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Abstract

A large proportion (range of 44–75%) of women who experience intimate-partner violence (IPV) have been shown to
sustain repetitive mild traumatic brain injuries (mTBIs) from their abusers. Further, despite requests for research on TBIrelated health outcomes, there are currently only a handful of studies addressing this issue and only one prior imaging
study that has investigated the neural correlates of IPV-related TBIs. In response, we examined specific regions of white
matter microstructure in 20 women with histories of IPV. Subjects were imaged on a 3-Tesla Siemens Magnetom TrioTim
scanner using diffusion magnetic resonance imaging. We investigated the association between a score reflecting number
and recency of IPV-related mTBIs and fractional anisotropy (FA) in the posterior and superior corona radiata as well as
the posterior thalamic radiation, brain regions shown previously to be involved in mTBI. We also investigated the
association between several cognitive measures, namely learning, memory, and cognitive flexibility, and FA in the white
matter regions of interest. We report a negative correlation between the brain injury score and FA in regions of the
posterior and superior corona radiata. We failed to find an association between our cognitive measures and FA in these
regions, but the interpretation of these results remains inconclusive due to possible power issues. Overall, these data build
upon the small but growing literature demonstrating potential consequences of mTBIs for women experiencing IPV, and
further underscore the urgent need for larger and more comprehensive studies in this area.
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Introduction

I

ntimate partner violence (IPV) is violence perpetrated
against a partner, boyfriend, girlfriend, or spouse. It is the most
common form of violence against women, with nearly one in three
women over the age of 15 experiencing physical or sexual partner
violence.1 It is also the leading cause of homicide for women, with
the highest odds of being murdered by a partner occurring while
trying to leave or after leaving the abusive relationship.2,3
Although there is a wide range of negative health outcomes
related to IPV, traumatic brain injuries (TBIs)—in particular, repetitive mild TBIs (mTBIs)—represent among the most critical yet
greatly understudied sequelae. Few studies, for example, have in-

