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Abstract 

 

Therapeutic Assessment for Survivors of Intimate Partner Violence 

 

Susan Elizabeth Broyles, M.A. 

The University of Texas at Austin, 2014 

 

Supervisor:  Alissa Sherry 
Survivors of intimate partner violence often suffer from a number of serious aftereffects, 
but current prevalent treatments lack effectiveness for this population. Along with typical 
trauma symptoms such as avoidance and constriction, other common challenges unique 
to survivors include a loss of sense of self, negative self-appraisal, and a lack of self-
efficacy. Therapeutic Assessment is well-suited to this population due to its potential for 
helping clients to replace distorted beliefs about the self with more adaptive ones, 
engaging clients as equals, and helping clients to form cohesive life narratives. The 
proposed study will measure the effectiveness of this approach with three to five subjects 
using a time-series design. Subjects will provide daily ratings of their personal 
experiences evaluating five areas of concern, three to be shared across subjects and two 
tailored to the priorities of each specific participant. The resulting indices will be tested 
using Simulation Modeling Analysis (SMA), controlling for autocorrelation using the 
Lag 1 correlation, to see whether statistically significant changes occur in the desired 
directions. 
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Introduction: Intimate Partner Violence 

Intimate partner violence (IPV), also referred to as domestic violence or wife-

battering, has long been regarded as a pressing societal problem. It is estimated that one 

in four women will experience domestic violence at some point during her life and that 

domestic violence is the leading cause of injury to women between 15 and 44 years of 

age in the United States (Stein, 2013). The Centers for Disease Control and Prevention’s 

National Violence Against Women Survey, or NVAWS, yielded an estimate of over 18.5 

million mental health care visits in one year because of the impact of such abusive acts 

(CDC, 2003).  

It is important to clarify here what is meant by the term “intimate partner 

violence.” Research into relationship violence has suggested that four main types occur: 

(a) situational couple violence, in which partners lash out physically during arguments, 

violence tends to be mutual and unlikely to escalate, and there is no aim to control the 

other partner; (b) intimate terrorism, in which violence is part of an overall pattern of 

control, occurs frequently, and is likely to escalate; (c) violent resistance, which involves 

violence used in self-defense; and (d) mutual violent control, an extremely rare type of 

relationship violence in which both partners escalate violence and aim to control one 

another (Johnson & Ferraro, 2000; Johnson, 2008). As Johnson (2008) points out, of 

these types, intimate terrorism describes “what most of us mean by ‘domestic violence’” 

(p. 6). It is estimated that 97% of this type of violence is perpetrated by male partners and 

that 85% of victims are women (Johnson, 2001; Stein, 2013). It should also be noted that 

IPV in same-sex relationships is not uncommon (CDC, 2010). Nevertheless, the well-

known profile of male perpetrator and female victim is found most frequently, a fact that 

is sometimes obscured by data which does not control for types of relationship violence, 
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since the presence of common couple violence in a sample can make it appear as if rates 

of abuse by men and women occur with comparable frequency (Johnson, 2005, 2006). 

Copious research shows that IPV experiences increase the risk of post-traumatic 

stress disorder (PTSD), depression, and substance abuse, as well as mental health 

disorders in general (Golding, 1999). A recent report by the National Center on Domestic 

Violence, Trauma and Mental Health reviewing interventions for IPV survivors 

concluded that while many treatments currently in use with IPV survivors effectively 

decrease PTSD symptoms, the fact that these interventions tend to be designed for other 

types of trauma limits their utility and points to a real need for additional research 

specifically targeting this population (National Center on Domestic Violence, Trauma, & 

Mental Health, 2013). Since many studies of evidence-based treatments for IPV survivors 

are focused on decreasing PTSD symptoms rather than achieving more ambitious 

outcomes involving recovery from complex, repeated trauma of an interpersonal nature, 

this is also an area where additional research is needed (National Center on Domestic 

Violence, Trauma, & Mental Health, 2013).  

The purpose of the proposed study is to determine whether Therapeutic 

Assessment (TA) is a useful treatment for this population, that is, whether it could 

address some of IPV survivors' difficulties that are often neglected by approaches 

designed for other types of trauma. In order to understand why TA is a promising 

intervention for survivors of IPV, it is necessary to explore in more detail what 

distinguishes their symptoms from those of other survivors of trauma. The next section 

will detail some of the unique aftereffects faced by IPV survivors in order to establish a 

foundation from which to consider whether TA is suited to the task of treating IPV 

survivors.  
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Integrative Analysis 

IPV Aftereffects 

Damage to sense of self. One of the most frequent difficulties encountered by 

survivors of IPV is damage to the sense of self. The long-term, repetitive trauma that IPV 

survivors live through results in a different sort of PTSD than that which is caused by 

isolated trauma events, one which Judith Herman (1992) terms complex post-traumatic 

stress disorder, or CPTSD. Herman (1992) writes that this type of trauma “invades and 

erodes the personality” to such an extent that victims often feel as if they have been 

permanently, irrevocably altered or even feel as if they have lost their sense of self 

entirely (p. 86). Describing her own experience as a rape survivor, Brison (2002) 

describes feeling a loss of her sense of self so profound that she felt like she was 

“experiencing things posthumously” (p. 8).  

One important aspect of a secure sense of self is continuity, the sense that the 

narrative of a one’s life is cohesive and uninterrupted. Dissociative states of 

consciousness, a common effect of trauma, can give victims of trauma a sense of 

discontinuity that weakens this aspect of selfhood (J. Allen, 2005; Brison, 2002). Since 

dissociative symptoms begin with the introduction of the trauma, the pre-trauma self 

appears to have had continuity, but the post-trauma self is experienced as having a 

disjointed, choppy narrative that undermines the unity of the self.  

The pressure to put the needs of others ahead of one’s own in many abusive 

relationships further erodes the sense of self. An interviewee currently in an abusive 

relationship, who exemplified this tendency to put others ahead of herself, told Lynch 

(2013) that she was “No one….No one at all” (pp. 229). At the same time, the excessive 

control exercised by abusers also contributes to the problem. One IPV survivor told 

Lynch (2013) “I lost myself totally because I wasn’t thinking for myself,” while another 
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said, “I had no identity— mom, wife—almost didn’t have a say in things” (p. 229 & 

230).  

Finally, another difficult aspect of reconstructing one’s sense of self after IPV is 

the way in which one’s identity during the abusive relationship is often inextricable from 

one’s role in the relationship. Tension between a desired positive view of the self and the 

denigrating narrative imposed by the abuser can make it challenging for victims of abuse 

to maintain a coherent personal narrative during the relationship (M. Allen, 2012). When 

the relationship ends and the source of dissonance is removed, it may remain difficult to 

form a unified narrative (M. Allen, 2012).  

