of their prolonged 
exposure to stress, which continues, persists, and often 
worsens after the ending of the violent relationship; potentially 
explaining why women who leave their abusive partner are 
more likely to report physical diseases than women still engaged 
in a violent intimate relationship (Yim & Kofman, 2019).

Our second objective was to investigate the possible unique 
contribution of physical, psychological, and sexual IPV, years 
of exposure to IPV, and the victims’ beliefs about the possible 
association between physical diseases and the experience of 
violence in increasing IPV victims’ likelihood to report physical 
diseases such as gastrointestinal and/or cardiovascular diseases 
and/or benign neoplasm. 

Similar to other studies (WHO, 2013; Baldry, 2014; Pence 
& Paymar, 1993; Walker, 1979), our results showed that all 
types of IPV were significantly associated, highlighting that 
they are closely related, physical IPV is often accompanied by 
sexual as well as psychological IPV (ISTAT, 2021).

Interestingly we found a significant association between 
the three types of IPV suffered and victims’ beliefs that IPV 
victimization could be linked to the presence of physical 
diseases. Participants seem to somehow attribute their state 
of health to the violence suffered, consistent with Sawin et 
al. (2009), who found that women with a diagnosis of cancer 
believed that their disease was linked to IPV suffered by their 
partner and that IPV could worsen its course and increase the 
likelihood that cancer could recur in the future. 

We could hypothesize that the IPV suffered has made these 
women believe that their physical diseases are linked to their 
IPV victimization.

These beliefs are also significantly associated with 
gastrointestinal disorders, which could result from the high 
psychological stress that abused women were exposed to 
(Perona et al., 2005). In particular, our results showed that 
IPV victims’ likelihood to report gastrointestinal disorders 
was associated only with their beliefs about the relationship 
between IPV victimization and the IPV suffered, significantly 
increasing to 3.22 times their risk of reporting such type of 
disease.

Although the etiology of the gastrointestinal disorders is 
still not clear, consistent with the biopsychosocial model, we 
can hypothesize that several factors participate in the origin 
of such diseases: biological factors such as dysregulation in 
mechanical-sensitive function and psychosocial factors such as 
psychological well-being, social environment, and stress, and 
being a victim of IPV had been proved to cause significant 
stress for women (Drossman et al., 1999). 

Furthermore, our results, consistent with Mason et al. 
(2012), which found that women victims of severe psychological 
violence were 24 times more at risk of developing arterial 
hypertension than women not exposed to emotional abuse, 
showed that only psychological IPV seems to significantly 
increase victims’ likelihood of reporting cardiovascular diseases. 
Our findings seem also to indicate that participants’ risk of 
reporting cardiovascular diseases decreases as years of IPV 
exposure increase. This result appears particularly controversial 
and difficult to interpret; however, a possible hypothesis could 
be that women to cope with and endure their partner’s violent 
behaviors immediately resort to coping strategies that are 
maladaptive such as smoking, abusing alcohol, and physical 
inactivity, strategies that are considered significant behavioral 
risk factors for the development of cardiovascular diseases, 
and which over time would tend to diminish and reduce their 
impact on women’s health (Mozaffarian, Wilson, & Kannel, 
2008; Liu, Logan, & Alhusen, 2020).

Psychological IPV victimization seems to have a more 
incisive negative impact on victims’ physical health, as 
according to our results it appears to be also associated with 
the presence of a diagnosis of benign neoplasm (Cooker et 
al., 2000; Coker et al., 2017; Lacey et al., 2013). Suffering 
psychological IPV could indirectly affect other chronic long-
term health conditions due to psychological stress (Yim & 
Kofman, 2019). 

The experience of psychological IPV could be considered a 
source of severe stress (Johson & Pieters, 2015), and prolonged 
exposure to stress is associated with severe physical health 
problems (Halpern et al., 2017; Lutgendorf et al., 2005; Pozzi 
& Frajese, 2004).

In recent years, psycho-neuro-endocrine-immunology 
(PNEI) has underlined the link between the immune system, 
human physiology, mental states, and the connective system 
to find an explanation for complex physical diseases such as 
neoplasm (Bottaccioli & Bottaccioli, 2017). PNEI tries to 
identify the links between psychosocial stress, the immune 
system, and the state of health. Stress can interfere with 
the immune system’s functioning, reducing its capability to 
destroy antigens, such as bacteria, viruses, and cancer cells, thus 
increasing the person’s vulnerability to disease (Lutgendorf et 
al., 2005). PNEI supports the existence of a close link between 
emotional stress and various physical diseases, including 
chronic ones, as they represent the result of progressive wear 
and tear of the body systems and are considered stress-related 
diseases (Bottaccioli & Bottaccioli, 2017). Stress seems to 
be the leading cause of health problems: stressful factors can 
promote the imbalance of the autonomic nervous system, 
cardiovascular, immune, and metabolism, making the body 
more susceptible to the onset of diseases. Therefore, the 
physiological, biochemical, and endocrine alterations can be 
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caused by the stress linked to undergoing IPV (Scott-Storey, 
Wuest & Ford-Gilboe, 2009).