vestigated TBIs at all in women experiencing IPV, yet the few that
have suggest that IPV-related TBIs are highly prevalent, very often
mild and repetitive, and also related to psychological and cognitive functioning.4 We have, in fact, shown that 75% of women
with a history of IPV sustained at least one partner-related TBI and
nearly 50% sustained repetitive TBIs (44% of which were repetitive mTBIs). These numbers are staggering when one considers that
an estimated *42,000,000 women over the age of 15 in the United
States have experienced physical or sexual abuse.5,6 This would
translate into *31,500,000 women who have sustained at least one
IPV-related TBI and *21,000,000 who have sustained repetitive
TBIs in the U.S. Even if these are gross over-estimates of women
sustaining IPV-related TBIs, these numbers dwarf the combined
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number of military and National Football League TBIs or concussions reported. Using annual estimates of severe physical violence
(totaling*3,200,000 women),*1,600,000 women can be estimated
to sustain repetitive IPV-related TBIs in comparison to the total
annual numbers of TBIs reported for the military and NFL at 18,000
and 281 respectively.7,8 Whereas the need to address TBIs in the
athletic and military domains has been recognized and is currently
addressed with a tremendous amount of resources and research, there
are only a handful of studies addressing this issue in women victims
of IPV. These data and numbers underscore the critical nature and
urgency of increasing our understanding of IPV-related TBIs.
In our previous work attempting to do just this, we demonstrated
that a TBI score derived from number, recency, and severity of
TBIs was associated with memory, learning, and cognitive flexibility.4 Based on these and other data supporting the high prevalence estimates of IPV-related TBIs, there has been a number of
calls for additional research in this highly understudied area.9–11
This is critically important, as the findings from such research
would provide the knowledge required for appropriate interactions
and interventions with women experiencing IPV-related mTBI.
Understanding the psychological or cognitive symptoms reported
by women in the context of mTBI, rather than simply ‘‘psychological stress,’’ should prompt providers to incorporate mTBIsensitive interventions at all levels of support. This would represent
a change in the state of most current interventions that fail to take
mTBI or its sequelae into account.
One question in dire need of attention pertains to the neural
mechanisms of IPV-related TBI and their association with cognitive functioning. There is a growing literature showing that abnormalities in functional and structural neural connectivity are
related to cognitive functioning after sustaining non-partner-related
mTBIs.12,13 Yet, only one study to date has explicitly examined
this question in women experiencing IPV. In this previous study,
modeled after replicated findings by Bonelle and colleagues and
Jilka and colleagues,14,15 we used resting state functional magnetic
resonance imaging (MRI) along with neuropsychological assessment measures to investigate the association between number, recency, and severity of IPV-related TBIs, neural connectivity, and
cognitive functioning.16 We found that 75% of the sample sustained repetitive IPV-related mTBIs and more importantly, that our
TBI measure was negatively associated with the degree of resting
state functional connectivity between nodes of the default mode
and salience networks. Additionally, the strength of this network
connection was positively associated with memory and learning
measures. Notably, emotional disturbances such as post-traumatic
stress disorder (PTSD), depression, and anxiety are often reported
by women experiencing IPV, and these emotional disturbances
themselves have been associated with abnormalities in brain structure and function.17–20 Therefore, we also accounted for the effects
of these emotional disturbances in this previous study, and showed
the relationship between TBI and functional connectivity to hold
strong. This study represented a small first step in understanding the
neural mechanisms underlying TBI and cognitive functioning in
women experiencing IPV.
In the current study, we aimed to extend this extremely limited
literature by investigating possible microstructural alterations associated with IPV-related mTBI using diffusion MRI, an imaging
methodology sensitive to the movement of water molecules within
neural structures. The focus on mild rather than moderate-to-severe
TBI is important, as mTBIs have been shown to be the most common and repetitive types of IPV-related TBIs and they typically
go unreported and unaddressed.4,16 Additionally, diffusion tensor
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imaging (DTI), and more specifically fractional anisotropy (FA), has
been used extensively to evaluate the microstructure of white matter
regions in populations sustaining mTBIs. FA measures the orientation
dependency of water molecule diffusion. It is high within white
matter, where water molecules diffuse faster along the tracts than
perpendicular to the tracts, and is low in gray matter or cerebrospinal
fluid (CSF), where water molecules diffuse the same in all directions.12 Previous studies have confirmed FA alterations in individuals
who have sustained repetitive non-IPV related mTBIs.13
Many of the diffusion imaging papers examining the effects of
repetitive mTBIs have focused on regions comprised of long fiber
tracts that are highly susceptible to axonal injury.21–24 Such axonal injuries are induced by biomechanical forces of head impacts,
which are often seen in repetitive head injuries. For example, Gajawelli and colleagues25 reported post-season FA changes in regions of the corona radiata (CR) in youth football players. Based in
part on these data, Coughlin and colleagues26 examined regions of
interest (ROIs) in the posterior (P), superior (S), and anterior (A)
CR, as well as in the posterior thalamic radiation (PTR) in current
and former National Football League players. With the exception
of the ACR, they found medium to large effect sizes (e.g., Cohen’s
d’s range from *0.67 to 1.2) for all ROIs, with lower FA values in
these regions for the repetitive mTBI athletes relative to controls.
Since our current sample was somewhat small, we chose to conduct highly focused analyses on a select group of ROIs that have
shown prior associations with repetitive mTBIs. Also, FA is the
most commonly used diffusion metric, and of the two used in the
Coughlin study, FA was the only one that had large effect sizes.
Therefore, we focused our analyses solely on FA. Thus, in our
current study we investigated FA within the PCR, SCR, and PTR, in
an attempt to replicate the previous findings. We also examined
FA within these ROIs in relation to several measures of cognitive
functioning (i.e., learning, memory, and cognitive flexibility), that
we have previously shown to be related to a score based on the
number, recency, and severity of TBIs.16
A limitation of standard diffusion methodologies is the inadvertent inclusion of CSF in the diffusion metric. In order to maximize our chances of detecting effects of repetitive mTBIs in white
matter microstructure, we corrected the FA measure for CSF contamination using the free-water imaging methodology.27,28 This
method corrects for partial volume with extracellular free-water
and calculates a corrected FA measure, thereby increasing its precision.29,30 Free-water imaging has been successfully applied to a
range of populations including individuals with mTBIs.31
In summary, we used diffusion MRI with corrected FA metrics
to examine the association between IPV-related mTBI and diffusion within select ROIs (e.g., PCR, SCR, and PTR). We then examined possible associations between FA of our ROIs and several
facets of cognitive functioning. We hypothesized that the combined number and recency of brain injuries would be negatively
associated with FA and that measures of FA within those regions
would be positively associated with performance on cognitive tasks.
Methods
Participants were 20 women recruited from women’s shelters,
domestic violence programs, and word-of-mouth. To be included
in the study, at least one incident of physical abuse needed to
be reported. Age and race of the women were as follows: mean
age = 32.3 (standard deviation [SD] = 10.9); 55% African American, 30% Caucasian, 10% Latina, and 5% mixed race. The mean
reading achievement of the group, as assessed with the Wide Range
Achievement Test 3 (WRAT-3)32 Reading measure was 89.7
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(SD = 12.6). Women reported a mean 11.8 (SD = 2.0) years of education, and 15% were currently employed. (If a woman received
a general equivalency diploma, we considered that as 12 years of
education. Educational level and vocational status were missing
for three subjects.) Functional connectivity and other data (e.g.,
post-concussive symptom information) were reported on most of
this sample in a previous publication.16
Women were phone screened for eligibility criteria and excluded for potentially confounding conditions (e.g., alcohol or drug
dependence within the past 6 months, current bipolar disorder,
schizophrenia, or autism, autoimmune disorders such as lupus,
current pregnancy). Women with non-partner–related mTBIs occurring within the past 3 months or any past history of moderate
to severe non-partner related TBI were excluded. Women with
questionable substance use issues (n = 3) or who were currently
taking psychotropic medications (n = 2) were identified, and primary analyses were conducted with and without these women
included. Finally, because we wanted to focus on the effects of
mTBIs rather than all TBIs (which could also include moderate or
severe TBIs), we also excluded four women who had sustained
severe IPV-related TBIs but otherwise met all inclusion/exclusion
criteria and had full datasets. Here, we present data without those
women included (n = 20) but note that results showed a similar
pattern when including them in the analyses (n = 24).
Women provided written informed consent, and the local institutional review board human subjects committee approved the study.
The study was conducted in one session, and the brain injury interview
was always administered before cognitive testing, which was always
administered before scanning. Session length varied but averaged
close to 3–4 h. Of note, retrospective histories of abuse and mTBIs are
critical to obtain, as most women never seek medical attention and
consequently have no medical documentation of their TBIs.16
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injuries = 3, 16 or more brain injuries = 4; recency, more than 52
weeks ago = 0, 27–52 weeks ago = 1, 14–26 weeks ago = 2, 0–13
weeks ago = 3; and severity, never sustained a moderate-to-severe
brain injury = 0, sustained a moderate-to-severe brain injury = 1.
The three scores were added to create the brain injury score. As
noted earlier, we excluded women with moderate to severe TBIs so
the score for all the women in the current study reflects only number
and recency of mTBIs. Non-partner related mTBI information was
acquired to ensure exclusion criteria were met.
Cognition. To assess whether cognitive functioning was related to the FA findings that were associated with the brain injury score, we administered a brief neuropsychological battery.
We examined cognitive processes, namely learning, memory, and
cognitive flexibility, that were associated with mTBIs and functional connectivity in our previous work. Memory and learning
were assessed using the Sum of Trials 1–5 and Long Delay Free
Recall scores from the California Verbal Learning Test II (CVLT
II).34 Women were read a list of words five times and asked to recall
as many words as possible immediately following each reading,
and after a 20-min delay. The sum of words recalled from trials 1–5
served as a measure of learning, whereas the words recalled after
the delay served as a measure of memory. Cognitive flexibility was
assessed with the Trail Making Test Part B.35 Women were required to connect a series of numbers and letters in ascending order
alternating in numerical and alphabetical sequence.
To account for effects of potential confounds, we also administered questionnaires to assess abuse as an adult and child, as
well as symptoms of depression, anxiety, and post-traumatic-stress
disorder.
Academic reading achievement, as one index of premorbid
cognitive functioning, was assessed with the Reading test of the
Wide Range Achievement Test 3 (WRAT-3).32