Self-blame. Shame and self-blame are also common effects of IPV trauma, due in 

part to the propensity for victims of trauma to blame themselves. Trauma creates feelings 

of extreme vulnerability and forces victims to confront difficult realities which are all too 

tempting to avoid; self-blame can be a means of avoiding both problems. As Brison 

(2002) writes, drawing from personal experience, “it can be less painful to believe that 

you did something blameworthy than it is to think that you live in a world where you can 

be attacked at any time, in any place” (p. 13). In other words, excessive self-blame can be 

preferable to some alternatives which make one feel helpless (J. Allen, 2005). Efforts to 

make sense of the trauma, to explain to oneself why it has occurred, often lead to self-

blame even under the best of circumstances; this potential is intensified by the continual 

denigration directed toward victims of IPV by their abusers (Herman, 1992).  

In addition to the need to feel in control of one's fate, research suggests that there 

is another construct involved in perpetuating the self-blame many survivors feel: the 

belief in a just world. The link between these factors is well-established in research on 

victim-blaming; summaries of scholarship in this area show numerous cases in which a 

high degree of belief in a just world has been shown to correlate with victim-blaming 
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attitudes when it comes to a variety of misfortunes, including interpersonal trauma such 

as rape (Furnham, 2001; Valor-Segura, Exposito, & Moya, 2011). Some research has 

specifically linked higher degrees of just-world beliefs to more victim-blaming in female 

respondents responding to narratives of domestic violence; researchers have posited that 

this is linked to the need to maintain a sense of control (Kristiansen, 1990). Given that 

these attitudes are prevalent, it stands to reason that they influence the self-blame that 

many survivors of intimate partner violence experience, and that cognitive dissonance 

would develop around a survivor’s own beliefs about the justice of the world. 

Interpersonal trauma tears away many assumptions about the world and other people 

(Herman, 1992). The loss of cherished illusions makes it difficult to believe in the 

comforting notion of a just world, yet the desire to do so remains strong. Clinging to a 

belief in the justice of the world, along with the accompanying need to preserve a sense 

of control, puts survivors at great risk of excessive self-blame, along with accompanying 

guilt and negative self-appraisal.  

Problems with self-efficacy. In addition to negative beliefs about the self and 

difficulties preserving a sense of self, IPV survivors also frequently struggle with a lack 

of self-efficacy and a related sense of hopelessness. One contributing factor is the 

involuntary nature of typical responses to trauma, including hyperarousal and 

dissociation. As Brison (2002) writes, “the autonomy-undermining symptoms of PTSD 

reconfigure the survivor’s will, rendering involuntary many responses that were once 

under voluntary control” (p. 59). Symptoms like intrusive memories and hyperarousal 

make a person feel out of control of both mind and body (Brison, 2002). This shift can 

alienate the survivor from the traumatized self and its lack of mental control (Allen, 

2005). This can cause victims of abuse to identify with an earlier version of the self 

instead, creating a feeling that the old, familiar self was not only healthier and more 
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predictable, but also more real than the new, traumatized self (Brison, 2002). Symptoms 

of excessive arousal, experienced chronically due to repetitive trauma, also contribute to 

a sense of lacking bodily control, with the result that many survivors feel as if their 

bodies have “turned against them” (Herman, 1992, p. 86).  

The stripping away of foundational assumptions about one’s place in the world 

also causes victims of trauma to revisit developmental issues which were otherwise 

resolved long before, causing the survivor to struggle anew with past issues in areas such 

as identity, intimacy, and differentiation (Herman, 1992). This forced revisiting sets into 

motion a cascade of effects. Reliving developmental struggles over autonomy leads to 

self-doubt and shame while reliving previous difficulties surrounding initiative and 

competence can create inferior or guilty feelings (Herman, 1992). The nature of the 

trauma itself adds to these tendencies as well; abuse by another person is naturally 

disillusioning, leading to a perception that appearances are deceiving, while, as Herman 

(1992) puts it, it is in the very nature of traumatic events to “thwart initiative and 

overwhelm individual competence” (p. 53). Thus the survivor's faith in themselves is 

called into question while at the same time, their working model of the world becomes 

more threatening; this potent combination leads to an erosion of self-efficacy.  

Other aspects of IPV experiences similarly damage survivors’ autonomy and self-

efficacy. As a result of the intensely controlling conditions endured by victims of partner 

violence, damage to crucial self-constructs is prevalent in this population. Abusers use 

systematic techniques to control their partners, creating fear while sabotaging 

empowerment, autonomy, and connections to others (Herman, 1992). Trauma of any sort 

tends to undermine self-efficacy, but the trauma of abuse encourages a feeling of 

helplessness (J. Allen, 2005). Abusive incidents also tend to occur intermittently, and 
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scholarship in this area has shown that the intermittency of abusive behavior increases the 

likelihood of destructive effects (Dutton & Painter, 1993).  

Walker (1979) first applied the theory of learned helplessness, which comes from 

behavioral research with animals, to survivors of domestic abuse. Learned helplessness 

occurs when an organism experiences negative stimuli beyond its control, causing a loss 

of motivation and a sense that further attempts to control events will be fruitless which is 

difficult to reverse even when the uncontrollable events cease (Walker, 1979). Further 

research showed that this state of affairs also radically undermines the victim's ability to 

problem-solve, compounding the problem by rendering attempts to change their situation 

even less likely to yield the desired result (Walker, 1979). It also established that the loss 

of faith in the efficacy of one’s efforts persists even when some ability to control one’s 

life has been regained (Walker, 1979). In other words, the lack of confidence in one’s 

ability to exercise control over one’s life continues even after escape from the excessively 

controlling environment. The result is a pervasive sense of powerlessness that is very 

difficult to overcome (Walker, 1979). This feeling of helplessness is further compounded 

by victim-blaming attitudes survivors internalize from those around them (Walker, 1979). 

There has been some controversy about the term “learned helplessness,” since it might at 

first glance appear to suggest that victims are abused because of some sort of deficiency. 

However, as Walker (2009) explains, it need not be viewed in this way; when used 

properly, it has a great deal of clinical utility and potential to make sense of survivors’ 

experiences without promoting stigma.  

Implications for attachment and relationships. Many trauma theorists have 

pointed out that the effects of different types of traumatic experiences vary according to 

whether or not they were caused by the actions of other people. Jon Allen (2005) posits 

the following three types: (a) impersonal trauma, such as might be caused by natural 
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disasters and other random events; (b) interpersonal trauma, caused by other people; and 

(c) attachment trauma, a subset of interpersonal trauma in which repeated occurrences, 

close ties to the perpetrator, and other factors cause the trauma to damage integral 

attachment structures. Survivors of intimate partner violence contend with human-

inflicted, interpersonal trauma which has been compounded by repetition and by their 

intimate relationship with the perpetrator of their abuse, creating a great deal of potential 

for damage to attachment structures.  

