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Post traumatic anger 
Missing link in the wheel of misfortune 

 
Lecture, delivered on the official acceptance of the Intervict office of professor of 

Psychological Victimology at Tilburg University on October 17, 2007 by 
Frans Willem Winkel. 

 
 
motto:  
 
 
Zoals gebruikelijk bij deze auteur gaat de literatuurlijst gebukt onder weeën. 
Anonymus, Tilburg, 17 oktober 2007. 
 
It only hurts, because it feels true. 
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Mijnheer de Rector Magnificus, 
Hooggeleerde Groenhuijsen, 
Zeer gewaarde toehoorders, 

Introduction 
Psychological victimology is about crime victims in need of emotional support. 

Sources of support include significant others1, victim assistance volunteers, and mental 
health professionals. In the wider victimological context, victim needs spark controversy and 
are subject of a seemingly endless and recurring debate (Ten Boom & Kuijpers, 2007). The 
issue who is in need has a rather straightforward answer: victims with chronic post traumatic 
stress disorder (PTSD) are in need of emotional treatment, and victims at risk of this 
condition are in need of preventive counseling. The more controversial issue here is why 
these needs develop, and what constitutes a helpful and effectual response.  
 

PTSD: Symptoms and (susceptibility) theory 
Symptoms 

PTSD was officially recognized as an anxiety disorder in 1980. The advent of the third 
edition of the Diagnostic and Statistical Manual of Mental Disorder (DSM-III) launched a 
burgeoning empirical literature on PTSD. However, the increase in studies that focus on 
PTSD symptoms has been more spectacular than the expansion of studies that directly 
examine the causal mechanism(s) underlying the disorder. This imbalance reflects the 
restructured system of classification proposed by DSM-III. Healy (2004, 220) suggested that 
DSM-III introduced a sort of “Chinese laundry approach to psychiatry: take two symptoms 
from column A, two from column B and two from column C. In the case of anxiety, DSM-III 
broke up what had been a monolithic entity into a number of discrete disorders such as panic 
disorder (PD), PTSD, and generalized anxiety disorder (GAD)”. 

DSM-IV defines PTSD in terms of 17 symptoms that fall into three clusters. Victims 
meet the criteria for an official PTSD diagnosis – a condition commonly labeled with the 
rather suggestive term full-blown PTSD in the research literature2 - when they report at least 
one re-experiencing/intrusion symptom, a minimum of three avoidance/numbing symptoms, 
and two or more hyperarousal symptoms. 

In view of prospective evidence, based on studies that include a follow-up 
assessment after initial identification, the prevalence of crime-related chronic PTSD is 
approximately 10% to 15%. This is a conservative estimate. Much higher rates have 
emerged in various studies, including Brewin, Andrews and Rose (2003). They interviewed a 
mixed-sex group of 157 victims of violent assault within one month of the crime. At baseline, 
the rate of acute PTSD was 21.0%. Overall, 28 of the 138 participants met the criteria for a 
diagnosis of chronic PTSD at six months, yielding a prevalence of 20.3%. Meiser-Stedman, 
Yule, Smith, Glucksman, and Dalgleish (2005) investigated acute stress disorder and later 
PTSD in children and adolescents who had been involved in assaults or motor vehicle 
accidents. They interviewed 93 patients, 33 females and 60 males, 10 to 16 years old who 
were seen in a hospital emergency department for having been assaulted or involved in a car 
accident within four weeks after the assault or accident to assess acute stress disorder. At 
six months, they reinterviewed 64 of the patients to assess PTSD. At initial interview, 18 

                                      
1 Natural or informal providers of support, versus providers who form part of a more formal 
support structure. 
2 Other (unofficial) diagnoses regularly encountered in the research literature include subsyndromal, 
subthreshold, and partial PTSD (e.g. for victims who deviate, in one way or another, from the 
conventional 1:3:2 proportion), early PTSD (PTSD without the duration criterion for symptoms, set at 
one month for Acute PTSD, and at three months for Chronic PTSD), and Subacute Stress Disorder 
(Acute Stress Disorder minus the Dissociation cluster). Unlike PTSD, an official diagnosis of Acute 
Stress Disorder, introduced in DSM-IV, is possible a few days after the incident. Moreover, DSM-IV 
criteria do not fully overlap with the ‘European’ criteria for PTSD, defined in the 10th edition of the 
International Classification of Diseases (ICD-10), developed by the World Health Organization.  
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(19.4%) of the 93 patients had acute stress disorder and 23 (24.7%) met all acute stress 
disorder criteria except dissociation. At six months, 8 of the 64 patients (12.5%) had chronic 
PTSD. No differences in PTSD prevalence emerged for victims who had been assaulted and 
those who had been in accidents. 

Birmes, Brunet, Carreras, Ducasse, Charlet, Lauque, Sztulman, and Schmitt (2003) 
recruited victims of assaults in a university hospital emergency department. A psychiatrist 
who used the Clinician Administered PTSD Scale reinterviewed 35 victims (20 were females) 
three months after initial assessment. Of these 35 victims with a mean age of 39.7 years, 18 
had been shot, stabbed, mugged, or threatened with a weapon and 17 had been severely 
beaten. At three months, 12 participants had PTSD, yielding a prevalence of 32%. Walters, 
Bisson, and Shepherd (2006) also recruited assault victims in a hospital emergency 
department. Relative to the previous study their sample included younger victims (average 
age: 26 years) and a substantially higher proportion of male victims (85%). To determine the 
presence of acute and chronic PTSD the Davidson Trauma Scale (DTS) was completed by 
these victims at one month and six months following their assault. The prevalence of PTSD 
at one month was 11% and 8%, at six months. Parallel to the Brewin et al. (2003) study, 
Wohlfarth, Winkel and Van den Brink (2002) recruited victims involved in a burglary or a 
violent crime (40%) in a police station. The mean age of this sample was 47 years, and it 
included 58% women. Victims completed the PTSD Symptom Scale one and three months 
following initial identification. Of the 91 victims who participated in the first follow-up period, 
23 (25%) met criteria for PTSD. Of the 94 victims who participated in the three months 
follow-up 22 met criteria for a diagnosis, yielding a prevalence of 25%. Examining the 
stability of PTSD over the two follow-up periods shows that 14 out of the 22 (64%) of those 
victims who met criteria for PTSD at one month were still PTSD cases at three months. 
Conversely, 14 out of the 19 (74%) PTSD cases at three months were already PTSD cases 
at one month. These figures indicate a substantial risk for persistence of PTSD. As a final 
illustration, Shalev en Freedman (2005) evaluated 39 survivors of terrorist attacks and 354 
survivors of motor vehicle accidents upon admission to a general hospital emergency room 
and one week and four months later. The Clinician Administered PTSD Scale conferred a 
diagnosis of PTSD at four months.  Findings revealed a prevalence rate of 38% among 
survivors of terrorist attacks. 

Prevalence rates between and within studies may differ due to a variety of biases, 
including sample characteristics (gender, age, community versus convenience samples), 
time elapsed since the incident, stressor severity (nontraumatic versus traumatic stressor in 
terms of DSM-IV), study design (prospective versus retrospective) and the cutoff values used 
for including a diagnostic symptom (Winkel, 2003). Most studies do not explicitly consider the 
prevalence of collateral PTSD. Many victims have partners, some of whom are indirect 
victims through contamination. Evidence reported by Denkers (1996) suggests that the 
collateral rate varies between 5% and 10%. Even though prevalence is relatively low3, the 
annual number of victims in need of support is rather high. The Feyenoord stadium in 
Rotterdam or the Amsterdam Arena is probably too small to accommodate all these victims, 
particularly when persons with partial and collateral PTSD are included. 

 
PTSD theories 
The Resus4 model  

A range of older, including the Resus model, and more recent theories characterize 
the current state of the art on PTSD (Brewin & Holmes, 2003). Resilience and susceptibility 
have diverse meanings in psychology (Hoge, Austin, & Pollack, 2007; Vingerhoets, 2004). In 
a general sense, these terms respectively refer to any attribute that confers low (protective 
factors) or high risk. In the context of PTSD, a resilient victim is merely an individual at low 
risk of developing the disorder. The focus of the susceptibility model of PTSD is more 
                                      
3 Low prevalence is in line with epidemiological evidence, gathered in the 50s and 60s, that suggested 
that the correlation between negative life experiences and mental health outcomes is relatively low. 
4 A shortcut for resilience and susceptibility 
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specifically on intrapersonal attributes that predispose the individual to develop chronic 
PTSD. The focus is thus on the causal mechanisms underlying the disorder, and on the 
psychological characteristics, intrinsic to the individual, that present a risk of maladaptive 
(pathological) responding to a stressor. 

The model entails three core notions, i.e. the anchoring, the accessibility and the 
validation hypothesis: 

a. Anchored state 
Conceptually, PTSD is a cognitive-emotional state that is rooted in traits, particularly 

negative emotionality (neuroticism, rumination) and in cognitive traits that reflect a negative 
life orientation (pessimism) or a pessimistic style of processing information (engaging in 
character attributions and downward comparisons). 

b. Hyperaccessibility  
An inherent quality of states is their transitory nature. Traumatic states have 

uncommon features: these states persevere and thereby remain accessible over long 
periods.  

c. Validation 
Blocked cognitive (cognitive perseverance) and blocked emotional (emotional 

perseverance) processing is due to validation. Validation implies that it only hurts chronically 
when you think or feel that the state is true. 
 