Measures
Brain injury. Partner- and non-partner–related mTBI was assessed using an identical protocol to that used in previously published reports.4,16 Using a semi-structured interview, women were
asked questions about potential traumas to the head that might
have resulted in an alteration in consciousness (AIC), consistent
with the diagnostic criteria for TBI by the American Congress of
Rehabilitation Medicine Special Interest Group on Mild TBI.33 As
such, a TBI was defined as: ‘‘A traumatically induced physiological
disruption of brain function, as manifested by at least one of the
following: any loss of consciousness; any loss of memory for events
immediately before or after the accident; any alteration in mental
state at the time of the accident (e.g., feeling dazed, disoriented,
or confused); focal neurologic deficit(s) that may or may not be
transient.’’ For example, ‘‘After anything your partner has ever
done to you, have you ever lost consciousness or blacked out?’’ If
the subject responded affirmatively, follow-up questions would be
used to determine severity of the injury (based on duration of AIC,
etc.), as well as the first, last, and number of times the mTBI occurred. Additionally, women subjected to IPV are often strangled.
Since the effects of anoxic or hypoxic insults to the brain are uncertain, we also assessed for AIC as a result of strangulation. All
women who reported any strangulation-induced AICs also reported
a high number of repetitive mTBIs with the exception of one woman. An mTBI was considered mild if a loss of consciousness was
£30 min and/or the post-traumatic amnesia was £24 h.33
Finally, identical to previous work4,16 a brain injury severity
score was created based on number, recency, and severity of AICs.
The frequency score was the number of TBI-related AICs reported
by the women. The recency score was based on the number of
weeks since the most recent brain injury. Whether a brain injury
was mild versus moderate-to-severe was defined as noted above.
A score was then generated based on the following criteria: frequency, 1–5 brain injuries = 1, 6–10 brain injuries = 2, 11–15 brain