Herman (1992) echoes the importance of these factors when she writes that a 

“secure sense of connection with caring people is the foundation of personality 

development” (p. 52). When this connection is lost, this contributes to the loss of sense of 

self already discussed. These two factors are integrally related. Not only does the 

personality structure suffer when the sense of connection is weakened, but the 

objectifying nature of interpersonal trauma, which makes its victim feel as if they have 

lost their humanity, undermines the ability to connect with others (Brison, 2002). The 

disillusioning aspect of experiencing interpersonal violence also rips apart previously 

held convictions about people, further damaging connectedness (Brison, 2002). In 

addition to this symbolic separation from others and the damage it causes, a more literal 

separation often occurs, given that abusers frequently demand their partners give up 

relationships with family and friends, depriving them of opportunities for validation and 

support (Mills, 1985).  

In addition to the unique effects on attachment associated with repeated trauma 

involving a loved one, the larger social context poses additional challenges for IPV 

survivors. In order to process traumatic experiences and recover from them, survivors 

often need to form and share a coherent narrative of their trauma and have it heard by 

sympathetic others (Brison, 2002). The experience of telling one's story and having it 
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truly heard can be a means of counteracting the objectifying nature of interpersonal 

trauma, which makes survivors feel as if their voice has been taken from them (Brison, 

2002). But the experience of having one's trauma narrative heard by a sympathetic person 

is often elusive given the stigma attached to domestic abuse and the resulting difficulty of 

finding receptive listeners (Brison, 2002). As discussed above, victim-blaming attitudes 

toward IPV survivors are common, compounding the tendency for many to avoid the 

topic of trauma altogether (Brison, 2002; Herman, 1992; Walker, 1979). As Herman 

(1992) writes, “certain violations of the social compact are too terrible to utter aloud: this 

is the meaning of the word unspeakable” (p. 1). This creates a very strong taboo, one that 

is difficult for survivors or potential listeners to transcend. Walker (1979) described how 

the battered women she interviewed for her study had internalized the idea that they were 

to blame for their own abuse. This leaves many survivors bereft of the necessary support 

and vulnerable to retraumatization if others ignore their stories or react negatively 

(Brison, 2002).  

Posttraumatic growth. In addition to the negative effects of trauma and other 

adverse life events, a growing area of scholarship centers on the positive effects that can 

also result from traumatic experiences (Park, Cohen & Murch, 1996; Affleck & Tennen, 

1996). Tedeschi and Calhoun (1996) coined the term “posttraumatic growth” to describe 

such positive effects and created a scale, the Posttraumatic Growth Inventory (PTGI), to 

measure them. A factor analysis performed on the measure yielded the following five 

factors: “greater appreciation of life and changed sense of priorities; warmer, more 

intimate relationships with others; a greater sense of personal strength; recognition of 

new possibilities or paths for one’s life; and spiritual development” (Tedeschi & 

Calhoun, 2004, p. 6). Tedeschi and Calhoun (2004) theorize a number of reasons for 

posttraumatic growth, including the fact that rumination about a painful event sometimes 
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leads to helpful cognitive processing, that managing one’s distressing emotions about 

such an event may lead to cognitive restructuring toward more adaptive ways of thinking, 

that disclosure to supportive others can lead to greater intimacy with others, and that 

development of a new life story after the disruption of trauma can result in a more 

adaptive, coherent narrative.  

Brison (2002) quotes the facilitator of a trauma support group as saying, “‘When 

your life is shattered, you’re forced to pick up the pieces, and you have a chance to stop 

and examine them,’” choosing which pieces belong in the rebuilt version and which you 

might like to change (p. 20). As this quote indicates, this is an opportunity not only to 

create a new and improved life narrative after trauma, but also to accomplish significant 

cognitive processing and restructuring that goes beyond healing from the trauma. While 

careful not to imply that her traumatic experiences were for the best, Brison (2002) 

describes taking pride in her status as a trauma survivor and other positive effects of the 

process of healing, including a clearer perspective on life, increased determination, and 

greater confidence in herself. Yet even when posttraumatic growth has occurred, it may 

be difficult for survivors of IPV to recognize it given their negative beliefs about 

themselves, internalized victim-blaming, and other barriers. Helping survivors to achieve 

and recognize posttraumatic growth is a worthwhile—perhaps essential—goal of 

treatment for IPV survivors that is not addressed by currently prevalent treatments for 

IPV trauma. 

To sum up the discussion thus far, unique challenges faced by survivors of IPV 

include damage to the sense of self, problems with self-efficacy, and damage to 

attachment structures with accompanying effects on interpersonal connectedness and 

relationship functioning. Posttraumatic growth may occur as well, but this is often 

difficult for survivors to see. These factors are not accounted for sufficiently by many 
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trauma therapies designed with single-occurrence, impersonal trauma in mind. In the next 

section, Therapeutic Assessment will be described in detail. Research into this 

intervention indicates that it could be a promising treatment for this underserved 

population.  

Therapeutic Assessment 

The TA model. Therapeutic Assessment (TA) is “a semi-structured form of 

collaborative psychological assessment, designed to help clients gain new insights and 

make changes in their lives” (Finn, 2007). Unlike traditional approaches to assessment, 

which Finn and Tonsager (1997) term the “information-gathering model,” in which the 

main purpose of assessment is considered to be generating information that will inform 

treatment, in TA the assessment itself is used as a therapeutic intervention. The main goal 

of the TA intervention is to provide clients with a new perspective that facilitates positive 

change (Finn & Tonsager, 1997).  

Other differences between the therapeutic approach and the information-gathering 

model abound. In the information-gathering model, conclusions are drawn unilaterally 

using assessment results without any participation from the client; little information is 

shared with the client during the process; statistical properties are often seen as the 

primary indicators of the value of a test; attention is focused on test scores and decisions 

to be made as a result of these scores; and the assessor’s primary job is to be an 

“objective observer” who has a technician’s grasp on assessment tools (Finn & Tonsager, 

1997). In contrast, the therapeutic model incorporates input from clients into conclusions 

and keeps them informed throughout the process (Finn & Tonsager, 1997). Tests are seen 

primarily as an opening for meaningful dialogue between client and assessor and an 

opportunity for the assessor to authentically empathize with the client (Finn & Tonsager, 

1997). The subjective experiences of both client and assessor and the process occurring 
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between them are the main focus of attention, with the assessor’s role being that of a 

participant-observer who plays an active part in the assessment process and uses their 

specialized skills and compassionate engagement to help the client find a path toward 

meaningful change (Finn & Tonsager, 1997).  