Sources of evidence 

Three separate sources of evidence support the model. The first one includes a range 
of randomized controlled trials (RCTs) that examined the cognitive – emotional impact of 
exposure to weak and strong fear appeals (Winkel, 1987; Winkel & Van der Wurff, 1990). 
These studies revealed that fear states were triggered primarily in externally controlled 
individuals, both victims and non-victims, and in trait anxious receivers. In addition, negative 
shifts in fear-related and ‘other’ beliefs due to exposure primarily emerged in these groups. 
Beliefs assessed in this context related to the likelihood of (re)victimization, the severity of its 
consequences, and beliefs about the protection offered by the police against crime. The 
bottom line of these experiments is that they provided evidence for a model of selective 
processing of emotional information. 

The second source consists of studies that examined the shorter and longer-term 
psychological impact of criminal victimization (Denkers, 1996; Denkers & Winkel, 1996, 
1998). This line included an ‘RCT like’ study, that had a dual focus: a first aim was to explore 
the Sales, Baum, and Shore “temporal model” that suggested that maladaptive responses to 
traumatic stressors were associated with pre-, peri- and post – exposure risk factors (Sales, 
Baum & Shore, 1984). An important aim was to assess their unique, relative predictive 
power. A second goal was to conduct a ‘critical experiment’, in the sense of contrasting two 
prominent early social psychological theories that offered conflicting predictions. Janoff-
Bulman‘s shattered assumptions model (Janoff-Bulman & Hanson-Frieze, 1983; Janoff-
Bulman, 1989) predicted that prior positive beliefs (shattered by discrepant follow-up 
information entailed in the victimization, and thereby yielding cognitive dissonance) were 
associated with maladaptive coping. In contrast, Taylor’s selective evaluation/appraisal 
model (Taylor, Wood & Lichtman, 1983) suggested that these victims have a “coping 
advantage”, whereas victims with negative premorbid beliefs were thought to show evidence 
of maladaptive and psychologically unhealthy coping. Victims and controls were assessed 
after two weeks, and after 1, 2, 4, 8 and 10 months. Premorbid assessments, before the 
incident took place, included measures of beliefs, emotions (fear), and wellbeing. Findings 
supported the selective appraisal model; no evidence emerged for the shattered 
assumptions model. Victims with positive beliefs (and low fear) were not affected by the 
incident. Victims with pre-incident perceptions of external control, unique vulnerability, and 
negative evaluations of past year psychosocial functioning exhibited maladaptive coping. 
Moreover, attributes assessed prior to the incident showed superior predictive performance. 
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In line with the wider mental health model suggested by Taylor and Brown5 (1988) and the 
more recent PTSD recovery model suggested by Benight and Bandura (2004), these findings 
appear to implicate that negative feedback, supplied by the experience, is processed in a 
filtered manner. Victims with negative beliefs and emotions tend to bias negative information 
in a negative manner. Victims with positive beliefs are predisposed to positively bias 
incoming negative information, and to represent that information in as unthreatening a 
manner as possible. Cognitive shift, the emergence of more negative beliefs about the self, 
others, and the world due to victimization, and common emotions elicited by the experience 
are naturally followed by cognitive drift and emotional extinction (Taylor & Brown, 1988: 202). 
Validation appears to block these natural responses, and yields a frozen state. 
[fig 1a. toevoegen] 

The third source6 of evidence for the susceptibility model consists of studies that 
focused on the early identification of crime victims in need of victim support (Winkel, 2003; 
Winkel, Wohlfarth, and Blaauw, 2003, 2004; Wohlfarth, Winkel & Van den Brink, 2002; 
Wohlfarth, Van den Brink, Winkel & Ter Smitten, 2003). As predicted by the model, findings 
revealed that neurotic victims and victims engaging in negative peritraumatic appraisals (e.g. 
character attributions, downward comparisons), that may reflect prior negative beliefs, were 
at substantially elevated risk of exhibiting persistent PTSD, in terms of meeting criteria for a 
PTSD diagnosis both at one month and at three months. As to neuroticism, Shapinsky, 
Rapport, Henderson, and Axelrod (2005) more recently reported similar evidence. 
Regression analyses indicated that substantial variance in three commonly used scales to 
assess PTSD, the Impact of Events Scale-Revised, the Revised Civilian Mississippi Scale, 
and the PTSD Checklist-Civilian Version, was accounted for by trait characteristics such as 
positive and negative affectivity, ‘a trait construct closely related to neuroticism’ (2005: 227) 
and negative emotionality. More importantly perhaps, findings revealed that negative 
affectivity correlated as highly with these three PTSD measures (r = .46 – .71) as these 
measures correlated with each other (r = .48 – .65). 
 The three lines of evidence appear to have a common point of convergence. All point 
to the role of cognitive and emotional7 validation as the critical mediator of a chronic course. 
Figure 1a provides a schematic account of the model. Figure 1b illustrates selective cognitive 
processing in terms of concrete beliefs, and suggests the emergence of qualitatively different 
beliefs (that may be associated with qualitatively different fear and anxiety responses in 
terms of valence). 
  
# Figure 1b# 
Indirect evidence 

An important, though generally ignored implication of the Resus model is that neither 
(a substantial number of) early, nor late symptoms tell the whole story. Susceptibility can be 
only assessed through a diagnostic interview, or a self-report procedure, that specifically 
probes for validation, and thus goes beyond mere PTSD symptoms. Not all victims with early 
PTSD, assessed in the first few weeks after the incident, will go on to develop to chronic 
PTSD. In fact, many victims do not. Such a course is much more likely among victims who 
are susceptible in terms of the model. Some (indirect) evidence may be derived from various 
                                      
5 Based on a systematic review of the research literature, Taylor and Brown have suggested that overly 
positive self-perceptions, exaggerated perceptions of control, and unrealistic optimism are 
characteristic of normal human thought (so-called positive illusions). Moreover, these illusions appear 
to indicate and to promote good mental health. Far from being balanced between the positive and the 
negative, the core perceptions that most individuals hold are heavily weighted toward the positive end 
of the scale. 
6 The Achmea Foundation Victim and Society offered financial support for these studies. 
7 Emotional validation refers to the condition that the emotional state (e.g. state anger, anxiety) and the 
emotional trait (e.g. trait anger, anxiety) have the same valence. In previous publications validation 
(cognitive validation) was mainly used to represent the condition that pessimism, or pre- and post 
exposure beliefs have similar values. 
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studies that examined the set of predictive criteria8 involved in the Trauma Screening 
Questionnaire (TSQ; Brewin, Rose, Andrews, Green, Tata, McEvedy, Turner & Foa, 2002; 
Brewin, 20059). The TSQ, a brief screening and prediction tool, consists of 10 items: 5 items 
relate to intrusion / reexperiencing symptoms, the other 5 items involve arousal symptoms. 
The empirical basis for the suggested TSQ cutoff of any six symptoms was Brewin’s earlier 
finding that victims of violent crime at high risk of developing PTSD 6 months later could be 
identified by their reports at three weeks post-crime of at least three reexperiencing or 
arousal symptoms. Table 1, derived from data reported by Brewin, Andrews, Rose and Kirk 
(1999), and by Walters, Bisson and Shepherd (2006), illustrates the predictive performance 
of early PTSD symptoms. 
 tabel  1 hier 
Table 1 shows the sensitivity of various symptom clusters, i.e., the probability that someone 
with a PTSD diagnosis will have earlier reported that cluster, and the specificity, i.e., the 
probability that someone without a later PTSD diagnosis will not have reported that cluster. 
The table also shows performance in terms of positive predictive value (PPV10). PPV refers 
to the probability that someone with the symptom cluster shown in the table will later report a 
diagnosis of PTSD. This value, critical in terms of the present discussion, is far from 
impressive. Many rows in the table reveal that more than half of the victims with a positive 
test do not develop the disorder (and should be considered false positives). 

Validation is a fatal risk factor, in the sense that it almost fully blocks the road to 
recovery: the speed of progress along this, unblocked or open road may be slowed down by 
other ‘secondary’11 risk factors, including suppression (avoidance) and revictimization (cf. 
Andrews, Brewin, Philpott, & Stewart, 2007). Perkonigg, Pfister, Stein, Hofler, Lieb, 
Maercker, & Wittchen (2005) have provided a fine illustration of their moderating role in 
victims of assaultive and non-assaultive events. These authors examined the correlates of 
remission and chronicity of PTSD in a prospective community sample. The data were drawn 
from a prospective, longitudinal epidemiological study of adolescents and young adults aged 
14 to 24 years in Munich. The course of PTSD from baseline to follow up three to four years 
later was studied in 125 respondents with PTSD (1.3% prevalence) or sub threshold PTSD 
(4.4% prevalence) at baseline. Fifty two percent of these PTSD cases showed a significant 
remission of symptoms. Respondents with a chronic course were more likely to experience 
new traumatic events during follow up (odds ratio: 5.21), and to have higher rates of 
avoidance symptoms at baseline (odds ratio = 10.16). 
*** tot hier*** (HS) 
 
Anger: the other face of PTSD 

The false alarm model conceptualizes PTSD as a maintained emergency response. 
Figure 2 presents a schematic account. The classic notions developed by Cannon inspire 
figure 2a. Figure 2b presents a more recent account in terms of Panksepp’s (1998) neuro-
affective perspective. Selective processing of victimization-induced feedback was proposed 
as the key to susceptibility and chronic PTSD. Not surprisingly, this mechanism also provides 

                                      
8 At least 3 intrusion and / or 3 arousal symptoms, or endorsement of at least 6 TSQ items. 
9 The positive predictive values (PPVs) reported for the crime victims sample in this study may be 
inflated. Predictor (“TSQ”) and criterion (PTSD diagnosis) were assessed at the same time, and were 
derived from the same instrument, the PSS – SR. PPVs then merely reflect the internal consistency of 
that instrument. 
10 Negative predictive value (NPV) refers to the probability that someone with a negative test, i.e., 
without that particular cluster will not subsequently receive a PTSD diagnosis. Due to low baserate 
these values generally tend to be high. 
11 In the dominant PTSD paradigm suppression (avoidance), in terms of a lack of exposure to fear 
structures, is construed as a primary causal mechanism. From the perspective of the Resus model 
suppression is mainly a response to intrusion, a consequence of over-exposure to traumatic memories. 
The relative over-emphasis on avoidance symptoms as part of the diagnosis is clearly in line with the 
more dominant perspective. 
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a useful key within the false alarm perspective (selective signal detection). Victims with 
chronic PTSD appear to have a lower threshold for detecting threat cues in their 
environment. They appear to function in survival mode (Novaco and Chemtob, 2002) and to 
be more sensitive, particularly for weak signals that remain undetected for non-PTSD victims. 
Walter Cannon first described the emergency-reaction in the early 20th century (Frijda, 1988; 
Taylor, Klein, Lewis, Gruenewald, Gurung, & Updegraff, 2000).   
 