Adult and childhood abuse. Partner abuse was assessed via
the Conflict Tactics Scale (CTS),36 with an additional 10 items
from the Severity of Violence Against Women scale37 to assess for
more severe forms of violence. The CTS is a 28-item scale that
measures the extent to which a participant is exposed to violence
within families or in the setting of an intimate relationship. Total
score for the past year was used as a measure of partner abuse
severity. History of childhood abuse and neglect was assessed with
the 34-item Childhood Trauma Questionnaire (CTQ).38 The CTQ
is a measure of physical, sexual, and emotional abuse, as well as
physical and emotional neglect. Participants are asked to indicate
on a 5-point scale (1 = never true; 5 = very often true) the degree to
which they experienced a range of traumatic events as a child (e.g.,
‘‘Someone in my family yelled and screamed at me.’’). The CTQ
has been associated with interview-based ratings38 and independent
corroborations39 of childhood maltreatment.
Psychopathology. Dimensional levels of depression, anxiety, and PTSD symptomatology were assessed with the Mood and
Anxiety Symptom Questionnaire (MASQ)40 and the Clinician
Administered PTSD Scale IV (CAPS-2),41 respectively. The MASQ
is a 62-item questionnaire that assesses non-specific anxiety, depression, and mixed symptomatology, along with anxiety-and
depression-specific symptoms. One total MASQ score was computed for each woman. The CAPS-2 is a semi-structured clinical
interview used to assess the frequency and intensity of PTSD
symptoms. It is a well-established, valid, and reliable measure.41,42
One total severity score was computed for each woman.
Imaging procedures
Diffusion imaging data were acquired on a 3-Tesla Siemens
Magnetom TrioTim scanner with a 32-channel head coil (other
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FIG. 1. Regions of interest for fractional anisotropy measures. SCR, superior corona radiata; PCR, posterior corona radiata; PTR,
posterior thalamic radiation. Color image is available online.
imaging scans were also acquired and are reported in previous
work). A 9-min diffusion-weighted imaging scan was acquired with
the following parameters: 68 slices per volume; 1.9 · 1.9 · 1.9 mm3
voxels; b = 700 sec/mm2; 60 diffusion-encoding directions; 10 nondiffusion-weighted B0 images; echo time = 82 msec; repetition
time = 7640 msec).
Diffusion imaging data were corrected for motion and eddy
currents using affine transformations (FSL).43 Brain masks were
edited using Slicer 3D software (www.slicer.org) and manually
edited.44 The diffusion MRI data were then processed using a
Matlab code that estimates DTI parameters corrected for CSF
contamination.45
To define our ROIs, the diffusion scans of each subject were nonlinearly registered (FSL) to the DTI FA Atlas provided by the
Enhanced Neuroimaging Genetics by Meta-Analysis (ENIGMA)
DTI Working Group at the University of California,46 in MNI
space. Then the FA images were used to generate a white matter
skeleton using the Tract Based Spatial Statistics (TBSS) processing
pipeline.47 The ICBM-DTI-81 white-matter labels atlas provided
by the Johns Hopkins University DTI workgroup,48 was then used
to extract and average FA ROI values for the posterior and superior
corona radiata (P/SCR) as well as the posterior thalamic radiation
(PTR; Fig 1).
Statistical analysis
Pearson’s correlation analyses were used to examine the association between the brain injury score and FA in our ROIs, namely
PCR, SCR, and PTR, and between cognitive functioning and FA in
the tracts that showed a significant association to the brain injury
score. We then used partial correlational analyses to examine the
effects of potential confounds on these associations. Significance
levels were set at p < 0.05.