Victims of IPV would experience a continuous and 
prolonged state of stress that persists even after the relationship 
has ended, for example, having to undergo a legal process for 
maltreatment and a personal path to escape from IPV.

Conclusion
The results of our explorative study showed that psychological 
IPV suffered by a current partner or an ex-partner could 
be a significant risk factor associated with the presence of 
cardiovascular disease and benign neoplasm, highlighting the 
need to design, implement and validate primary prevention 
approaches aimed at increasing women’ awareness and 
recognition of risks of psychological IPV (i.e., to identify all 
those situational, relational, individual, or ‘alarm bells’ risk 
factors) (Sherrill, Bell, & Wyngarden, 2016).

In particular, it would be helpful to work on the 
development, dissemination, and validation of online actuarial 
tools for self-assessment of the risk of suffering violence within 
an intimate relationship. The compilation of such a tool would 
allow all potential IPV victims to perform an initial assessment 
of their level of victimization risk and to obtain a profile of risk 
as feedback at the end of the compilation of the tool. Getting 
and reading a ‘risk profile’ could significantly raise awareness 
and perception of the risk of potential victims, an aspect that 
could potentially avoid exposure to violence and its negative 
consequences.

Furthermore, our results suggest sensitizing anti-violence 
center workers to encourage IPV victims to screen and 
monitor their physical health, promptly identify any disease 
or symptoms, and improve their physical health. Similarly, 
the medical and health personnel who treat physical diseases 
associated with undergoing IPV, if sufficiently trained, should 
investigate their patients’ possible history of IPV victimization, 
thus playing a crucial role in identifying, supporting, and 
helping patients experiencing IPV.

Finally, it would be necessary at the national and 
international level to recognize the extent and impact that 
IPV has on the quality of life and physical health of victims to 
plan and implement coordinated and focused interventions 
at various levels (institutional, community, etc.), to intervene 
and mitigate the negative consequences of IPV. However, 
such interventions should be designed and closely linked to 
cultural and social change. It is essential to recognize that 
the first step in IPV victim protection is to reduce gender 
inequalities and eliminate violence against women (Lahi & 
Prezza, 2010).

Despite this, the present explorative study has some 
limitations. Due to the cross-sectional nature of our research, 
it was impossible to investigate the associations’ directionality 
and temporal trend. Future longitudinal studies are needed to 
understand and investigate the possibility that exposure to IPV, 
mainly psychological IPV, causes the development of physical 
diseases such as cardiovascular disease and neoplasms. Another 

possible limitation is related to the simple size, thus affecting 
the generalizability of our results. The small sample in the 
study arises from the need to involve women victims of IPV. 
For this reason, similar to other studies (e.g., Romito, Feresin, 
Bastiani, & Saurel-Cubizolles, 2022 ; Quiroz Molinares et al., 
2019), only women in charge of anti-violence centers from 
2012 to 2016 and with a documented history of IPV suffered 
participated in the study. 

A further possible limitation of this research is related to 
the measurement of IPV victimization, particularly sexual 
IPV. However, this choice was derived from the need to not 
re-victimize participants by asking them to recall the frequency 
and the types of sexual assaults experienced. For this reason, also 
considering the great variety of measures adopted across studies 
and the complexity related to this variable’s measurement, and 
studies underlying that assessing sexual violence severity could 
lead to measurement errors (Hu et al., 2020; Anderson & 
Cuccolo, 2021; Anderson, Garcia & Delahanty, 2021), sexual 
IPV was assessed through a single dichotomous item of the 
CTS-2S scale (Straus & Douglas, 2004).

Finally, the use of telephonic interviews to collect data 
could be a further limitation. However, considering the 
possible emotional implications related to the nature of the 
topics investigated by the current study, we hypothesized that 
the telephone interview could be the most appropriate data 
collection method (Gregory, Feder, Taket, & Williamson 2017).

Despite the aforementioned limitations, this exploratory 
study shows a significant association between exposure to 
IPV and physical diseases, highlighting, in particular, that 
victims of psychological IPV are at a greater risk of reporting 
a diagnosis of cardiovascular diseases and neoplasm. However, 
further studies are needed to consider and evaluate the weight 
that contextual, historical factors and acute stressful events 
may have in determining or mediating this relationship (Epel 
et al., 2018).
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