The assessment process in TA is comprised of six specific steps that differ from 

traditional assessment. TA begins with one or more initial sessions, during which 

assessment questions (AQs) are developed which reflect what the client would most like 

to learn from the process (Finn, 2007). Next, standardized testing begins, with the choice 

of tests based on the AQs rather than a standard battery; the purpose of each test is 

explained to the client and their impressions are gathered after administration (Finn, 

2007).  

The third step is entirely unique to TA and is called assessment intervention or AI 

(Finn, 2007). The purpose of this step is “to bring into the room those problems-in-living 

of the client that are the focus of the assessment, where they may be observed, explored, 

and addressed with various therapeutic interventions” (Finn, 2007, p. 15). Why bring 

problems into the room? After all, in a more conventional approach to assessment, one 

would try to avoid problems and aim for the smoothest possible conditions for 

administration. Driving theory underpinning TA proposes that clients do not absorb the 

findings of traditional assessments as readily when they are “dry” observations coming at 

the end of an assessment that are based on standardized test scores and perceived to be 

imposed by the assessor (Finn, 2007). Results are better when a rich, authentic first-hand 

experience occurs which provides an illustration of a phenomenon, which can then 

become a point of reference for the entire process, perhaps even providing the client with 

the perspective needed to anticipate assessment results themselves (Finn, 2007). Other 

important benefits of this phase of the process include the opportunity to test competing 
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hypotheses that the assessor has developed during the second phase with input from the 

client and an opportunity for the assessor to build empathy for the client’s “dilemmas of 

change” as they witness them firsthand (Finn, 2007).  

The fourth step is a summary or discussion session. Finn (2007) applies a system 

of three levels to assessment findings based on self-verification theory that reflect how 

readily information will be assimilated by clients. Level 1 findings match up well with 

the way clients already see themselves; Level 2 findings “reframe or amplify” clients’ 

current ways of seeing themselves, requiring a slight shift in thinking in order to be 

accepted; and Level 3 findings are the most challenging for clients because they are 

highly divergent from the way they currently see themselves (Finn, 2007, p. 8). 

Assessment feedback is provided to clients in TA with these levels in mind and structured 

to begin with Level 1 findings and culminate in Level 3 findings if the session proceeds 

well and a client can process the more challenging information (Finn, 2007). Clients are 

invited during this process to confirm, disagree with, or revise the conclusions of the 

assessment during the session, which should proceed in an interactive fashion (Finn, 

2007). The fifth and penultimate step involves providing written feedback for the client, 

which takes its cues from the client’s AQs, eschews jargon and other distancing 

language, and is often presented in the form of a letter (Finn, 2007). The final step 

includes one or more follow-up sessions in which clients can report changes that have 

occurred as a result of the assessment and seek answers to any questions that may come 

up as a result of the initial sessions (Finn, 2007).  

The effectiveness of TA has been established in numerous publications; due to the 

labor-intensive and personalized nature of the intervention, these tend to be case studies 

(e.g. Tarocchi, Aschieri, Fantini, & Smith, 2013) or other small-sample designs (e.g. 

Durham-Fowler, 2010), although controlled studies with larger sample sizes (e.g. Finn & 



 14 

Tonsager, 1992) have also been performed using isolated components of the approach.1 

Poston and Hanson (2010) performed a meta-analysis of psychological assessment as a 

therapeutic intervention, including TA and other approaches that they view as consistent 

with the therapeutic model of assessment more generally. Results showed that these 

interventions were efficacious and affected both the processes and outcomes of treatment 

in ways that were both significantly measurable and clinically meaningful, with effect 

sizes comparable to cognitive-behavioral therapy for anxiety disorders and psychotherapy 

in general (Poston & Hanson, 2010). The authors conclude that the collaborative use of 

assessments combined with personalized, careful feedback seems to be quite beneficial 

for clients (Poston & Hanson, 2010).  

It should be noted that questions have been raised in response to scholarship on 

TA’s effectiveness. Lilienfeld, Garb, and Wood (2011) respond to the meta-analysis by 

Poston and Hanson (2010) by pointing out some flaws in their methodology, such as the 

fact that they failed to cite non-significant findings on TA. The authors also detail some 

concerns about TA’s effectiveness that have not yet been resolved, particularly the 

possibility that Barnum effects (the propensity for most people to endorse vague, general 

descriptors as accurate characterizations of themselves) could be a significant contributor 

to the favorable results reported by TA studies (Lilienfeld, et al., 2011). They go on to 

write that despite these concerns, they do not wish to imply that therapeutic uses of 

psychological assessment are ineffective, simply that there is insufficient evidence so far 

to make conclusions about the effectiveness of psychological assessment as a therapeutic 

intervention (Lilienfeld, et al., 2011).  

                                                
1 A frequently updated list of studies of the efficacy of TA can be found via the Therapeutic 
Assessment Institute at http://www.therapeuticassessment.com/library.html  
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An article written in response by Hanson and Poston (2011) addressed many of 

these points and included a new meta-analysis with the original data set which 

incorporated non-significant effect sizes, resulting in a new overall effect size which was 

statistically significant and comparable in size to the result of their earlier analysis. 

Nonetheless, exchanges like this one make it clear that despite the number of previous 

studies in this area, additional research into the effectiveness of TA is warranted.  

TA and trauma. A number of case studies have been published which support 

the practice of using TA as an intervention with survivors of trauma. Armstrong (2012) 

described working with a survivor of childhood sexual abuse with a propensity for 

dissociation who appeared to have benefited greatly from TA work; the client seemed to 

be headed for inpatient care prior to the intervention but went on to show a marked 

decrease in dissociative symptoms and other areas of concern. Similarly, Overton (2012) 

reported that a survivor of severe childhood sexual, physical, and emotional abuse 

showed notable improvement after undergoing TA, including ending a string of repeated 

inpatient hospitalizations.  

