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Objective. Little is known regarding the link between intimate partner violence (IPV), alcohol
problems (AP), and depression in inner-city African American women. We sought to
investigate whether abused inner-city African American women reporting AP endorsed more
depressive symptoms compared to women reporting either AP or IPV or reporting neither.

Method. Participants for this cross-sectional study were 361 African American women seeking
medical care at a large public hospital. Measurements included the Index of Spouse Abuse,
Michigan Alcoholism Screening Test, and the Brief Symptom Index—Depression Subscale to
assess IPV, AP, and depressive symptoms, respectively. Based on IPV and AP status,
participants were assigned to one of four non-hierarchical risk groups: (i) low or no IPV, no
AP; (ii) high IPV alone; (iii) AP alone; or (iv) both high IPV and AP. Additive effect of high
levels of IPV and AP on outcome were assessed using logistic regression techniques.

Results. Thirty percent reported high IPV levels, and 18% had AP. Compared with participants
reporting both no AP and low or no IPV, those reporting either high IPV levels or AP reported
moderate to severe depressive symptoms 4 times more often (p < .001). Women reporting high
IPV and AP endorsed moderate to severe depressive symptoms 8 times more often than women
reporting neither (p < .001).

Conclusions. Among inner-city, African American women, depressive symptoms are highest among
those reporting both high IPV levels and AP. Health care systems serving similar communities should
implement a systematic approach to identifying IPV, AP, and depression in patients.

Background physical and mental health of survivors (Campbell,
Jones, et al., 2002; Coker et al., 2002; Ernst, Weiss,
Nick, Casalleto, & Garza, 2000; Gin, Rucker, Frayne,
Cygan, & Hubbell, 1991). Of all the mental health
problems experienced by IPV survivors, depression is

one of the more prevalent. Data from a recent meta-

ntimate partner violence (IPV) is a common prob-
lem in women seen in medical settings and is
known to be associated with profound effects on the

Made possible by a grant from the ASPH/CDC/ATSDR entitled
“Interpersonal Violence, Discord and Suicidality in Women”
awarded to N.K. and by the Emory Mentored Clinical Research
Scholar’s Program funded by a grant from the National Institute of
Health (NIH/NCRR) K12 RR017643 awarded to A.P.

* Correspondence to: Anuradha Paranjape, MD MPH, 49 Jesse
Hill Jr Drive, SE, Atlanta, GA 30303. Phone: 404-778-1638; fax:
404-778-1602/1601.

E-mail: aparanj@emory.edu

Copyright © 2007 by the Jacobs Institute of Women’s Health.
Published by Elsevier Inc.

analysis suggest that nearly 50% of abused women
report depression and IPV survivors are three times
more likely to develop depressive symptoms than
women not exposed to IPV (Campbell, Jones, et al,,
2002; Coker et al., 2002; Ernst, Nick, Weiss, Houry, &
Mills, 1997; Gin et al., 1991).

Alcohol problems (AP), common correlates of IPV,
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also are associated with increased rates of depression
(Regier et al.,, 1990; Sullivan, Fiellin, & O’Connor,
2005). AP are associated with worse depression
course, increased risk of suicide, and an increase in
health care utilization (Sullivan et al., 2005). Most of
the studies that have examined the link between AP
and IPV have focused on perpetrator alcohol use
increasing the risk of IPV or the increased risk in
adverse outcomes for the survivor as a result of
alcohol use (Caetano, Schafer, & Cunradi, 2001; Kil-
patrick, Acierno, Resnick, Saunders, & Best, 1997;
Kyriacou et al., 1999; Kyriacou, McCabe, Anglin, La-
pesarde, & Winer, 1998; Murphy, O’Farrell, Fals-Stew-
art, & Feehan, 2001). There are a few studies that
suggest the survivors of a violent physical or sexual
assault, including assault by an intimate partner, are
more likely to have AP (Kilpatrick et al., 1997; Kyria-
cou et al.,, 1999; Kyriacou et al., 1998; Murphy et al,,
2001; Testa, Livingston, & Leonard, 2003). However,
there are data to the contrary; Testa et al. (2003) did
not find an association between heavy episodic drink-
ing and subsequent victimization at the hands on an
intimate partner (Testa et al., 2003). Furthermore, little
is known about other roles that alcohol use might play
in a survivor’s experiences of IPV, and the impact, if
any, that AP might have on the presence and severity
of depressive symptoms in abused women.