# Figure 2a about here # 
 
Physiologically, the emergency reaction is characterized by sympathetic nervous system 
activation that innervates the adrenal medulla, producing a hormonal cascade that results in 
the secretion of catecholamines, especially epinephrine and norepinephrine, into the 
bloodstream. In addition to the physiological concomitants, fight-flight has been used as a 
metaphor for behavioral approach and confrontation, and behavioral avoidance and escape. 
Fight-flight involves an automatic perceptual quick scan of the adversary. If the victim sizes 
up a threat or opponent and infers that he or she has a realistic chance of overcoming it, then 
attack is probable. Flight is more likely in circumstances in which the threat is perceived to be 
more formidable, or turns out to be more difficult. 
 
Figure 2b about here 
 
Fight and flight are directly associated with Panksepp’s anger and anxiety system. However, 
criminal victimization12 in many cases is the outcome of a behavioral scenario that unfolds 
over time. This scenario may very well consist of a mixture of fight and flight responses. In 
addition, preparatory arousal serves to prepare the organism for action, for fight and / or 
flight. Preparatory arousal may thus sensitize both the anxiety (panic) and anger system. 
Under these conditions, the peritraumatic state may be characterized by oscillation between 
the anger and anxiety pole. With time, either the anger state or the anxiety state may 
become the more dominant pole. Which state prevails may be associated with specific traits 
(e.g. anger and anxiety rumination; Sukhodolsky, Golub & Cromwell, 2001) and with 
situational demands (fight or flight dominance). To my knowledge, there are no studies that 
have examined (the determinants of) these processes, if any. There is currently no evidence 
that suggests that chronicity is more likely for anxious states. Defining PTSD exclusively in 
terms of an anxiety disorder then appears one-sided. PTSD may also be characterized as an 
anger disorder (cf. Eckhardt  & Deffenbacher, 1995). 

Various studies that examined the association of PTSD and anger provide evidence 
for this suggestion. Riggs, Dancu, Gershuny, Greenberg, and Foa (1992) were the first 
authors who examined that relation. Their Pearson correlations revealed that the level of 
anger experienced by victims was related to their fight and to flight responses. State anger 
scores measured at the initial assessment, about one week after the assault, were 
significantly related to whether the victim physically fought with the assailant (r = .30), 
pleaded or screamed (r = .48), and whether she remained quiet and motionless during the 
assault (r = .27). The extent to which victims held in their anger was significantly related to 
the level of force used during the assault (r = .15), and the victim’s perception that she had 
misjudged the situation or assailant (r = .21). 

To explore the role of anger in the development of PTSD, the 86 victims who were 
assessed twice were divided into groups based on whether or not they met criteria for PTSD 
at the second assessment, approximately one month post assault. Analyses revealed that 
both PTSD and non - PTSD victims had higher state anger scores13 than the non-victimized 

                                      
12 The term victimization is more easily associated with passivity and flight than with activity 
and fight. These implicit associations may not correspond with reality. 
13 In line with the Resus model, PTSD victims scored higher on the Trait Anger Scale than non-PTSD 
victims. However, the difference was not significant. This may be due to dilution. Trait anger was 
assessed after the incident (cf. Winkel, Blaauw, Sheridan & Baldry, 2003). 
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comparison subjects. However, there was no difference between the two groups of victims.  
Additional analyses revealed that PTSD victims scored higher than non-PTSD victims and 
non-victims on the anger-in scale. The one month PTSD severity scores were regressed on 
the 1 week measures of anger, anger expression, guilt, and perceived life threat during the 
assault. The latter two measures were forced into the analysis prior to the anger measures. 
Overall, guilt, life threat and state anger produced a significant regression equation: anger 
scores contributed significantly to the equation.  

Novaco and Chemtob (2002) looked at whether the association between PTSD and 
anger is artificially inflated by the fact that anger is one of the diagnostic criteria for PTSD. 
These authors found that the correlation did not substantially decrease when items 
measuring anger and irritability within PTSD scales were removed. Orth, Cahill, Foa and 
Maercker (2007!) examined this methodological issue in a sample of female crime victims, 
with four repeated assessments of PTSD and anger. Their results showed that the 
associations likewise did not substantially decrease: from .38 to .36 for time 1, from .39 to .36 
for time 2, from .51 to .49 for time 3, and from .42 to .41 for time 4. The findings of these two 
studies thus appear to indicate that the PTSD-anger link is not due to an artifact. 

For about the last decade, an increasing number of studies have focused on hostility 
and anger in trauma-exposed individuals with PTSD. Such a dual focus makes sense in 
terms of the conceptual overlap of anger and hostility. Moreover, measures of anger and 
hostility frequently contain overlapping content, and often are strongly correlated (Orth and 
Wieland, 2006). Orth and Wieland have recently conducted a statistical meta-analysis. This 
analysis synthesizes the available data on the strength of association between these 
constructs, covering 39 studies. The mean effect size for anger amounts to .48, the mean 
effect size for hostility to .53, and the mean effect size for hostility –anger combined to .48. In 
line with the Riggs et al. (1992) study, the mean effect size for the relation between anger in 
and PTSD was .53. These results suggest that anger and hostility are substantially 
associated with PTSD among trauma-exposed adults: they highlight the stereotypical nature 
of the common notion that individuals with PTSD are full of helplessness and fear, but not full 
of anger and hostility. Anger and hostility appear to be central attributes of traumatized 
individuals suffering from PTSD. However, effect sizes were moderated by type of event. In 
samples with military war experience the effect size was higher (r = .56) than in crime victim 
samples (r =.30). In line with the Resus model, Orth and Wieland offer the speculation that 
these differences may be due to pre-event differences in levels of trait anger. They suggest 
that individuals with military war experience are preselected by the military administration. 
Presumably, individuals selected for military service differ from the general population on 
relevant traits, including higher assertiveness and trait anger. 
 

Therapeutic encounters: what works? 
Therapeutic efficacy 

There is abundant evidence that chronic PTSD is a treatable condition. In fact, series 
of relevant clinical trials among adolescents and adults have been conducted. The British 
National Institute for Clinical Excellence recently reviewed many of these studies (NICE, 
200514). Moreover, there is initial evidence that suggests that early brief exposure – based 
interventions, consisting of a substantial number of sessions (e.g. n=5), accelerate recovery 
from acute PTSD (Foa, Hearst-Ikeda & Perry, 1995 ; Sijbrandy, Olff, Reitsma, Carlier, de 
Vries & Gersons, 2007). However, mixed findings have been reported in terms of longer-term 
efficacy (Sybrandy et al., 2007).  Foa et al. (1995) conducted a nonrandomized controlled 
trial in 20 recent female assault victims who met the criteria for a diagnosis of PTSD except 
for the time criterion of duration of symptoms for at least one month. The intervention 
consisted of four sessions of cognitive behavioral therapy containing imaginal exposure, in 
vivo exposure, relaxation exercises, cognitive restructuring and education. At two months 
after the assault, there were fewer PTSD cases in the intervention group relative to the 
comparison group. At 5.5 months, groups were only different as to the severity of 
                                      
14 NICE: National Institute for Clinical Excellence, UK (www.nice.org). 
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reexperiencing symptoms and depression. These findings were partly replicated by Sijbrandy 
et al (2007). These authors randomly assigned clients with acute PTSD either to a brief CBT-
program or to a waiting list control group. The program was based on the model developed 
by Foa et al. (1995) for crime victims. The main outcome measure was PTSD score 
assessed by structured interview. The program accelerated recovery from acute PTSD 
symptoms but did not influence long-term results. The briefness (n = 4 sessions) of the 
program in comparison with the 16-session PTSD treatment that is standard in their 
institution was an argument frequently heard from clients for  participating in the trial. 
Sijbrandy, Olff, Reitsma, Carlier, and Gersons (2006) also studied the effects of single 
session emotional ventilation debriefing and educational debriefing versus no debriefing - 
control on symptoms of PTSD, anxiety and depression in victims who were recently, 
approximately two weeks earlier, involved in a traumatic incident. Symptoms decreased in all 
three groups over time, without significant differences between groups in symptoms of 
PTSD. Compared with control participants, emotional debriefing had an adverse impact on 
participants with high baseline hyperarousal scores. 