The effectiveness of TA for survivors of trauma has also been shown in a number 

of single-case time-series studies. Aschieri and Smith (2012) performed a study in which 

a traumatized young woman’s scores on five indices improved significantly after TA 

treatment. In a similar study using four indices, Smith and George (2012) reported 

positive changes after a combination of TA and psychotherapy for a woman with 

metastatic cancer and a history of child sexual abuse. Tarocchi, Aschieri, Fantini, and 

Smith (2013) performed another study along similar lines using three indices; the subject 

in the case, a survivor of repeated interpersonal trauma including intimate partner 

violence, showed notable improvement which coincided with her TA treatment. Clearly, 
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there are good indications that TA is an effective treatment for survivors of trauma, 

which bode well for the potential utility of TA for survivors of IPV.  
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Proposed Research Study 

Statement of Purpose 

The current proposed study seeks to ascertain whether Therapeutic Assessment 

(TA) is helpful to survivors of Intimate Partner Violence (IPV) and if so to gain insight 

into the process and its effects. TA has been shown to be beneficial to traumatized people 

in both case histories and single-subject designs, but additional information about its 

efficacy for survivors of IPV specifically would simultaneously bolster current literature 

and contribute towards new intervention strategies. In the process of investigating the 

effect of TA on IPV survivors, there is also the potential to learn a great deal about the 

important themes in the treatment of IPV aftereffects. A time-series analysis of data on 

three to five participants will be performed in order to determine the degree to which 

each component of the TA intervention lines up chronologically with desired changes on 

the indices under study. Autocorrelation will be controlled for using the Lag 1 correlation 

in order to help ensure that changes that are observed are likely to be attributable to the 

intervention. This study has the potential to uncover useful information that could not 

only help with the treatment of IPV aftereffects but also help contribute to insight into the 

ways in which IPV affects survivors, which in turn encourages understanding and leads 

to other effective interventions.  

Research Questions and Hypotheses 

Research Question 1: Will the Therapeutic Assessment process prove to be 

helpful in ameliorating the difficulties associated with IPV experiences and helping 

participants to make progress in their recovery?  

Hypothesis 1: Participants will improve significantly on a time frame that 

suggests that the intervention facilitated desired changes and these changes will yield 

effect sizes in excess of or comparable to accepted therapies.  
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Rationale: Studies of survivors of trauma who undergo TA have uniformly 

reflected significant improvements (see Aschieri & Smith, 2012; Smith & George, 2012; 

and Tarocchi, Aschieri, Fantini, & Smith, 2013). There is also reason to believe that this 

intervention might be a particularly good fit for the challenges faced by IPV survivors. 

Finn (2007) views TA through the lens of Control-Mastery Theory in order to explain the 

ways in which “clients seem to lay out their worst fears about themselves directly, with 

the overt goal of using the psychological test results to prove or disprove them”; through 

TA, the assessor can refute false beliefs and reframe and contextualize maladaptive 

viewpoints on any grains of truth present in negative cognitions (p. 236). This aspect of 

TA holds a great deal of promise for helping with the negative beliefs about the self often 

held by IPV survivors. Another promising area is TA’s potential for helping clients to, as 

Finn (2007) puts it, “modify the existing stories they tell themselves about themselves” 

(p. 10). TA has been compared to Narrative Therapy in this respect (Finn, 2007; Finn, 

Fischer, & Handler, 2012). Many authorities on complex and interpersonal trauma stress 

the importance of furnishing survivors with opportunities to reshape a coherent, adaptive 

narrative to replace the often disjointed, destructive version present in the aftermath of 

trauma (Herman, 1992; Brison, 2002). The narrative-modifying aspect of TA holds a 

great deal of promise in this respect. TA also focuses on building empathy with the client 

and helping others (such as therapists, significant others, and family members) to better 

understand the client’s perspective (Finn, 2007). The importance of empathic listeners for 

survivors of interpersonal trauma is a strong theme in literature on the trauma recovery 

(Herman, 1997; Brison, 2002). TA also has the ability to help clients modify what Harry 

Stack Sullivan called the “self-system,” a set of beliefs and perceptions about the self 

involved in identity and self-esteem (Finn, 2007). Modifying the self-system would prove 

very helpful for IPV survivors suffering from a loss of sense of self. Finally, Herman 
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(1992) stresses the importance of a collaborative relationship between interpersonal 

trauma survivors and the mental health professionals who work with them in order to 

prevent re-enacting power dynamics reminiscent of the trauma; since one of the most 

fundamental tenets of TA is the assessor’s role as a participant-observer in a collaborative 

process with the client, this is another respect in which this intervention is well-suited to 

IPV survivors.  

Research Question 2: If the TA intervention proves helpful, as expected, what will 

the timing of improvements suggest about the effectiveness of different components of 

the overall TA procedure?  

Hypothesis 2: Indices will change in a statistically significant manner and in the 

desired direction (an increase in areas where an increase is desired or a decrease in areas 

where a decrease is desired) after the onset of the TA intervention. The significant shift in 

a desired direction will remain stable through the follow-up period.  

Rationale: Previous time-series studies of TA show improvement among 

participants at different points in the process. Aschieri and Smith (2013) note that the 

timing of TA’s apparent effects has varied in studies, with some experiencing 

improvement during the TA intervention phase and others experiencing it during the 

follow-up period; the subject in their study experienced positive changes during the TA 

intervention itself. But the studies on TA with trauma survivors that have been completed 

so far have shown onset of improvement during the intervention and it appears likely that 

this would occur in this case as well (Smith & George, 2013; Aschieri & Smith, 2013; 

Tarocchi, Aschieri, Fantini, & Smith, 2013). If confirmed, this finding would suggest that 

aspects of TA are helpful not only cumulatively but also in and of themselves, with early 

steps contributing to beneficial effects as well as later ones. 
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Method 

Approval by the Human Subjects Committee. The proposed study will follow 

guidelines and standards established by the Institutional Review Board for the Protection 

of Human Subjects at the University of Texas at Austin. 

Participants. Study participants will be recruited from the community via 

communications to therapists and through the Therapeutic Assessment Institute. Due to 

the significant investment of time and effort involved in the intervention, the number of 

subjects will be limited to a maximum of five. In order for results to be significant even 

in a small sample, at least three subjects will need to be recruited.  

The typical participant is likely to be referred by their therapist because of some 

degree of treatment impasse or a need for additional insight or movement in their work. 

Participants will be chosen whose main presenting complaints come within the scope of 

the study and whose current difficulties appear to be suited to the intervention. The 

severity of the abuse suffered by participants will not be considered as a criterion for 

inclusion in the study, but participants will need to be dealing with significant challenges 

relating to the aftermath of abuse. Participants with certain types of profound 

psychopathology outside the scope of the study, such as psychosis, will be excluded from 

participation. Participants who were currently actively involved in an abusive relationship 

will also be excluded; since safety planning and crisis support are a greater priority in 

such cases than the work planned for study participants, this would be inappropriate. 

Participants who are in an extremely acute state of crisis will also be excluded, as this 

degree of distress would prevent them from engaging fully in the TA process (Finn, 

2007).  

 Participants will be offered the opportunity to pursue a therapeutic assessment 

procedure at no cost. No other form of compensation will be offered.  



 21 

Time-series research. Time-series designs have unique advantages that suit this 

area of inquiry in a number of important ways. Therapeutic assessment takes time and 

work and requires specialized training for practitioners, like most therapeutic 

interventions (though it is less time-consuming and labor-intensive than many). Like 

most forms of therapy, it is possible to investigate TA using large-scale studies, even 

extremely robust designs like randomized clinical trials. Indeed, a publication of findings 

from a recent randomized clinical trial using TA is currently in press (De Saeger et al., 

2014). But studies of this sort require significant resources of time, money, and trained 

personnel that are not feasible for smaller-scale research efforts.  