To date, the association among IPV, AP, and depres-
sive symptoms has received scant attention in the
literature, especially among inner-city, African Amer-
ican women (Lipsky, Caetano, Field, & Bazargan,
2005; Lipsky, Caetano, Field, & Larkin, 2005). Popula-
tion-based studies have shown that African Ameri-
cans who are socioeconomically disadvantaged are an
at-risk group for IPV; specifically, there are data to
suggest that African American women are at in-
creased risk for partner violence, although after con-
trolling for both survivor gender and annual house-
hold income, race is no longer a significant variable
(Rennison & Planty, 2003; Rennison & Welchans, 2000;
Tjaden & Thoennes, 2000). Prior work has demon-
strated that abused inner-city African American
women have poorer mental health outcomes, includ-
ing an increase in depressive symptoms, as well being
at higher risk of making a suicide attempt compared
with inner-city African American women who have
not been abused (Houry, Kaslow, & Thompson, 2005;
Kaslow et al., 1998; Thompson et al., 1999). Investiga-
tions in this population also have revealed that IPV is
associated with an increase in alcohol use by the
survivor (El-Bassel et al.,, 2003) and alcohol use is
associated with more depressive symptoms (Thomp-
son, Kaslow, & Kingree, 2002). Experts also have
noted that the health of African American women may
be jeopardized through intersecting forces of poverty,
vulnerability to diseases, mental illness, and IPV
(Campbell, Sharps, Gary, Campbell, & Lopez, 2002); at

least one study suggests that they are at increased risk
of not receiving health care services, which may
increase their vulnerability to adverse outcomes re-
sulting from wuntreated mental health problems
(Paranjape, Heron, & Kaslow). Given these data,
abused inner-city African American women who have
AP may be especially vulnerable to experiencing
poorer mental health, including elevated levels of
depressive symptoms. Therefore, we sought to inves-
tigate whether or not abused inner-city African Amer-
ican women who report AP are more likely to report
symptoms of depression than women who are not
abused, or do not have AP, or who report neither IPV
nor AP.

Method

Participants

The parent study for this investigation was designed
to identify risk and resilience factors for suicide at-
tempts among inner-city African American women
(Kaslow et al., 1998; Thompson et al., 1999). The study
was conducted at a large, University-affiliated tertiary
care public hospital in the Southeastern United States
that serves a primarily indigent, minority population.
Participants for this parent study (n = 361) were
African American women between the ages of 1864,
seeking medical or psychiatric care at the study site.
Participants were excluded from the study for the
following reasons: (1) they refused to participate (“re-
fusers”); (2) they had a life-threatening medical con-
dition; and (3) they demonstrated significant cognitive
impairment, in combination with literacy levels, or
they were unable to complete the protocol (e.g., were
acutely psychotic or delirious).

Procedure

Potential research participants were approached by
members of the research team, which included under-
graduate and graduate students and postdoctoral fel-
lows from the fields of psychology and public health.
All team members were trained in interviewing tech-
niques and supervised weekly by the principal inves-
tigator (N.K.). After approaching a potential partici-
pant, the team member explained the purpose of the
study, answered questions, obtained written consent
from interested women, and determined study eligi-
bility. Although participants were screened for eligi-
bility at the time of referral, the study interview was
conducted at a time that was mutually convenient to
the participant and the study personnel. Eligible par-
ticipants were interviewed in a private, designated
area of the clinic, where the team member verbally
administered the study questionnaire during a 2- to
3-hour face-to-face interview. All study participants
were paid a $25 honorarium and provided with refer-
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rals to community agencies. The study protocol was
approved by the University’s Institutional Review
Board and the hospital’s research oversight committee
prior to data collection.