Results
PCR and SCR diffusion linked with IPV
related brain injury
The associations between the brain injury score and FA within
our ROIs, (SCR, PCR, and PTR), are summarized in Table 1. The
brain injury score was negatively associated with FA in the posterior and superior CR (Table 1; Fig 2). When co-varying for
the effects of age, child abuse, partner abuse, levels of anxiety,
depression, and PTSD symptomatology, the association between
the brain injury score and FA of both the SCR and PCR ROIs
remained statistically significant. When covarying for the effects of
strangulation, the association with PCR FA held, but dropped to
trend level ( p = 0.07) for SCR FA. In contrast, the brain injury
score showed no statistically significant associations with PTR FA
in any analyses.
When removing subjects currently using psychoactive medications or questionable substance use from the analyses, the
association between the brain injury score and PCR FA held, but
was reduced to a trend level for SCR (Table 1). In sum, the
correlation between the brain injury score and FA in both the
PCR and SCR is robust to most potential confounds, but for SCR
reduces to a trend level when subjects are removed from analyses—possibly reflecting a loss of power due to the already
small sample size.
For exploratory purposes, we examined the relationship between
FA and number of mTBIs separately from that of FA and recency
of mTBIs. Relative to the originally defined brain injury score (that
combines these factors), we found a very similar pattern for the
correlations between number of mTBIs and FA within all three

Table 1. FA of PCR and SCR Is Negatively Correlated with the Brain Injury Score
Brain Injury Score
Controlling for the effects of:

FA ROI
PCR
SCR
PTR

-0.56 (0.01)
-0.48 (0.03)
0.02 (0.95)

Excluding subjects:

Age (n = 20)

Partner and child abuse
and psychopathology
(n = 20)

Strangulation
(n = 20)

Taking psychotropic
medications (n = 18)

With questionable
substance abuse
histories (n = 17)

-0.58 (<0.01)
-0.49 (0.03)
-0.04 (0.87)