A time-series design, on the other hand, allows for a robust quantitative analysis 

of a small sample of participants, showing whether an intervention's aims have been 

achieved by determining whether an effect of phase (a change from one period under 

study to another) has occurred (Borckardt, Nash, Murphy, Moore, Shaw, & O’Neil, 

2008). Instead of analyzing a large number of participants using a few data points about 

each, this type of analysis makes use of a large number of data points about a small 

number of participants.  

This type of analysis not only is less costly to perform than a large-sample study, 

it also has unique advantages. First, time-series research allows researchers access to 

insights about the process of change by providing specific information on how shifts in 

variables of interest are timed in relation to phases of an intervention (Borckardt et al., 

2008). In other words, time-series analysis can not only help us to determine whether or 

not an intervention is effective, but when changes take place during the process, 

potentially leading to important insights into how an intervention works.  

Another advantage of the time-series design is its ecological validity (S. Finn, 

personal communication, January 26, 2014). In a randomized clinical trial, procedures 
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must be artificially standardized and are frequently altered in order to create control 

groups; time-series approaches, on the other hand, allow interventions to be studied “in 

vivo,” just as they would be normally be practiced in the field (Borckardt et al., 2008). 

Studying TA as it is practiced in the field will lead to study conclusions that are more 

readily generalizable to real-world practice.  

Brief scales and straightforward items are necessary in this type of research 

design in order to make frequent measurement practical. Participants are expected to 

complete these scales on a daily basis over a considerable period of time, so they cannot 

demand a great deal of time or consideration. Some studies ask respondents simply to 

complete a single-item measure; for example, a study on a pain treatment might call for a 

daily pain rating to be logged while a study on depression might call for a daily rating of 

overall depressive symptoms. While multiple items can be used, due to the need for 

brevity and the repetitious nature of the measurement process it is not practical to use 

longer measures, including established and thoroughly validated scales. An advantage of 

using short questionnaires is the potential to tailor scales to participants’ unique concerns, 

allowing for a measurement of outcomes that represent participants’ own values, 

dovetailing with TA goals of client empowerment. This goal is of particular importance 

when working with survivors of abuse, who have been systematically disempowered as a 

result of their experiences.  

This approach also has disadvantages, such as the lack of established validity or 

reliability for study scales and the highly subjective nature of self-reports of personal 

experience. Despite these complications, this sort of investigation remains worth 

pursuing. Indeed, this type of design, in which participants rate a small number of indices 

made up of a combination of pre-selected constructs and constructs chosen 

collaboratively with each participant, has frequently been used in studies of TA with 
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survivors of trauma (Aschieri & Smith, 2012; Smith & George, 2012; and Tarocchi, et 

al., 2013) as well as other studies of TA (e.g. Durham-Fowler, 2010; Aschieri & Smith, 

2013; Smith & George, 2013; Smith, Nicholas, Handler, & Nash, 2011). This type of 

measurement is particularly suited to the study of TA because it measures outcomes 

using idiographic measures that are relevant to the participants; this meshes well with 

TA’s client-centered ethos (J. D. Smith, personal communication, January 27, 2014).  

The frequency with which respondents' experiences are measured in this type of 

research clearly necessitates some restrictions. But it also provides enough data that 

despite a small sample of participants, results can still be measured for statistical 

significance. This advantage, along with the ability to obtain fine-grained information, 

that may help to explain not only whether the intervention is helpful, but when and how, 

makes time-series research of this sort well worth pursuing.  

Data collection procedure. Participants will each attend an initial interview. 

During this interview, informed consent will be sought and obtained for all study 

procedures, with the understanding that participants are free to cease participation at any 

time. The nature of the intervention and data collection will be explained in detail. 

Individual concerns for each participant will be identified, determining a portion of the 

daily questionnaires they will answer throughout data collection, as detailed below. A 

questionnaire with demographic items and open-ended questions about both previous 

abuse experience and current problems and concerns will also be given at this time.  

Participants will complete a five-index measure once per day for eleven weeks. A 

portion of this questionnaire, three out of five items, will be the same for all participants. 

The indices have been chosen due to their relevance for the population under study. The 

other two items on the questionnaire will measure a different area of concern based on 

preliminary interviews with the participants. Each area of concern will be rated on a scale 
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from 1 to 10, with 1 being the least possible extent and 10 the highest possible extent of 

the area being measured. All participants will rate their experiences each day on the three 

indices that have been identified for use with all subjects.  

The two individualized indices will be chosen for each participant that represent 

specific areas of concern to be rated by that participant. These areas of concern will be 

arrived at collaboratively with the primary investigator during the initial interview and 

will be chosen because of their importance to the participants. Concerns that are best 

suited to this research design will likely represent implied goals—either negative aspects 

of a participant's experience that they wish to decrease or positive ones they would like to 

increase. Examples of potential concerns include building trust in others (a positive 

experience a participant would seek to increase) and avoiding an activity or situation that 

one used to care about (a negative experience a participant would seek to decrease). With 

help from the principal investigator, participants will arrive at the two individualized 

items that best represent their own measurable goals.  

The following areas of concern will be rated by all participants, and as such will 

comprise the three indices to be completed by all participants. The first is posttraumatic 

growth. This term, as previously discussed, refers to the idea that the challenges involved 

in coping with trauma may result in positive changes, such as a new appreciation for life 

or more meaningful priorities (Tedeschi and Calhoun, 2004). The second is self-blame, a 

frequent aftereffect of intimate partner violence. The third is self-efficacy, which as 

detailed above, often suffers as a result of IPV experiences, which is often diminished 

after traumatic experiences. All three concepts will be discussed with the participants 

during the initial interview that precedes the data collection process, ensuring that they 

fully understand both the potentially new constructs of posttraumatic growth and self-

efficacy and the way in which the more familiar construct of self-blame are to be used in 
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this context, allowing them to rate the degree to which they experience each in an 

accurate fashion.  

These three areas of concern and the two individualized measurable goals will 

make up the five items of each participant's daily measure, which they will complete 

daily by rating each area of concern on a 10 point scale. Data collection will occur across 

all three phases of the study, which will include an initial, pre-intervention period of data 

collection one week in duration (intended to establish baseline levels for areas of 

concern), six weeks during which the intervention is administered, and a four-week 

follow-up period. At the end of the follow-up period, paricipants will complete the 

Assessment Questionnaire 2 (AQ-2) and both participants and therapists will complete 

feedback forms gauging their perception of the process and its impact on therapy and 

progress.  