Measures

Demographic measures. The demographic items mea-
sured and used for this investigation include age in
years, marital status, employment status, and educa-
tion level in years of schooling completed.

Predictor variables. The Index of Spouse Abuse (ISA;
Hudson & Mcintosh, 1981), a 30-item measure, as-
sessed the severity of physical and nonphysical abuse
experienced at the hands of an intimate partner. Items
were rated on a 5-point Likert scale ranging from
“never” to “very frequently.” Weighted item re-
sponses are summated into 2 subscales: ISA physical
(ISA-P) and ISA nonphysical (ISA-NP). The ISA has
excellent internal consistency reliability, good dis-
criminant validity, very good convergent validity
(Hudson & Mcintosh, 1981), and excellent construct
validity (Heron, Thompson, Jackson, & Kaslow, 2003).
It has good psychometric properties with other sam-
ples of African American women (Campbell, Camp-
bell, King, Parker, & Ryan, 1994; Cook, Conrad,
Bender, & Kaslow, 2003). Participants who scored
either >10 on ISA-P or >25 on ISA-NP were classified
as high IPV; participants who scored below both these
cut-points were classified as low or no IPV. The Brief
Michigan Alcoholism Screening Test (Brief MAST) is a
10-item, questionnaire designed to assess AP. Re-
sponse options for each item are either yes or no. Items
are summed with 1 point assigned to each affirmative
response. Scores of >6 are indicative of AP. Therefore,
participants with MAST scores >6 were considered to
have AP; those scoring =6 were considered to be free
of AP (Pokorny, Miller, & Kaplan, 1972).

Cumulative risk variable. Based on participant IPV and
alcohol use status, an ordinal nonhierarchical risk
variable was created such that participants who re-
ported low or no IPV, and no AP, were assigned to
group 1; participants who reported only high IPV
were assigned to group 2; participants who reported
only AP were assigned to group 3; and participants
reporting both high IPV and AP were assigned to
group 4.

Outcome variable. Depressive symptoms were assessed
via the Brief Symptom Index (BSI)—Depression sub-
scale (BSI-DEP; Derogatis, 1983, 1993). The BSI is a
53-item symptom inventory designed to measure psy-
chological symptom patterns. The BSI contains 9 sub-
scales, one of which assesses depressive symptoms
and consists of 6 items that represent the full range of

indicators for depressive symptoms. It has excellent
reliability (o = 0.85) and convergent validity (r =
0.95). Respondents rate the amount of distress caused
by these depressive symptoms on a 5-point scale
ranging from 0 (not at all) to 4 (extremely). The raw
scores are summed and converted to standardized T
scores. Participants who scored above a T score of 70
were considered to have moderate to severe depres-
sive symptoms, as they scored in the 98th percentile of
a normative population, whereas participants with T
scores <70 were considered to have low or no depres-
sive symptoms.

Statistical Analyses

We tested bivariate associations between each predic-
tor variable (IPV and AP) and the outcome (depressive
symptoms) using the x* test. Separate bivariate anal-
yses of the demographic variables were conducted for
each outcome to assess for potential confounding,
using ANOVA for age and education, and the x* test
for employment status and marital status. We used
logistic regression techniques, modeling the cumula-
tive risk variable on depressive symptoms, first with-
out controlling for significant demographic variables
and then with these variables added to the model.
Thus, crude and adjusted odds ratios with 95% confi-
dence intervals were estimated for each risk group
using Group 1 as the reference group. A p value of .05
was used for all tests of significance; all analyses were
conducted using SPSS software, version 13.0.