Evidence-based interventions generally do not include an anger-focused component. 
In addition, there is a dearth of studies that examine therapeutic performance pertinent to 
anger outcomes (Renssen, 2002; Renssen & Winkel, 1999; Stapleton, Taylor & 
Asmundson15, 2006). Fairly recently, a single session of exposure to the perpetrator, a so-
called face to face restorative meeting, has been proposed as an empirically validated stand-
alone intervention that facilitates the reduction of feelings of posttraumatic anger, and curtails 
the motivation to engage in revenge and retaliation  (e.g. Angel, 2005; Sherman & Strang, 
2007; Sherman, Strang, Angel, Woods, Barnes, Bennett, Inkpen, & Rossner, 2005; Strang, 
2002; Strang, Sherman, Angel, Woods, Bennett, Newbury-Birch & Inkpen, 2006). From a 
psychological perspective, this suggestion is rather remarkable. It clearly deviates from the 
ideas depicted in figure 3. In addition, the efficacy of single shot interventions has been 
seriously questioned (Bisson, Brayne, Ochberg & Everly, 2007). Figure 3 presents a 
synthesis of the extensive research literature that focused on the therapeutic efficacy of 
trauma-focused psychological treatments (Brewin, 2005; NICE, 2005; Renssen, 2002; 
Rogers & Silver, 2002; Stallard, 2006). In particular, Exposure-based treatments16 and Eye 
Movement Desensitization and Reprocessing (EMDR) have attracted substantial research 
attention. Within-session (emotional) extinction appears to be a critical and necessary 
condition, but not a sufficient condition for recovery. The relation between within-session 
extinction and PTSD recovery (including anger reduction; Renssen, 2002) is moderated by 
type of cognitive behavioral treatment, and by the number of sessions included in the 
intervention. 
@ Figure 3 about here @ 
 
Van Emmerik, Kamphuis, Hulsbosch and Emmelkamp (2002) have conducted a meta-
analysis of single session debriefing. Despite its intuitive appeal, no indications for the 
efficacy of critical incident stress debriefing (CISD) were found. Some evidence even 
suggested a detrimental effect. For PTSD, effect size confidence intervals for CISD 
overlapped with those of non-CISD interventions and no intervention control study 

                                      
15 In this study, state anger was assessed with a single item (considered less reliable: 
2006:21) in terms of frequency of anger about various events, including sexual and physical 
assault, that had occurred on average more than 8 years earlier. There were no significant 
EMDR – Prolonged Exposure (PE) differences in efficacy. The relatively small effects in the 
EMDR condition may be due to ‘over-treatment’ that may yield anti-therapeutic effects 
(Renssen, 2002). To control for confounds in terms of number of sessions, 8 EMDR sessions 
were administered. This number is rather high in view of evidence that suggests that rapid 
extinction, thought to be mediated by nonverbal relaxation, can be established after a few 
EMDR sessions.  
16 Exposure processes have also been suggested in the restorative justice (RJ) literature as the critical 
mechanism of change, underlying restorative meetings. 
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conditions. This indicates that CISD is not more effective than non-CISD interventions or 
even not intervening at all. If anything, the mean weighted effect size in the PTSD domain 
was lower for CISD than non-CISD interventions and not intervening. Findings consistently 
demonstrated a lack of efficacy: this suggests that single session intervention does not 
contribute to a better outcome following traumatic exposure. McNally, Bryant and Ehlers 
(2003) observed that in the wake of the terrorist attacks at the World Trade Center, more 
than 9000 counselors went to New York City to offer assistance to rescue workers, families, 
and direct victims of the violence. These mental health professionals assumed that many 
New Yorkers were at high risk for developing PTSD, and they hoped that their debriefing 
interventions would mitigate psychological distress, and prevent the emergence of this 
syndrome. Psychological debriefing has undergone increasing empirical scrutiny, and the 
results have been disappointing. Although the majority of debriefed survivors describe the 
experience as helpful, Ehlers et al. (2003), also concluded that there is no convincing 
evidence that debriefing reduces the incidence of PTSD, and that some controlled studies 
suggest that it may impede natural recovery from trauma. Most studies show that individuals 
who receive debriefing fare no better than those who do not receive debriefing. Debriefing 
advocates, according to Ehlers et al., correctly state that most debriefed people appreciate 
the experience. This is true even in studies showing adverse effects of debriefing. Therefore, 
these authors believe that consumers’ satisfaction ratings apparently reflect polite 
expressions of gratitude rather than intervention efficacy. In addition, positive evaluation of 
an intervention may reflect an implicit attempt to justify invested effort. 
 
Anger extinction 
Anger extinction has been studied in a number of clinical trials (Renssen, 2002; Renssen & 
Winkel, 1999). The therapeutic efficacy of Eye Movement Desensitization and Reprocessing 
(EMDR) for reducing post traumatic anger has been consistently confirmed in three clinical 
trials. One of these trials consisted of an RCT that is of significance from a restorative justice 
perspective. In this study, EMDR was contrasted with (very) Brief Exposure Therapy.  
Assessments in terms of anger (hostility; SCL 90), interpersonal distrust (SCL 90), and PTSD 
arousal symptoms (PSS-SR) were made before and after therapy, and at 3 month follow up.  
@ table 2 ongeveer hier @ 
 
Analyses revealed a significant time by group interaction. Posttest and follow up scores on 
the anger-related measures were significantly lower in the EMDR condition. No significant 
differences emerged in the (very) Brief Exposure condition. These findings underscore the 
superior performance of EMDR. An important argument to explain differential efficacy, 
suggested by Rogers and Silver (2002, p. 49-50) relates to the much more flexible nature of 
the EMDR protocol, that allows free association in terms of beliefs and emotions. A client’s 
emotional switching from anxiety to anger is suppressed in exposure – based interventions, 
because it is interpreted as a strategic attempt to evade fear (cf. fear evasion model; Riggs et 
al., 1992). Exposure therapists are cautioned against allowing clients to avoid the most 
anxiety-eliciting details. In EMDR, however, clients are allowed to report on their experience 
with minimal guidance or probing from the therapist: “this leaves them free to report on 
whatever details seem salient to them, to jump ahead in time, or even to jump from event to 
event. Rather than a chronological progression through the details of the traumatic event, the 
progression of EMDR is often saltatory, with the client’s attention seeming to follow its own 
course, moving freely backward and forward in time” (Rogers & Silver, 2002: p. 50).    

Following Foa’s emotional processing theory, proponents of exposure therapy 
suggest that variables that promote attention to fear-relevant information should facilitate 
activation, habituation, and the modification of the fear structure. Therefore, treatment 
elements that distract the client from the feared stimulus should reduce the rate of 
habituation. Rogers and Silver (2002) suggest that the empirical support for this prediction is 
equivocal. In EMDR clients are asked to split their attention between the memory and the 
motor task of following the therapist’s hand with their eyes. If the assumptions underlying 
emotional processing theory are correct, this should have the effect of slowing the rate of 
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fear decrement, and yet the rate of decrement in EMDR appears to be faster than that found 
during simple exposure (Rogers, Silver, Goss, Obenchain, Willis, & Whitney, 1999). 
 
Restorative Justice 
Theoretical rationale 
A common trend in the extensive restorative justice (RJ) literature is to conceptualize face-to-
face meetings between the offender and the victim as therapeutic encounters that yield 
considerable benefits for victims (Acorn, 2004; Groenhuijsen, 2000; Groenhuijsen & 
Pemberton, 2007; Van Dijk, 2006; Van Dijk, Groenhuijsen & Winkel, 2007). Another common 
trend is to focus exclusively on benefits, and to ignore nocebo and anti-therapeutic effects. 
Benefits include recovery from PTSD (symptomatology), diminished anger, a curtailed 
motivation to seek revenge, enhanced forgiveness, and less self-blame (Pemberton, Winkel, 
& Groenhuijsen, 2006, 2007). The evidence base for the ‘victim benefits’ hypothesis – 
considered one of the main pillars of RJ -   is mainly anecdotal, or includes studies that focus 
on victim satisfaction with procedure, and on (often single retrospective) measures of 
perceived efficacy (Strang, 2002; Strang et al., 2006). Such measures do not provide an 
adequate substitute for genuine efficacy (Ehlers et al., 2003). In an attempt to provide a 
theoretical rationale for this hypothesis Sherman et al. (2005) have developed a model that 
can be called the positive exposure – (psychological) rapport model (see figure 4). 
@ Figure 4 about here @ 

The Positive Exposure – Rapport (PER) model is rooted in a multi-disciplinary 
perspective (Sherman et al., 2005: p.368). They suggest that the RJ hypothesis on victim 
benefits has been almost a theoretical afterthought. In practice, victims have been largely 
ignored in criminological theory. Nonetheless, two prominent theories outside of criminology, 
particularly from psychology and sociology, provide an adequate rationale, according to 
Sherman et al. (2005). Both components are thought to have direct main effects on outcome. 
In addition, the effects due to exposure are also (p.371) substantially mediated by rapport. 
The exposure component is mainly discussed within the wider framework of PTSD focused 
cognitive behavioral treatment (CBT), particularly prolonged exposure therapy (and flooding). 
The rapport component is discussed in terms of Collins’ recently developed sociological 
theory on interaction rituals. Although the term ‘rapport’ is not used, it turns out to be a critical 
mediator underlying the success of an interaction ritual.  

As to exposure, Sherman et al. (pp 369 – 370) suggest: A comparison of the CBT 
literature to the RJ process in our experiments suggests that a face-to-face  RJ conference 
has all the elements that are necessary for de-conditioning the fearful associations in victims’ 
recalling of the event. By bringing the single most fearsome association with a crime – the 
offender – into direct contact with the victim, an RJ conference provides a safe setting for de-
conditioning even fear of the offender himself. This, in turn, should theoretically promote fear 
reduction and hence reduction of PTSS. Meeting the offender in a safe place reminds them 
that associations with the event are not dangerous per se; that remembering the events is 
different from experiencing them again; that feeling anxious does not necessarily lead to loss 
of control. The natural anxiety involved in confronting one’s offender can be discharged 
safely in the police station or prison location of the RJ conference as a safe setting, reducing 
the PTSS that victim of serious crime experience. 