Intervention. During the six-week intervention phase, each participant will attend 

five therapeutic assessment sessions. An initial interview with the assessor will take 

place, testing will be administered and processed, assessment interventions will be 

performed, and at the final meeting a feedback session will be held to report the findings 

of the collaborative assessment process.  

As outlined in earlier sections, the therapeutic assessment process will begin with 

a collaborative effort to define the assessment questions, or AQs, that will guide the focus 

of each assessment, ensuring that the process is driven by the participant's central 

concerns (Finn, 2007). The next step will be performing assessments. The first stage of 

the assessment process in TA begins with fairly typical administration of standardized 

measures (more detail follows on the assessment which will likely be used). The next 

step is the assessment intervention stage, in which non-standardized measures may be 

used, standardized measures may be used in unconventional ways, or other strategies may 
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be used to bring each participant’s problems in living into the assessment space in a 

fruitful way. Participants will act as participant-observers in the assessment process, 

collaborating with the assessor to form new narratives about their lives in order to 

facilitate new insight and opportunities for change (Finn, 2007). The assessment process, 

particularly the assessment intervention stage, is designed to accomplish these aims.  

After the assessments are completed, the final TA session will be a feedback 

session in which the results of testing are used to address AQs and provide participants 

with information intended to shift their perspectives in helpful ways. As detailed 

previously, feedback sessions in TA are deliberately structured in a manner that allows 

information to be processed and understood by the participant (Finn, 2007). The feedback 

begins with information that the client can accept readily, which confirms their previous 

thinking about themselves, and only gradually moves toward information that the 

participant might find more challenging or surprising (Finn, 2007).  

On four occasions during the intervention period, the researcher and the assessor 

will meet together to discuss all three cases and review findings, progress, and plans for 

upcoming sessions. If the assessor is currently in training for their TA certification, their 

TA supervisor will also be involved in these meetings.  

Measures used in the intervention. The assessor will make all decisions as to 

which psychological measures will be used as part of the TA intervention. The exact 

choice of measures cannot therefore be predicted. Nevertheless, certain measures are 

likely to be used. The MMPI-2 is frequently used in TA work. Projectives are also used 

regularly, including the Rorschach test and the Early Memories procedure. If an assessor 

with the proper training is available for scoring and interpretation, the Adult Attachment 

Projective Picture System would be very helpful in order to tap into the attachment 

disruptions which often result from IPV trauma. The following measures are likely 
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choices which would be a particularly good fit for IPV survivors’ concerns: the Trauma 

Symptom Inventory (Briere, 1995), the Structured Interview for Disorders of Extreme 

Stress (SIDES) and/or the Self-Report Instruments for Disorders of Extreme Stress 

(SIDES-SR) (Luxenberg, Luxenberg, Spinazzola, & van der Kolk, 2001), Post-Traumatic 

Growth Scale (Tedeschi & Calhoun, 1996), Self-Compassion Scale for Researchers 

(Neff, 2003), Generalized Self-Efficacy Scale (Schwarzer & Jerusalem, 1995), and Sense 

of Self Scale (Flury & Ickes, 2007). Additional measures will be used which will be 

tailored to each specific case and the AQs and concerns of each specific participant. 

These measures may be used during both the standardized assessment and assessment 

intervention stages of testing.  

It should be noted here that although releases will be collected from participants 

which would allow for the possibility that assessment data could be used in future 

research, it is beyond the scope of this study; in the present study, assessments are a tool 

used in the intervention process and not a means of collecting data. The validity and other 

psychometric properties of these measures is also not germane to the validity of this 

study, as it seeks to determine the efficacy of TA as an intervention rather than the 

legitimacy of the assessment findings that it generates.  

Data analysis. A time-series analysis will be performed using the self-report data 

from the data collection period. Simulation Modeling Analysis (SMA) will be used. The 

Lag 1 correlation will be used to control for autocorrelation. This correlation measures 

the degree to which an observation at time K predicts the correlation immediately 

following it (time K+1) (Borchardt et al., 2008). Significant change in the factors under 

study will be considered to have occurred when change exceeds predicted values. Data 

will also be checked for cross-lagged correlations.  
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Discussion 

Limitations 

Reliability, validity, and generalizability. As mentioned previously, the 

complex and individualized nature of TA makes large-scale studies of the intervention 

impractical. Although justified under these circumstances, the small sample size of this 

study does have downsides. In addition to this issue, a convenience sample will need to 

be used in order to obtain participants with the specific personal history required for this 

study. These two factors taken together render the findings of the study less readily 

generalizable than those of a study with a larger number of participants or a more random 

sample. The fact that the ideographic measures devised for each subject are unique to this 

study means that the validity and reliability of these measures is not known. Further, 

these measures were designed to assess subjective experience rather than more 

objectively measurable phenomena, which might cause a further loss of reliability.  

Barnum effects. As Lilienfeld, Garb, and Wood (2011) detail in their article on 

unresolved questions regarding TA, Barnum effects, the phenomenon whereby most 

people tend to respond affirmatively when descriptions are applied to them even when 

they are vague, overly general, or otherwise without value, could be a factor in the 

apparent utility of TA. They refer to a study by Halperin, Snyder, and Houston (1979) in 

which Barnum effects actually resulted in a desired treatment effect, although they were 

not compared with legitimate, individualized feedback (Lilienfeld, et al., 2011). The 

potential for Barnum effects may be greater when the person reporting data to the subject 

is perceived as having authority or expertise, as would be the case with TA assessors 

(Lilienfeld, et al., 2011). The dangers of Barnum effects could be forestalled by the use of 

a condition in which participants receive false feedback calculated to create Barnum 

effects, a step which Lilienfeld, Garb, and Wood (2011) endorse, but as they also 



 29 

acknowledge, the practice would be quite troubling from an ethical perspective. Indeed, 

the ethical concerns associated with this type of design are too great to allow it to be 

seriously considered in this case. In the absence of other means of controlling for Barnum 

effects, it seems necessary to accept the possibility that, if present in this study, they 

could act to inflate the perceived effectiveness of the intervention to some extent.  

At the same time, it is worth noting, as Hanson and Poston (2011) state in their 

response to Lilienfeld, Garb, and Wood (2011), that the presence of Barnum effects is 

rather moot if the question under study is whether TA is an effective treatment. Hanson 

and Poston's (2011) second, corrected meta-analysis yielded a statistically significant 

effect size for this type of treatment, supporting the contention that it has clinical value. 

The question of how it works was beyond their purview, as it is, strictly speaking, beyond 

the purview of this study as well (Hanson & Poston 2011). Hanson and Poston (2011) 

also share the opinion that Barnum effects are unlikely to account for a large portion of a 

clinically meaningful effect, bolstering the hope that they will not have a great deal of 

influence over the results of the proposed study either.  