Results

Of the 414 women approached for the study, 32 (7.7%)
refused to participate, and 21 were excluded, resulting
in an overall participation rate of 87.2%. The mean
participant age was 32.2 years (SD = 10.4 years).
Overall, the mean participant educational attainment
was 11.7 years; 40% were employed and 17.7% of
participants were either married or cohabited. There
were no significant differences in the demographic
data between refusers and participants except the
former were older (M,,. refusers = 36.2 years; p <
.05). Thirty-nine percent of participants reported mod-
erate to severe depressive symptoms. One third of the
participants reported high IPV levels, and 18% re-
ported AP. Being unemployed and having attained a
lower grade level was associated with moderate to
severe depressive symptoms; no associations were
found between depressive symptoms severity and
other demographic factors (Table 1). Therefore, em-
ployment status and education level were added to
the regression model.
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Table 1. Demographic characteristics by depression status

Moderate to severe depressive

Low or no depressive symptoms

Demographic characteristic symptoms (n = 142) (n = 217) Total (N = 359) Statistic p-Value

Mean age (y) (SD) 32(9.2) 324 (11.1) 32.2(10.4) F =0.102 75

Educational attainment in 11.4 (1.6) 11.9 (1.3) 11.7 (1.5) F =10.953 .001
grade level (SD)

Employed, n (%) 34 (24.1) 107 (49.3) 141 (39.4) x> =227 <.001

Married, n (%) 29 (8.1) 39 (10.9) 68 (18.9) x* = 0.336 .56

Abbreviation: SD, standard deviation.

Cumulative Effect of Intimate Partner Violence and
Alcohol Problems on Depressive Symptoms

When controlled for between-group differences in
demographic factors, participants reporting high IPV
levels were 4.3 times more likely to report moderate to
severe depressive symptoms, (x> = 25.87; p < .001)
when compared with the reference group (group 1).
Likewise, women reporting AP were also 4.3 times
more likely to report moderate to severe depressive
symptoms (x* = 14.62, p < .001) when compared with
the reference group. However, women reporting both
high IPV levels and AP were 8 times more likely to
endorse elevated levels of depressive symptoms com-
pared with women who reported neither IPV nor AP
(x* = 17.97, p < .001; Table 2).

Discussion

In this study, we demonstrate that, among inner-city
African American women, the likelihood of experienc-
ing depressive symptoms is highest when women are
abused and report AP. Research to date has focused
on excessive alcohol use as risk factor for injury from
IPV, in addition to being a risk factor for being a
perpetrator of violence against an intimate partner
(Caetano et al., 2001; Kyriacou et al., 1999; Kyriacou et
al., 1998; Lipsky, Caetano, Field, & Bazargan, 2005).
Our data suggests that AP among IPV survivors
increases the likelihood that these women also self-
report elevated levels of depressive symptoms.
Abused inner-city African American women are al-

ready at increased risk of experiencing more mental
health problems, including depression (Houry et al.,
2005), substance abuse (El-Bassel et al., 2003), and
suicide attempts (Kaslow et al., 1998). Alcohol use has
been independently associated with an increase in
depression and depressive symptoms (Regier et al.,
1990), which could be a function the central nervous
system depressant effects of alcohol. However, AP
might interfere with a survivor’s ability to seek mental
health care when appropriate. Furthermore, these
problems may increase a survivor’s dependency on
her abusive partner, in turn interfering with her ability
to seek care. All these factors can contribute to an
increase in depressive symptoms in a population that
may not utilize health care services when needed
(Paranjape et al., 2006). Our data are alarming in that
we have shown that being exposed to IPV and exces-
sively using alcohol seem to have an additive impact
on the mental health of those women who are already
at risk of not receiving the services they need.