As to interaction rituals, Sherman et al. (2005: p. 371) suggest: Collins conceptualizes 
RJ conferences as an example of a larger category of social events that he formally defines 
as interaction rituals (IR). Interaction rituals are social encounters with four distinct features: 
1) people are physically together so that they are influenced by each others’ bodily presence; 
2) the boundaries of interaction membership are clearly defined so that everyone knows who 
is participating and who is not; 3) participants focus on a common purpose and know that all 
are focusing on it, and 4) participants share a common, if dynamic, emotional mood or 
‘entrainment’ experience. Feedback between these elements via mutual entrainment of 
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emotion and attention produces a shared experience17 at both the cognitive and emotional 
level. Collins specifically cites RJ conferences to illustrate his theory that both negative and 
positive emotions can drive an IR event towards success. His claim is that it is the intensity of 
emotions, rather than their content, that increases the chances of IR success. Anger, 
friendliness, fear or many other emotions may dominate the initial mood; emotional contagion 
may then take place nonetheless because everyone present is focusing intensely on the 
same feeling. This contagion can allow ritual to transform emotions from bad to good, binding 
together the participants in their commitment to shared morality and righteous anger at 
violations. Since RJ conferences may thus enlist the offenders in condemning their own 
conduct, they open the door to the “hate- the- sin- but- love- the- sinner “reintegration model 
suggested by Braithwaite. Collins suggests that RJ conferences are likely to be successful IR 
events because they are likely to feature high intensity of emotions, and are structured to 
include all the ingredients the theory posits. This should include the major symbol of group 
solidarity in RJ events, which is an apology by the offender to the victim. 

The PER-model is at odds with the treatment literature, summarized in figure 3. 
Contrary to the suggestions by Sherman, this literature provides no evidence for the efficacy 
of single-session debriefing. This literature neither provides support for the suggestion that 
single within-session habituation is a sufficient condition for PTSD recovery. In addition, 
various assumptions included in the PER-model are overly optimistic from a wider social 
psychological perspective. For victims who engage in self-blame, perpetrator’ statements “it 
is my fault”, or “I am fully responsible for this incident” represent “counter-attitudinal 
statements”. The suggestion that the mere (repeated) presentation of a counter-attitudinal 
position has a considerable impact on these victims is not likely to be valid for PTSD - victims 
who engage in trait-based self-blame, i.e. for victims who attribute the cause of the event to 
their character (character attributions). Attempts, made by others, to change trait-based 
(valid) beliefs often are counterproductive, and merely elicit ‘source derogation’ (Winkel, 
1984). It is a more viable suggestion for victims who ‘only’ engage in behavioral self-blame, 
but particularly under the condition that an active internal dialogue, in which the victim is 
focused on rehearsal, follows the presented statement. Evidence for this hypothesis can be 
derived from social psychological studies that examined the effects of counter-attitudinal 
writing (Calder & Ross, 1976; Cohen, 1962), and from clinical studies18 that examined the 
efficacy of counterfactual writing (Winkel & Blaauw, 2001; Winkel, Snijder, & Blaauw, 2000). In 
this latter study victims who engaged in behavioral self-blame (e.g. it is my fault, because, I 
have not done enough to prevent it) were allocated to a Pennebaker-based (1995) guided 
written disclosure protocol. They were ‘instructed’ to repeatedly write from the perspective ‘it is 
not  my fault, because I have done what I could do’. PTSD symptoms were assessed with the 
Impact of Event Scale. Analyses revealed significantly lower scores at follow-up relative to 
baseline assessments. 
@ figure 5 about here @ 

The relatively automatic association between exposure and rapport, suggested by the 
Sherman model, ignores the conditional nature of that relation (see figure 5). Research 
suggests that the persuasive impact of a message on the receiver (e.g. the victim) is 
moderated by (mental) distance to source (e.g. the perpetrator; Winkel, 1984, 1987). High 
distance is associated with low or detrimental impact. In addition, there is consensus in the 
treatment literature, that therapeutic efficacy is mediated, at least partly, by non-specific 
factors, including psychological rapport between therapist and client (Yalom, 1975). 
Moreover, studies on forgiveness suggest that anger at perpetrator is substantially correlated 
with mental distancing from the perpetrator (McCullough & Hoyt, 2002). People are more 

                                      
17 The terms ‘shared experience’, ‘common purpose’, and ‘common mood’ represent aspects of 
(established) positive rapport between perpetrator and victim. 
18 These studies were financially supported by the Achmea Foundation Victim and Society. 
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inclined to experience forgiveness19 regarding partners to whom they feel committed 
(McCullough, Rachal, Sandage, Worthington, Brown, & Hight, 1998), if they experience 
empathy for the transgressor (McCullough, Worthington, Rachal,1997) and if they avoid 
attributing responsibility and intentionality to the transgressor (McCullough & Hoyt, 2002). 
Finally, interpersonal interaction, particularly under the condition of a large mental distance 
between these persons, is likely to be unsuccessful due to the (enhanced) emergence of 
biases in information processing, including fundamental attribution errors20 (Ross,1977), 
ultimate attribution errors (Pettigrew, 1979), and context attributions (Vrij, Akehurst & Smith, 
2003;   Winkel, 1987a). The fundamental attribution error refers to the general tendency 
among observers to over-attribute negative behavior displayed by others to internal 
predispositions21: in the present context, this implies that victims tend to perceptually equate 
the perpetrator’s bad behavior with bad character. For angry victims hating the sin and hating 
the perpetrator is a much more likely association than hating the sin and loving the 
perpetrator. Context attributions refer to the (corresponding) propensity to attribute positive 
behavior to external circumstances: positive statements made by the perpetrator – I feel 
ashamed or guilty about my behavior – may then be attributed to context, the fact that they 
are made as part of the ongoing interaction ritual. Moreover, cross-cultural communication is 
susceptible to miscommunication, and biases mediated by nonverbal behavior (Winkel, 
1999). 

Empirical evidence 

In the abstract of “Restorative Justice: The Evidence” (Sherman & Strang, 2007) RJ is 
portrayed as a quite powerful intervention for perpetrators and for crime victims: A review of 
research on restorative justice (RJ) in the UK and abroad shows that across 36 direct 
comparisons to conventional criminal justice (CJ), RJ has, in at least two tests each: 

• substantially reduced repeat offending for some offenders,  
but not all; 

• doubled (or more) the offences brought to justice as diversion 
from CJ; 

• reduced crime victims’ post-traumatic stress symptoms and 
related costs; 

• provided both victims and offenders with more satisfaction 
with justice than CJ; 

• reduced crime victims’ desire for violent revenge against their 
offenders; 

• reduced the costs of criminal justice, when used as diversion 
from CJ; 

• reduced recidivism more than prison (adults) or as well as 
prison (youths). 

 
These conclusions are based largely on two forms of restorative justice (RJ): face-to-

face meetings among all parties connected to a crime, including victims, offenders, their 
families and friends, and court-ordered financial restitution. Most of the face-to-face evidence 
is based on consistent use of police officers trained in the same format for leading RJ 
discussions. These meetings have been tested in comparison with conventional criminal 
justice (CJ) without benefit of RJ, at several stages of CJ for violence and theft. 

                                      
19 In these studies the experience of forgiveness is often measured in terms of a reduced motivation to 
seek revenge, and a reduced motivation to avoid the transgressor. 
20 Defined as a candidate for the most robust and repeatable finding in social psychology (Jones, 
1990: p. 138). 
21 Pettigrew’s ultimate attribution error refers to the enhanced emergence of fundamental attribution 
errors in cross-cultural contexts, e.g. when the perpetrator and the victim have different ethnic origins. 
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The evidence for the victim benefits hypothesis is particularly based on the meta-analysis 
conducted by Sherman et al. in 2005.  All assessments forming part of that analysis were 
made in terms of single items (see table 3): methodologically, this is a less credible 
procedure, because no information is provided on the psychometric qualities of these items. 
Items include the following statements: 1. Apology: has the offender apologized to you; 2. 
Sincere apology: do you feel the apology was sincere; 3. Self-blame: do you blame yourself 
or place any responsibility on yourself for the crime (London study) or do you sometimes 
think that the incident might have been prevented if you had been more careful or less 
provoking (Canberra study); 4. Anger / revenge: would you do some harm to the offender if 
you had the chance (Canberra), or do you wish you could physically retaliate against the 
offender now, and 5. Forgiveness: have you forgiven the offender. 
@Table 3 about here@ 
 