-0.67 (<0.01)
-0.60 (0.02)
-0.13 (0.64)

-0.49 (0.03)
-0.42 (0.07)
0.19 (0.45)

-0.52 (0.03)
-0.45 (0.06)
-0.07 (0.78)

-0.49 (0.04)
-0.45 (0.07)
0.07 (0.79)

Pearson’s r ( p value).
FA, fractional anisotropy; PCR, posterior corona radiata; SCR, superior corona radiata; PTR, posterior thalamic radiation.
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FIG. 2. Relationship between FA and the brain injury score. Pearson’s correlation. n = 20. FA, fractional anisotropy.

ROIs. Specifically, PCR and SCR FA values were significantly
correlated with number of mTBIs regardless of covariate or subgroup examined (r’s ranged from -0.47 to -0.62; all, p < 0.05),
whereas PTR FA showed no significant correlations with number of
mTBIs. On the other hand, there was no such similar pattern for the
correlation between recency of mTBIs and FA values. The relationship between recency of mTBIs and PCR FA showed a trend
for an association (r = -0.40; p = 0.09) when covarying for age, but
otherwise there were no significant relationships or trends. These
data reveal a highly robust relationship between number of mTBIs
and FA in both the PCR and SCR regardless of covariate or subgrouping. They also tentatively suggest that number of mTBIs is a
better predictor of these FA values than is recency. However, due
to power concerns, we did not separate out chronic versus acute
effects of TBIs for our recency variable, which if done with a
larger sample, could reveal different findings. Additional research
is clearly needed.

rection (0.27 to 0.30) between PCR and SCR FA with the CVLT
measures of memory and learning. Given the small sample in
conjunction with the size and direction of the correlation values, we
unfortunately lacked power to definitively address this question.
Nonetheless, because of the paucity of data in this area, we provide
information here to guide future studies.

PCR and SCR diffusion and cognitive functioning

TBI in IPV

The associations between FA in PCR and SCR ROIs with
measures of cognitive functioning are summarized in Table 2.
There were no statistically significant associations between our
cognitive measures and FA in either the SCR or PCR. However,
given the potential effects of psychotropic medications on cognitive functioning, we removed from the analyses subjects currently
taking psychotropic medications (n = 2) and re-examined these
associations. There still were no statistically significant associations with any of the cognitive variables. We note, however, that
there were several modest correlation values in the predicted di-

There is a growing awareness that TBIs, including repetitive
mTBIs, have a host of negative short- and long-term health-related
effects. There is also a growing awareness that women experiencing IPV sustain high rates of single and repetitive mTBIs. Despite
this awareness, there have been few studies examining the effects of mTBIs on women’s behavioral functioning, and only one
previous study, from our group, investigating women’s neural
functioning.16 In the previous work, we revealed an association
between partner-related TBIs, functional connectivity, and measures of cognitive functioning. In the current study, we demonstrate
associations between white matter microstructure and partnerrelated mTBIs. Importantly, neither of these effects could be accounted for by IPV per se, past abuse in childhood, or current
symptoms of depression, anxiety, or PTSD.

Table 2. Correlations between FA and Measures
of Cognitive Functioning Excluding Participants
Currently Taking Psychotropic Medications
FA
ROI

CVLT LDFR
(n = 18)

CVLT Sum of
trials 1–5 (n = 18)

Trails B
(n = 18)

PCR
SCR

0.27 (0.28)
0.30 (0.22)

0.29 (0.25)
0.20 (0.42)

0.07 (0.78)
0.02 (0.94)

Pearson’s r ( p value).
FA, fractional anisotropy; ROI, region of interest; CVLT, California
Verbal Learning Test; LDFR, long-delay free-recall; PCR, posterior corona
radiata; SCR, superior corona radiata.

Discussion
We present the first report of an association between white
matter diffusion anisotropy and mild traumatic brain injuries resulting from intimate-partner violence. This association was not
accounted for by age or other factors often related to IPV including
depression, anxiety, and partner or childhood abuse. These data
build upon the small but growing literature demonstrating potential
consequences of mTBIs for women experiencing IPV, and underscore the urgent need for larger and more comprehensive studies
in this area.