Detecting long-term impact. Although every effort will be made to simplify the 

data collection process for participants, the daily record-keeping required of subjects in a 

time-series study involves significant time and effort. It is thus logistically impractical to 

have them provide index ratings for months after the intervention has been completed. 

Yet it has been reported that some clients who receive TA treatment may see the most 

improvement some time after the actual intervention has been completed (Finn, 2007). If 

beneficial effects of TA manifest after data collection has ended, those changes will not 

be detectable by this study. The reverse is also true; if improvement occurring during the 

time period under study is reversed or lessened later on, this also will not be detected.  
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Timing versus causality. One must be cautious when interpreting the results of 

time-series research (Borckardt, et al., 2008). The data derived from this type of analysis 

has the potential to provide a plethora of information on the relationships between 

processes, including the order in which they occur and how and to what extent they are 

associated (Borckardt et al., 2008). As Borckardt, Nash, Murphy, Moore, Shaw, and 

O’Neil point out, “This has implications for causal inference, but one must proceed 

carefully” (Borckardt, et al., 2008, p. 85). If a chronological sequence occurs which is 

consistent with theory then this is supportive of a causal relationship, but it does not 

prove conclusively that a causal relationship is present.  

Directions for Future Research 

Given the logistical constraints involved in studying TA, continued research in 

this vein, using single subjects or small samples and time-series designs, remains one of 

the best options for learning more about its effectiveness. Additional studies of IPV 

survivors and survivors of other types of trauma, particularly the complex and 

interpersonal types which are particularly challenging to treat, would be warranted.  

Lilienfeld, Garb, and Wood (2011) advocate another way of researching what 

they call PATI (psychological assessment as a treatment intervention): “decomposing” 

TA and other PATI approaches by taking single steps (such as the use of assessment 

questions or client-centered reporting practices) and studying them in isolation in order to 

determine to what extent these components contribute to the overall effect of the multi-

component intervention. This type of research has been done in the past (e.g. Finn & 

Tonsager, 1992; Lance & Krishnamurthy, 2003; Smith, Nicholas, Handler, & Nash, 

2011; Tharinger & Pilgrim, 2012) with results indicating beneficial effects for various 

components of TA feedback sessions. Studying components of TA in this fashion would 

provide a good deal of information about the degree to which each one contributes to 
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beneficial outcomes. Studies in this vein on survivors of trauma would have the further 

advantage of providing information on the effects of specific elements of TA on this 

population. One of the advantages of time-series studies is the fact that they can be 

readily performed by practitioners in the field without requiring unusual resources. Since 

many mental health settings impose constraints on the ability to perform TA in the strict 

sense but can accommodate the use of a single element of TA, this type of research 

would be highly suitable for practitioner-researchers.  

Another potential area for further research is the Barnum effect described by 

Lilienfeld, Garb, and Wood (2011). Performing a study on a full TA intervention that 

includes a Barnum condition in which feedback is entirely arbitrary poses serious ethical 

questions, as Lilienfeld, Garb, and Wood (2011) admit. The notion of performing such a 

study with participants from a vulnerable group such as trauma survivors is still more 

troubling. Nevertheless, a Barnum condition could be used with less vulnerable 

participants. In order to perform an effective study with multiple conditions, required 

sample sizes would likely preclude the use of a true TA intervention. But if one or more 

separate components of the approach were studied with a Barnum condition, this could 

shed a great deal of light on questions raised by Lilienfeld, Garb, and Wood (2011) and 

provide useful insights for TA practitioners.  

Hanson and Poston (2011) bring up another avenue for future research: 

qualitative, constructivist research that would use inductive methods to help build a more 

robust theory to explain how TA creates positive change. While a number of theories 

have been offered to explain the usefulness of TA, no compelling, overarching theory 

currently exists which entirely accounts for the benefits experienced by clients who 

receive the intervention, and this may be a barrier to its being more widely accepted 

(Hanson & Poston, 2011).  
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Clinical Implications and Conclusion 

The National Center on Domestic Violence, Trauma and Mental Health (2013) 

contends that there remains a substantive need for interventions that can be tailored to 

survivors of complex interpersonal trauma, as opposed to those designed for isolated or 

impersonal trauma, which tend to be applied to all trauma survivors indiscriminately. The 

depth and complexity of the difficulties faced by survivors of IPV require a degree of 

depth and complexity in treatment that can be difficult to come by. At the same time, the 

toll that IPV takes on the interpersonal connectedness, attachment structures, and self-

efficacy of survivors also calls for treatment modalities that are collaborative, minimally 

stigmatizing, and highly empathetic.  

It is not every day that one finds an intervention that not only addresses many 

specific challenges IPV survivors often deal with, but which can also be customized to 

the particular concerns of each specific survivor. Should the results of this study support 

TA’s effectiveness with IPV survivors, simply having an additional intervention better 

aligned with the needs of this population would constitute a significant advance.  

Another aim of this study is to investigate the effectiveness of TA. TA is a 

relatively new intervention, and as with most therapies, there are significant challenges 

involved in testing its effectiveness on large numbers of subjects. Some larger-scale 

studies are forthcoming, such as a randomized controlled trial currently in press (De 

Saeger et al., 2014), but the majority of studies on TA thus far have used smaller sample 

sizes. These smaller-scale studies have a good deal of merit, as has been discussed 

earlier. Additionally, as Poston and Hanson (2010) show, studies with smaller sample 

sizes can also be aggregated via meta-analysis in order to draw even stronger 

conclusions. Time-series designs like the one to be employed in this study allow a 

quantitative standard to be set that can help to determine whether the improvements 



 33 

experienced by TA subjects are significant enough to be of clinical value. At the same 

time, such studies will also contribute to the larger knowledge base on the efficacy of TA.  

At the same time, any study of TA is also a study of psychological assessment 

more generally. Despite the unique procedures involved in TA, it is at root simply a 

reconceptualization of standard psychological assessment, one that emphasizes and 

expands upon its therapeutic aspects. Research into TA has a great deal of potential to aid 

in our understanding of the effects of all types of psychological assessment, leading to 

insight into how assessments might best be performed in a client-centered and beneficial 

manner. Given that interpersonal trauma is quite prevalent and that people who have 

experienced complex, interpersonal, and/or attachment trauma have an increased 

likelihood of experiencing a wide range of psychopathology, increasing in turn the 

likelihood that they will require psychological testing, it stands to reason that a notable 

portion of clients who receive assessment will experience challenges related to those of 

IPV survivors. Knowledge about the effects of TA on survivors of IPV thus has clinical 

utility above and beyond that of this specific intervention with this specific population.  
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