The table clearly reveals that all conclusions are derived from between-group comparisons. 
There is no evidence that documents enhanced forgiveness or reduced anger within groups. 
These within-effects are important because they are thought to provide the first chain in the 
process leading to PTSD recovery. In the Sherman et al. studies no information is available, 
due to the simple fact that no baseline assessments prior to the interventions were 
conducted. This is an uncommon procedure in the psychological treatment literature. More 
importantly, this is an unfortunate procedure, because it allows interpretations (that can not 
be tested, and disqualified, due to a lack of pertinent data) that have nothing to do with RJ-
efficacy, the interpretation preferred by Sherman and Strang. Alternative interpretations 
include the hypothesis that the differences are due to worsening in the CJ control group, and 
the hypothesis that these differences merely reflect pre-existing differences between the two 
samples, in the sense that RJ victims already had more favorable scores in terms of anger 
and forgiveness, before the intervention. As to worsening, Orth and Maercker (2004) have 
revealed evidence that suggests that a victim’s moral dissatisfaction with a verdict slows 
down the process of recovery from PTSD. Findings reported by Winkel, Spapens, Letschert, 
Van Dijk, and Groenhuijsen (2006), in addition, suggest that victims at risk of PTSD are 
significantly more dissatisfied with the police, the prosecution service, and their trial. From a 
victimological perspective, the studies thus include a less appropriate standard of 
comparison22. This standard moreover creates an important procedural difference between 
the two victim samples: CJ can be accomplished without the victim’s consent; RJ ultimately 
rests on the victim’s willingness to participate. However, willingness to participate is 
substantially associated with altruistic motivation, i.e. to contribute to helping the perpetrator 
to get straight again (Winkel, 2004). Victims who decided to participate in RJ may have felt 
more committed to the perpetrator (less anger, more forgiving) than the victims assigned to 
the control condition. 
 Angel (2005) made a major step forward in terms of measures: PTSD was assessed 
with the revised Impact of Event Scale (IES-R). At initial assessment, that is, during the first 
interview after the intervention (or trial), the boxplot (2005: p.73) of raw IES-R scores 
suggests that the conference group more frequently consisted of victims with a probable 
PTSD (IES-R > 35) relative to the control group (4:1). This finding does not appear to ring the 
alarm bell of possible worsening. Instead, victims with a probable PTSD are only labeled as 
“outliers”, and some differences between groups are ‘made’ significant through exclusion of 
an “extreme outlier” (IES-R > 60) from the RJ sample. Angel (2005: p. 76) concludes: At the 
initial interview, conference participants had lower levels of PTSS23 than control group 
participants (10.06 vs. 14.81), although this reached only marginal significance (p = .07). 
Once the extreme outlier was dropped from the dataset, conference scores decreased by 
nearly one point and differences between conference and control groups became statistically 

                                      
22 This standard makes sense from a criminological perspective, i.e. when testing for differential 
efficacy in terms of special prevention. 
23 The conclusion that these victims had lower IES-R scores is obviously less suggestive than the 
conclusion that these victims had lower levels of post- traumatic symptomatology. 
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significant (p = .044). At the 6-month follow-up interview, conference participants maintained 
lower PTSS scores than control group participants (6.03 vs. 10.23), which reached marginal 
significance (p=.069). Again, once the extreme outlier in the conference group was dropped 
from the analysis, differences in PTSS scores between conference and control groups 
became statistically significant (p = .043). Obviously, these significant differences do not 
provide evidence for recovery from PTSD (again, no baseline assessments): in terms of 
mean scores the average victim included in both samples is not a victim with probable PTSD 
(cutoff score > 35), or a victim with severe post-traumatic symptomatology. 
@table 4 about here@ 
 The studies conducted by the Sherman–group consist of black-box comparisons: no 
attempts were made to examine the mechanisms of change suggested by the PER-model. 
Moreover, the PER-model pays more attention to the perpetrator than to the victim as a 
participant. For victims, the meeting provides a platform to express their views and feelings, 
and for angry victims to express their anger at the perpetrator. Winkel, Schweizer, and 
Pemberton (2007) have conducted a study that examined the direct and rapport mediated 
effects of a sincere apology on anger-reduction within the context of anger-expression. Both 
effects are predicted by the PER-model. Particularly, these authors were interested in the 
(added) benefit of a sincere apology. Subjects, who were involved in an anger-provoking 
incident, were randomly allocated to one of two anger-expression conditions. In both 
conditions, subjects were instructed to write about their anger, during 4 sessions. In the 
apology-based condition, subjects were presented with a sincere apology from the 
transgressor, after the first writing session. The other condition did not include a sincere 
apology. Assessments, at baseline (before) and at follow-up after the intervention were made 
with the Transgression-related Interpersonal Motivation Scale (TRIM). The TRIM yields 
measures for forgiveness, anger / revenge and for distance to perpetrator (avoidance). The 
main findings are summarized in table 4. Analyses revealed significant ‘time’ effects only on 
forgiveness and anger; no significant interactions emerged. Expressing anger at the 
perpetrator appeared to result in enhanced forgiveness and reduced anger. These findings 
are promising from the perspective that PTSD-victims more often hold in their anger (Orth & 
Wieland, 2006; Riggs et al., 1992). Presentation of a sincere apology did not result in 
additional benefits: it neither had an impact on reducing distance to perpetrator, nor did it 
result in reduced anger. No confirmation was found for the predictions based on the PER-
model. Adverse effects on anger emerged in a substantial portion of participants: the 
emergence of these effects was not mitigated by the presentation of a sincere apology. 
 
RJ-Summary. 

In summary: The evidence base for the efficacy of single session RJ meetings is 
weak, both from a theoretical perspective and in terms of available data. A restorative 
practice that solely focuses on single meetings with the perpetrator is not likely to meet the 
evidence-based criteria for effective victim support. A major challenge for a restorative 
practice that is driven by the ‘first do no harm’ principle (primum non nocere - principle ) and 
aimed at assisting victims in overcoming chronic emotional coping failure, including recovery 
from post-traumatic anger, is to develop multi-session restorative programs, based on the 
three-way perspective, outlined in figure 6. A major challenge for empirical victimology is to 
evaluate these programs on the basis of appropriately designed RCTs: there is a dearth of 
evidence that supports the unique (added) contribution of RJ meetings beyond more 
common psychological treatment procedures aimed at recovery from posttraumatic anger.  
@ Figure six about here@ 
 

Domestic violence 
Silent revolution 
Domestic violence is an umbrella-term for a research agenda that includes studies on child 
abuse and neglect, the intergenerational transmission of violence, violence between intimate 
partners (IPV), and witnessing inter-parental violence. Studies by Baldry (2003; 2007; Baldry 
& Winkel, 2004) have revealed, for example, that witnessing mother-to-father violence is 
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associated with both internalizing and externalizing problem behaviors in preadolescents. 
Hotaling and Sugarman (1986, 1990) conducted a meta-analysis, based on more than 50 
studies investigating 40 potential correlates of intimate partner violence. Their findings 
indicate that for male perpetrators experiencing or witnessing parental violence was the most 
consistent risk factor. For adult female victims, exposure to inter-parental violence in the 
family of origin and low self-esteem were the only two consistent risk factors. Particularly, the 
IPV-domain has gone through a silent revolution, a shift of paradigm in the sense of Kuhn 
(1962). Overview 1 provides a summary of a number of features illustrating this shift. Outside 
of the research arena, this shift has remained largely unnoticed. The shift may have various 
policy implications, e.g. for treatment and for risk assessment (Baldry & Winkel, 2007). The 
US policy of mandatory arrest, no drop prosecution, and referral of ‘male batterers’ to Duluth 
model-based interventions is (almost) exclusively informed by the classic paradigm (Corvo & 
Johnson, 2003; Dutton & Corvo, 2006, 2007; Gondolf, 2007). Dutton and Corvo (2007:13) 
recently suggested: “by any reasonable empirical outcome standard, Duluth intervention is a 
failure. Duluth interventions cannot succeed because they lack the essential elements for 
therapeutic success”. The empirical work of Archer (2000, 2007), Dutton (2007), Johnson 
(1995, 2006), Moffitt (i.e. Ehrensaft, Moffitt & Caspi, 2004, 2006) and Straus (2005) have 
significantly contributed to the paradigm-shift. The victimological upshot of the shift is 
currently far from fully understood. However, one implication is clear: the conventional 
hypothesis that suggests that female victims involved in IPV - the group that has traditionally 
received the most research attention - consist of a homogeneous group lacks a valid 
evidence base. There are critical within-group behavioral differences: Type 1 victims mainly 
have unilateral experiences, and do not engage in active violent behavior themselves; type 2 
victims mainly have bi-lateral experiences, and do engage in active violent behavior. 
Emotions, rather than control and dominance (e.g. ínstrumental violence), provide a ‘motive’ 
underlying this violent behavior: fear and anxiety may suppress and anger may facilitate 
behavioral expression (cf. Finkel, 2007). 
 
# Overview 1 about here # 

Capaldi and Kim (2007) have recently argued for an enhanced focus on the 
interpersonal behavioral dynamics involved in victimization. There is broad empirical support 
for this suggestion (Capaldi & Kim, 2007: pp. 258 – 259):  Recent findings regarding stability 
and change in aggression in couples emphasize the importance of a dyadic approach to 
understanding violence. In a longitudinal study of a community sample of young couples, 
Capaldi, Short and Crosby (2003) found that there was significant stability in physical and 
psychological aggression toward a partner by both the young man and woman, if the couple 
remained intact from late adolescence to young adulthood. However, if the young man was 
with a new partner, there was no significant correlational association in physical or 
psychological aggression (as reported by the man and woman for each partner) across the 
period. This finding indicates that the men’s aggressive and violent behavior showed stability 
if he remained with the same partner over time, but changed substantially when they were 
with new partners. This change was likely due to differences in interaction patterns across 
relationships. This could not be accounted for by a “honeymoon” effect at the start of the 
relationships with the new partners. Further evidence in support of a dyadic approach was  
found in that, for the couples who stayed together, the men’s violence toward a partner at 
age 20 -23 years was just as well predicted by his partner’s prior physical aggression as by 
his own. In addition, change scores in violence for each partner over time were strongly 
associated, indicating that the partners tended to increase or decrease in violence together 
or in a synchronized fashion.  

Capaldi and Kim’s suggestion resonates with the policy implications Moffitt, Robins, 
and Caspi (2001) derived from their study. These authors studied a representative sample of 
360 young-adult couples from a birth cohort. They also found abuse was a dyadic process. 
Both partners’ personal characteristics increased abuse risk, and both sexes participated in 
abuse, particularly in clinical abusive couples having injury of official agency intervention. 
Treating only men may not reduce risk completely for most young couples. As to policy, 
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Moffitt et al. (2001: p.5) suggest the development and evaluation of programs to reduce 
physical abuse by women. Prevention programs could aim to reduce abusive behavior by 
both sexes and promote victim safety among both sexes. Policies against treating women in 
abusive couples may act counter to prevention. 