Microstructural abnormalities in the posterior
and superior corona radiata
Because of the paucity of data in this area, we took a focused
approach in investigating white matter ROIs shown to be susceptible to repetitive mTBIs, as these are the types of TBIs most typically experienced by women abused by their partners. In doing so,
we found associations between our brain injury score (as well as
number of mTBIs alone) and white matter microstructure within
two of our predicted regions of interest, the PCR and SCR. As these
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are broad white matter regions of the confluence of long fiber tracts,
the SCR and PCR are somewhat non-specific in terms of the cortical or subcortical areas they connect. Projections from the SCR
region include those of the cingulum, superior longitudinal fascicles I and II, superior fronto-occipital fascicle,49 fibers in callosal
sections 3–5, as well as the fibers of the pons, cerebellum, and
brainstem.50,51 Projections from the PCR region include those of
the cingulum, superior longitudinal fascicles II, arcuate fascicle,
inferior-fronto-occipital fascicle, fibers in callosal sections 3–5, as
well as the fibers of the pons, cerebellum and brainstem.50,51 Given
the high number of projection sites of these regions, damage to
these areas has the potential to affect a number of functions such as
working memory, learning, attention, or visuospatial or language
functions.49,52
Fractional anisotropy and cognitive functioning
In the first study to examine IPV-related TBI in association with
neuropsychological test performance, we found associations between our TBI score and measures of memory, learning, and cognitive flexibility.4 Later, using functional connectivity, we showed
associations between the degree of salience and default mode internetwork connectivity and the same measures of memory and
learning. When investigating these cognitive measures in the current study in association with FA within the SCR and PCR, we
failed to find any significant associations. However, as noted earlier, we observed several moderate correlation values (r’s = 0.27 to
0.30) of our memory and learning measures (after excluding subjects taking psychotropic medications), despite our sample size.
Moreover, these correlation values were of similar direction and
magnitude to those we found with a larger sample showing significant associations between our brain injury score and learning.4
As such, although our study lacks the power to determine whether
meaningful associations exist, it provides encouraging pilot data
for a larger study to examine more comprehensively an association
between cognitive functioning and FA in the SCR and PCR.
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SCR, and measures of learning and memory. Future work using
larger samples is critical to addressing these issues. Additionally,
we were interested in investigating whether number and recency, rather than presence or absence alone, of mTBIs were related to FA, and therefore we did not employ the use of a control
group. However, a control group would have been helpful to establish baseline measures and should be used in future studies. It is
important to note that the goal of this work should have a focus of
understanding the impact of repetitive mTBIs in women experiencing IPV rather than to understand the impact of IPV per se in
women. As such, it is critical to select a control group that is
matched to the IPV-mTBI group nearly identically with the exception of sustaining repetitive mTBIs, namely women who have
experienced IPV but no mTBIs. Finally, retrospective self-reports
were used to acquire information about TBIs. Ideally, medical records or other documentation of mTBIs would be used to confirm
TBI history. However, as has been frequently reported,4,16,53,54
most women do not seek medical treatment for mTBIs, and
therefore reliance on medical records would result in acquiring data
from only a small and unrepresentative sample of women who have
experienced IPV. Going forward, it is also critical that we conduct
longitudinal studies that will allow us to assess potential changes
over time and begin to understand the potential long-term sequelae
of repetitive IPV-related mTBIs.
Impact summary
It has been estimated that the number of women subjected to
partner-related TBIs far exceeds the combined number of Iraq
and Afghanistan military personnel and National Football League
football players sustaining mTBIs.55 Given the potential impact
repetitive mTBIs may have on such a large number of women in our
society, it is imperative that we increase our understanding of the
effects of mTBIs in women experiencing IPV. This paper represents a small but critical step toward reaching that goal.
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our questions regarding associations between FA in the PCR and
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