Emotion Dysregulation as a Potential Risk Marker for Victim-Perpetrator Involvement in Intimate Partner Violence in Mental Disorders – Additional File 1

Method Section: 
Comorbidities of the current sample 
Table S1: Cross-Tabulation of Primary and Secondary Diagnoses Among Patients
	Primary \ Secondary
	ADHD
	Anxiety
	Bipolar
	Depression
	Insomnia
	Other
	Personality
	PTSD
	Substance Use

	ADHD
	-
	4
	0
	7
	0
	0
	0
	2
	0

	Anxiety disorder
	2
	-
	0
	2
	1
	2
	0
	0
	0

	Bipolar disorder
	0
	0
	-
	0
	0
	0
	1
	0
	0

	Depression
	3
	0
	0
	2
	2
	1
	0
	0
	1

	Insomnia
	0
	0
	0
	0
	-
	0
	0
	0
	0

	OCD
	1
	1
	0
	1
	0
	-
	0
	0
	0

	Personality disorder
	4
	1
	1
	8
	0
	1
	-
	0
	1

	PTSD
	1
	1
	0
	4
	0
	0
	0
	-
	0

	Schizophrenia spectrum
	1
	1
	0
	3
	0
	0
	2
	-
	0

	Substance use disorder
	1
	0
	1
	0
	1
	0
	0
	0
	-


Note. Values are counts (n). Rows represent primary diagnosis; columns represent secondary diagnosis. OCD = obsessive-compulsive disorder. Cells with 0 indicate no co-occurrence observed in the sample. The depression-depression comorbidity shows the “double depression” phenomenon: the coexistence of a major depressive episode and persistent depressive disorder (dysthymia). 

Table S2: Sample Characteristics by IPV Roles
	Variable
	Victim
n = 31
	Perpetrator
n = 5
	Victim-Perpetrator
n = 42
	None
n = 50
	p-value

	Psychiatric Status
	
	
	
	
	.063

	Healthy Control
	6 (19.4%)
	2 (40.0 %)
	6 (14.3%)
	18 (36.0%)
	

	Patient
	25 (80.6 %)
	3 (60.0 %)
	36 (85.7%)
	32 (64.0%)
	

	Sex
	
	
	
	
	.668

	    Male
	14 (45.2 %)
	1 (20.0 %)
	17 (40.5 %)
	24 (48.0%)
	

	    Female
	17 (54.8 %)
	4 (80.0 %)
	25 (59.5 %)
	26 (52.0%)
	

	Diagnosis
	
	
	
	
	.060

	ADHD
	4 (17.4 %)
	1 (33.3 %)
	6 (18.8 %)
	3 (10.0%)
	

	Anxiety disorder
	3 (13.0%)
	0 (0.0%)
	1 (3.1 %)
	3 (10.0 %)
	

	Bipolar disorder
	0 (0.0%)
	0 (0.0%)
	2 (6.3 %)
	3 (10.0 %)
	

	Depression
	6 (26.1 %)
	0 (0.0%)
	2 (6.3%)
	10 (33.3 %)
	

	Insomnia
	0 (0.0%)
	0 (0.0%)
	1 (3.1 %)
	1 (3.3 %)
	

	OCD
	1 (4.3 %)
	0 (0.0%)
	0 (0.0 %)
	2 (6.7 %)
	

	Personality disorder
	3 (13.0 %)
	1 (33.3 %)
	11 (34.4 %)
	2 (6.7 %)
	

	PTSD
	1 (4.3 %)
	0 (0.0%)
	5 (15.6 %)
	2 (6.7 %)
	

	Schizophrenia spectrum
	5 (21.7 %)
	0 (0.0%)
	2 (9.4 %)
	3 (10.0 %)
	

	Substance use disorder
	0 (0.0%)
	1 (33.3 %)
	1 (3.1%)
	1 (3.3%)
	



Note. Values are n (%). Percentages are reported within IPV roles. p-values were derived from chi-square tests (Psychiatric Status, Sex) or Fisher’s exact test with simulated p-value based on 10,000 replicates (Diagnosis), used where expected cell counts were too small for the standard chi-square approximation. 

Results Section: 
Robustness Checks: Controlling for Life History of Aggression (LHA)
Given that LHA and IPV perpetration assess conceptually related behaviour (e.g., "I have shouted at someone" vs. "I have shouted at my partner"), we first examined their association directly. LHA and IPV perpetration scores were substantially correlated (Spearman's ρ = .47, p < .001), consistent with considerable item-level content overlap between the two measures. This could suggest that controlling for LHA in models where perpetration is the outcome, or contributes to it, does not isolate an independent third-variable confound, but rather tests whether the focal predictors retain value beyond a closely related, overlapping measure of aggressive behaviour. 
	For H1, psychiatric status remained a significant predictor of overall IPV involvement when controlling for LHA, though the effect was somewhat attenuated (B = 2.80, SE = 1.38, p = .045, compared to B = 4.39, p = .002 in the unadjusted model). LHA itself was a significant predictor (B = 0.60, SE = 0.19, p = .002). 
	For H2, controlling for LHA fully attenuated the effect of emotion dysregulation at the total score level (B = 0.01, p = .235), while LHA remained a strong, significant predictor (B = 0.18, p < .001). At the subscale level, however, the effect of impulse control difficulties remained significant (B = 0.22, p = .001) alongside LHA (B = 0.13, p = .003), while emotion regulation strategies remained non-significant. 
	Regarding H3, emotion dysregulation did not differ significantly across IPV roles at the total score level when controlling for age, sex, psychiatric status, household income, and general trait aggression (LHA; F(3, 106) = 1.82, p = .148, partial η² = .05). Psychiatric status was the strongest covariate (F(1, 106) = 26.78, p < .001, partial η² = .20), the LHA was not a significant covariate (F(1, 106) = 1.03, p = .312). Covariates age, sex, and household income were also not significant. No sex moderation was found. At the subscale level, a follow-up ANCOVA confirmed a significant effect of IPV role on impulse control difficulties (F(3, 106) = 7.69, p = .001, partial η² = .18), controlling for psychiatric status, sex, age, household income, and LHA. Psychiatric status (F(1, 106) = 11.61, p < .001) remained a significant covariate, while the LHA score was not significant (F(1, 106) = 3.92, p = .050). For H4, the indirect mediation pathway remained significant when controlling for LHA (ACME: B = 0.062, 95% CI [0.013, 0.083], p = .123). 

Robustness Check: Effect of Emotion Dysregulation on IPV Perpetration Controlling for Psychiatric Status (H2) 
	Given the conceptual overlap between psychiatric status and emotion dysregulation, we additionally tested whether both associations would hold when psychiatric status was included as an additional covariate. At the total score level, this attenuated the effect of emotion dysregulation to trend level (B = 0.02, p = .092), while psychiatric status itself did not significantly contribute (p = .750), consistent with shared variance between the two variables. At the subscale level, however, the effect of impulse control difficulties remained virtually unchanged (B = 0.28, p < .001), while psychiatric status again did not significantly contribute (p = .743), indicating that this specific association is not confounded by psychiatric status.