The paradigm-shift has been accompanied by a gender-based prevalence debate 
(Tolan, Gorman-Smith & Henry, 2000) on the perpetration and initiation of violence. Authors 
embracing the gender-asymmetry position (Cook & Goodman, 2006; Dobash & Dobash, 
2004; Stark, 2006) suggest that it is overwhelmingly men who perpetrate violence against 
women partners. The gender-symmetry position (Archer, 2000; Dutton & Nicholls, 2005; 
Straus, 2005) suggests that women are as likely as men to perpetrate violence against an 
intimate partner. The ‘gender debate’ has been murky, because the term gender here often 
refers both to the sex of the individual, and to the motive underlying violent behavior. This 
dual connotation is most likely due to Johnson’s (1995) original distinction between 
‘patriarchal terrorism’ (male perpetrated, dominance and control driven unilateral violence) 
and ‘common couple violence’24 (e.g. gender symmetry). Based on a “tsunami of data”, 
Dutton’s attack on the gender paradigm (e.g. Dutton & Corvo, 2006, 2007; Dutton & Nicholls, 
2005) is both an attempt to de-emphasize the over-involvement of male perpetrators in 
intimate partner violence (type 1 male victims), and an attempt to de-emphasize the role of 
patriarchal control, beliefs and attitudes as risk factors associated with violence. Instead, 
Dutton’s theory (1999) suggests that male violence is more often ‘anger driven’, and has a 
traumatic origin. This traumatic origin includes early shaming experiences, attachment 
problems, and witnessing inter-parental violence (cf. Baldry, 2003, 2007; Delsol & Margolin, 
2004; Feldman, 1997). Dutton (1999) moreover suggests that there are substantial 
similarities in the “clinical profiles” of trauma victims and male perpetrators: he directly links 
male perpetration to PTSD and particularly to functioning in false alarm (anger)–mode (see: 
figure 2a and 2b). In addition, Walker (1979) describes “battering episodes” as erupting form 
inner tensions. 
 Behavioral differences between female victims also emerge in samples studied by 
proponents of the classic paradigm. Dobash and Dobash (2004) studied female victims of 
men who had been arrested for an offence that involved an incident of violence against the 
woman or damage of domestic property in the context of domestic conflict. Of the entire 
sample, 80% of the men were arrested and convicted for assault and 20% were convicted of 
offences involving breach of the peace, damage to property and threatening behavior. The 
couples were asked how often the woman had been violent to the man during the year prior 
to the interview. Just under half of the men and women agreed that there had been no 
physical violence perpetrated by the woman against the man. Of those reporting violence by 
the woman: 44.2% of women and 50.6% of men reported one to four events; 4.2% of 
women, and 7.4% of men reported 5 to 9 events, and 5.3 % of women and 2.1% of men 
reported ten or more events perpetrated by the woman. 

Acknowledgement of the paradigm-shift implies an open mind for the following 
suggestions: 

1. The portrayal of female victimization only in terms of ‘terrorized women’ is a 
suggestive stereotype that ignores important differences between these victims. 
Reinforcement of this stereotype does not serve the interests of these victims ; 

2. The emerging debate over the plight of male victims, and the plea for an enhanced 
focus on male victimization, has a more valid empirical basis for ‘Western’ countries, 
or more generally for cultures, that score high on individualism, gender equality, and 
low on power distance (Archer, 2007; Fischer & Manstead, 2000; Hofstede, 1991), 
and 

3. The initiation of violence is more strongly associated with emotional motives than with 
(patriarchal) control motives. 

 

                                      
24 More recently Johnson introduced the terms ‘intimate terrorism’ and ‘situational couple violence’ 
(e.g. Johnson, 2006) 
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PTSD and re-victimization 
PTSD appears to have the features of a Janus face, in the sense that it simultaneously is a 
repercussion and a precursor of criminal victimization, including assaultive violence (Stein, 
Jang, Taylor, Vernon & Livesley, 2002; Storr, Ialongo, Anthony & Breslau, 2007). PTSD 
appears implicated as a risk factor for sexual revictimization (Sandberg, Matorin & Lynn, 
1999; Messman - Moore, Brown & Koelsch, 2005; Risser, Hetzel-Riggin, Thomson & 
McCanne, 2006). However, there is no consensus regarding the precise mechanism 
underlying the link (Irwin, 1999; Schumm, Stines, Hobfoll & Jackson, 2005; Macy, 2007).  

There is at least initial (direct and indirect) evidence for the hypothesis that PTSD is 
also a risk factor for re-victimization in the context of intimate partner violence. There have 
been a number of efforts in recent years to develop scientifically sound risk assessment 
instruments and procedures (Dutton & Kropp, 2000). Examples include the Danger 
Assessment Scale (DAS), developed by Campbell (1995, 2007), and the Bsafer25, based on 
the Spousal Assault Risk Assessment Guide (SARA), developed by Randy Kropp and others 
(Kropp, Hart, Webster & Eaves,1994, 2000). Various studies have documented substantial 
correlations between these instruments and PTSD symptoms. Campbell’s findings indicate 
that the DAS was significantly associated with these symptoms (r = .56 - .62). Similar 
findings emerged in two studies conducted by Wilbers (2007): analyses revealed substantial 
correlations (.43 - .83) between PTSD symptoms, assessed with the Trauma Screening 
Questionnaire (TSQ) and risk assessments made by victim support workers, derived from a 
SARA-based interview with female victims involved in intimate partner violence. In addition, 
Winkel (2007) has provided evidence that supports the predictive potential of the Scanner for 
revictimization: the Scanner was developed as a tool to identify victims at risk of chronic 
PTSD. 

Krause, Kaltman, Goodman & Dutton (2006) have provided direct evidence for a link 
between PTSD and female revictimization. Their sample consisted of 405 women recruited 
to participate in a longitudinal study of IPV from one of three sites at which they were seeking 
services for violence committed by a former or current male partner (see: table 5). Sites 
included a shelter for battered women, a domestic violence protection order court and a 
domestic violence criminal court. PTSD was assessed with the PTSD checklist (PCL). 
Revictimization was assessed with a revised version of the Conflict Tactics Scale (CTS) that 
included a physical assault and sexual coercion subscale. These assessments were made 
every three months, over a 1-year follow up period. 
@ table 5 about here @ 
Table 5 reveals that total PTSD symptoms differed between groups, with re-victimized 
women reporting greater overall symptomatology at baseline compared to non-re-victimized 
women. However, differences across groups were not uniform across PTSD symptom 
clusters. Specifically, neither reexperiencing nor avoidance symptoms differed at baseline 
between groups. Women who were re-victimized over the year reported more numbing and 
hyperarousal symptoms compared to those who were not subsequently re-victimized. In 
terms of the false alarm model of PTSD, these findings suggest that female victims who are 
functioning in false alarm mode are at elevated risk of re-victimization. 
 In the Moffitt et al. (2001) “Dunedin study” PTSD was indirectly assessed in terms of 
the propensity to experience negative emotional states (anger, anxiety) in response to stress. 
More specifically, this propensity – called negative emotionality (NEM) – was based on a 
higher order factor, derived from the Multidimensional Personality Questionnaire (MPQ). This 
measure was completed by the original members of the Dunedin study when they were 18 
years old (three years prospective to the abuse measure) and by their partners when the 
partners joined the study (concurrent with the abuse measure). The NEM measure was 
prospective for 60% of the women and 40% of the men: it was completed by both partners in 
339 heterosexual couples (see figure 7) 
@ Figure seven about here@ 

                                      
25 Bsafer; Brief Spousal Assault Form for the Evaluation of Risk 
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Abuse was assessed in the context of a 50-minute interview protocol about the intimate 
relationship. The physical abuse scale – a CTS like measure – comprised 13 items 
describing physical acts such as slapping, strangling, kicking, beating up, hitting, forcing sex, 
and using a weapon. The ‘yes’ – responses to each item were summed to create a scale of 
the variety of different assaultive behaviors performed (“variety score”). For this couples 
analysis, Moffitt et al. measured each participant’s perpetration (victimization) by averaging 
together two data sources: an individual’s self-reported perpetration and his or her partner’s 
reports of being victimized by the individual. Averaged, these two measures formed a reliable 
composite representing consensually agreed-on assaultive behaviors. The couples analysis 
revealed a substantial correlation between male and female (re)victimization: this finding 
suggests that abuse perpetration in couples is to a large extent reciprocal. The victim’s NEM 
made an independent contribution to the likelihood of his or her victimization. Separate 
analyses showed that when both partners were high on NEM – a relatively uncommon 
situation in the present sample – the odds of a woman abusing her partner were increased 
6.9 times, and the odds of a man abusing his partner were increased 6.0 times, compared 
with couples having both partners in the low NEM-quartile. Overall, the NEM-findings 
reported by Moffitt et al. (2001) suggest that the vulnerability for re-victimization and the 
susceptibility to develop chronic PTSD are rooted in the same traits. From this perspective, a 
major challenge for future studies is to unravel the dual links between PTSD and re-
victimization, particularly in the sense of an association between posttraumatic anger and 
type 2 victimization, and between type 1 victimization and posttraumatic anxiety26. The 
general advice to refrain from PTSD treatment in an ongoing abusive relationship seems less 
appropriate when PTSD contributes to re-victimization. 
@ Figure 8 about here @ 
  
Moffitt’s NEM-measure may have been biased to assessing anger states. Maekoya (2007) 
assessed anger and hostility with the Buss-Perry (1992) Aggression Questionnaire (AQ). The 
AQ was used in a number of studies included in the Orth and Wieland (2006) meta-analysis 
on posttraumatic anger. Intimate partner abuse was assessed in terms of both perpetration 
and victimization with a 4-item CTS-like physical abuse scale. Sum scores on the 
victimization measure were used to create four groups, representing no (controls), low, 
moderate and high re-victimization – involvement. Findings revealed that the relations 
between anger and hostility (see: figure 8) and re-victimization were moderated by type of 
victimization27. The figure suggests that anger (and hostility; not shown) did not differ 
between control-participants and type 1 victims, who were involved in unilateral experiences. 
For type two victims, however, anger scores clearly increased with level of revictimization-
involvement.  Type 2 victims who were often re-victimized reported the highest anger-scores.  

Expanding on previous SARA-focused studies (Baldry & Winkel, 2007; Dutton & 
Kropp, 2000; Kropp et al., 2000) and an inclusion of the findings relating to PTSD, presented 
in this section, suggest an interesting starting point for developing a brief actuarial self report-
tool to identify victims at risk of revictimization (see: figure 9). The SARA (R28)-model 
suggests that ultimate risk is a composite of three separate sources, relating to prior history 
of victimization, PTSD signals, and relationship satisfaction. A major aim of the SARA-
project, conducted by Intervict, and financially supported by the Achmea Foundation Victim 
and Society is to replace the current question marks with empirically based cutoff-values that 
represent absence or presence of risk within these various sources. 
@ figure 9 about here@ 
 

                                      
26 These hypotheses are currently further explored by an Intervict team, consisting of Anna Baldry, 
Karlijn Kuijpers and Antony Pemberton. The team is financially supported by the Achmea Foundation 
Victim and Society. 
27 I am indebted to Chie Maekoya for sharing her data with me. 
28 R represents: Revictimization and Revised version. The resource-loss perspective is further studied 
by Maarten Kunst. 
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Conclusions 
The main arguments presented are summarized in a few bullets: 

• Filtered processing: The Amsterdam Arena is probably too small to accommodate the 
annual number of victims in need of formal support due to chronic PTSD. Selective 
emotional processing theory de-emphasizes the role of suppression in the 
development of this condition. Instead, validation is presented as the main 
mechanism underlying cognitive-emotional perseverance. Victims functioning in false-
alarm-mode are oversensitive to, and tend to ‘convert’ noise into danger signals in 
their environment that are perceived as anger- or fear cues. In terms of intervention, 
common emotional processing theory provides a more obvious link to exposure-
based therapy than selective processing theory. 

• Procrustus bed: The inclusion of PTSD as an anxiety disorder in the DSM has served 
as a bed of Procrustus: it has reinforced the stereotype that victims with PTSD are full 
of fear and anxiety, and not full of anger. There is extensive research evidence that 
suggests that PTSD and anger are often substantially associated. From this point of 
view, PTSD also qualifies as an anger disorder. 

• What works? Chronic PTSD is a treatable condition. There is an extensive, mainly 
RCT-based, research literature on treatments that contribute to recovery from PTSD. 
This literature includes a number of clinical trials that consistently demonstrate that a 
few sessions of EMDR facilitate the process of recovery from post traumatic anger. 

• Teleology: The treatment literature provides clear guidelines for developing 
restorative justice (RJ) interventions that meet the criteria for effective victim support.  
The repeated claim made by some experimental criminologists that a single meeting 
with the offender is a sufficient condition for recovery from PTSD, including post 
traumatic anger, is at odds with the treatment literature. The alleged evidence base 
for this claim mainly rests on a teleological reading of available data. These data do 
not even document within-session emotional extinction in terms of anger or anxiety. 
RJ-theory generally overlooks the potential of single-session secondary victimization, 
induced by common attribution processes triggered when perpetrator and victim are 
strangers.  

• Janus face: There is accumulating evidence for the suggestion that PTSD is not only 
a repercussion of criminal victimization but also a precursor of repeat victimization. 
From this perspective PTSD treatment may have preventive potential.   

• Silent revolution:  The domain of intimate partner violence and victimization has gone 
through a shift of paradigm that has remained largely unnoticed outside of the 
research arena. The portrayal of female victimization only in terms of ‘terrorized 
women’ is a suggestive stereotype that ignores important differences between these 
victims. There have been a number of efforts in recent years to develop scientifically 
sound risk assessment instruments and procedures. The predictive validity of 
instruments aimed at identifying intimate partners at risk of re-victimization may be 
enhanced through including a PTSD-focused assessment, sensitive to anger and 
anxiety states experienced by victims.  

 
 
 
Dankwoord 
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Figure 1b
Resus model: Selective cognitive processing 
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Figure 2a
False alarm model of PTSD (Cannon): Maintained emergency response
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Figure 2b
False alarm model of post traumatic anger and anxiety (Panksepp)
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Table 1 
Performance of early symptoms, assessed within 1 month, to predict crime-related  
PTSD at 6 months 
 
 
 
Number of 
Symptoms 

 
Sensitivity 

 
Specificity 

 
Positive (PPV) 
Predictive Value 

 
Negative (NPV) 
Predictive Value 
 

 
(A) Re-experiencing 

    

At least 3 symptoms .96 .79 .26 .99 
At least 4 symptoms .59 .90 .30 .96 
At least 3 symptoms .71 .85 .55 .92 
At least 4 symptoms .46 .92 .59 .87 
(B) Arousal     
At least 3 symptoms .87 .78 .23 .99 
At least 4 symptoms .70 .89 .33 .97 
At least 3 symptoms .71 .81 .49 .92 
At least 4 symptoms .64 .84 .51 .91 
Any 6 (A or B) .88 .78 .33 .98 

 

Overview 1
Domestic violence paradigm shift: Classic versus Comprehensive 
model

• Aggression
– Instrumental: control 

(dominance) driven

• Direction
– One-sided

• Roles
– Fixed (perpetrator/victim)

• Risk Revictimization
– Fixed (high)
– Cycle of violence 

(perpetuated)

• Aggression
– Instrumental
– Emotional / reactive
– Both features

• Direction
– One sided
– Two-sided / mutual

• Roles
– Fixed & role flexibility re. 

behavior & gender
• Risk

– Variable
– Low, moderate, high
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Table 3 
Summary of the Sherman et al. (2005) findings for restorative and conventional justice in 
terms of the proportions of victims who endorse items presented.  
 
Items:  

Restorative Justice (RJ) 
 
Conventional Justice (CJ) 

Victim received apology* 
 

184/219 32/227 

Received sincere apology* 
 

151/218 19/226 

Forgiveness* 
 

74/ 97 55/100 

Victim self blame 
 

60/227 58/219 

Revenge / Anger* 9/219 32/226 
 

 
* Represents significant difference between conditions  
 
 
 
 
 
Table 4 
Means and standard deviations (sd) on TRIM related measures at baseline and follow up. 
 
 No Apology / Anger Expression Apology based anger expression 
 Baseline Follow up Baseline Follow up 

TRIM M sd M sd M sd M sd 
Forgiveness*  2.86  

 1.95 
 3.50  

 1.84 
 2.87  

2.06 
 3.77  

2.02 
Anger / 
Revenge* 

17.96  
 8.10 

16.37  
 8,16 

18.95  
8.42 

16.40  
8.12 

 
Avoidance 
(Distance) 

29.16  
10.79 
 

28.50  
11.85 

30.58  
12.19 

29.39  
10.34 

 
TRIM: Transgression Related Interpersonal Motivation scale; Forgiveness range 1-7(high), 
anger 35 – 5 (low), avoidance / distance to perpetrator 7 – 49 (high). * denotes a significant 
time effect. 
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Table 2 
Mean scores (and standard deviations) on anger-related measures for victims treated with 
EMDR or Brief Exposure (BE), assessed before and after the program and at 3 month follow-
up 
 
 

 Pre test Post test Follow up 
 M    (sd) M    (sd) M    (sd) 
Arousal*    
EMDR  7.91  (2.33)  2.84  (2.31)  2.94  (2.46) 
BE  6.94  (3.26)  6.83  (3.07)  7.18  (4.31) 
Anger/hostility*    
EMDR 11.62  (3.16)   8.22  (1.87)   7.36  (0.71) 
BE 11.33  (4.34) 11.54  (5.30) 11.34  (5.23) 
Interpersonal 
Distrust* 

   

EMDR 37.84  (14.21) 27.63  ( 9.65) 28.17  ( 8.68) 
BE 34.36  (11.77) 33.26  (13.48) 32.54  (15.13) 

 
* denotes significant time by treatment interaction. 
 

Figure 3
Efficacy of therapeutic interventions
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Figure 4
Positive exposure -rapport model (Sherman – Strang)
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Figure 5
Alternative RJ-model
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Sincere apology
(interaction ritual)
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Figure 8 Intimate partner physical violence: 
Anger scores of type 1 and type 2 victims
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Figure 6
Restorative Justice: a three-way perspective

Multi-session
Restorative program

1. Working Ingredients
(informed by treatment literature)
2. Focus: Rapport building
(guided written exchange during shuttle 

mediation)
3. Face-to-face meeting (late session)

Restorative 
effects

 
Table 5 
Means and standard deviations on PTSD symptoms, assessed at baseline by re-
victimization status, assessed during 1-year follow up. 
 

 No re-victimization Re-victimization 
Baseline: M (sd) M (sd) 
PTSD total* 45.25 17.78 50.56 18.65 
Reexperiencing 13.37 06.30 14.26 06.54 
Avoidance 05.22 02.66 05.46 02.83 
Numbing* 12.02 05.58 14.12 06.03 
Hyperarousal* 14.60 06.05 16.59 05.97 

* Significant difference between groups. 
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Figure 7
NEM -model of intimate partner victimization
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Figure 9
SARA(R)- model of risk assessment
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