This study has a few limitations. First, because the
study is cross-sectional, conclusions cannot be drawn
regarding the temporal association between IPV, AP,
and depressive symptoms. Longitudinal studies are
needed to assess the role that AP play in the link
between IPV victimization and depressive symptoms.
Next, our study was not designed to assess utilization
of services, nor did we measure barriers to receiving
these services. Therefore, we were not able to deter-
mine if the greater severity of depressive symptoms
reported by women who also reported AP and IPV

Table 2. Additive effect of high intimate partner violence levels (high IPV) and alcohol problems (AP) on depressive symptoms

Crude odds of moderate to severe Adjusted odds of moderate to severe

Depression risk status (N = 359)

depressive symptoms (95% CI)

depressive symptoms (95% CI)* ~ Wald x*> p-Value

Group 1 (n = 211) Low or no IPV, no AP —

Group 2 (n = 84) High IPV alone, no AP 451
(2.63-7.72)

Group 3 (n = 38) AP alone, low or no IPV 4.94
(2.39-10.18)

Group 4 (n = 26) Both high IPV and AP 10.73
(4.08-28.2)

433 2587  <.001
(2.48-7.57)
430 1462 <.001
(2.04-9.07)
8.50 1797  <.001
(3.13-23.13)

Risk status data missing for 2 participants.

Abbreviations: AP, alcohol problem; CI, confidence interval; IPV, intimate partner violence.

*Adjusted for employment status and grade level attained.
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was as result of lack of referral or inability to obtain
services despite referral. Third, the Brieft MAST mea-
sures AP, not problem drinking (Pokorny et al., 1972).
It is possible that strength of the association between
IPV, AP, and depression may be different if problem
drinkers could have been identified by using a mea-
sure of frequency and quantity of alcohol use, such as
the AUDIT (Saunders, Assland, Babor, De La Fuente,
& Grant, 1993). Finally, our findings cannot be gener-
alized to abused, poor women from other ethnic
backgrounds or to women from other socioeconomic
strata.

Based on the findings from this study, one could
make a case for targeted screening of inner-city mi-
nority women for AP, IPV, and depression when they
present for health care visits. A common thread link-
ing these 3 comorbidities is that these are problems
that are not readily disclosed and not easily identified
by health care and service providers. Women seen in
medical settings rarely volunteer an IPV history, yet
will disclose if asked, and believe that health care
providers can help (Gerbert, Abercrombie, Caspers,
Love, & Bronstone, 1999; Rodriguez, Quiroga, &
Bauer, 1996). Health care providers are getting better
at identification of IPV in the face of injury, but still do
not inquire about abuse routinely or often enough
(Rodriguez, Bauer, McLoughlin, & Grumbach, 1999).
Similarly, individuals who excessively use alcohol
often do not recognize that they have a problem; even
if they do recognize the problem, may not disclose it to
provider unless asked (Botelho, Skinner, Williams, &
Wilson, 1999). At the same time, health care providers
often fail to identify AP among patients seeking rou-
tine medical care (Cleary et al., 1988). Finally, patients
suffering from depression are more likely to be seen
tirst by primary care providers than specialists, but the
detection and treatment of depressive disorders is far
from optimal (Wang, Berglund, & Kessler, 2000). The
underdetection of these problems is unfortunate given
that there are effective interventions available for IPV,
AP, and depression once these conditions have been
identified, and affected individuals are able to access
these services (Berglund et al., 2003; McFarlane, Groff,
O’Brien, & Watson, 2006; Rush & Beck, 1978; Sullivan,
Campbell, Angelique, Eby, & Davidson, 1994; Sullivan
& Davidson, 1991; Weissman, Markowitz, & Klerman,
2000).

Given what we know about the identification and
adequate treatment of IPV, AP, and depression in
medical settings, and despite the debate about the
efficacy of screening for them, it is essential that health
care providers screen for these problems that fre-
quently coexist. Identification is not enough; there are
data that indicate women identified with IPV or AP
often may not be referred for appropriate services or
cannot access the recommended services (Kothari &
Rhodes, 2006; Wang et al., 2000). Thus, health care

providers need to ensure that appropriate services are
made available, and at follow-up visits assess whether
or not their patients were able to access recommended
services. More studies are needed to assess the efficacy
of such practices.

Even though effective interventions for IPV, AP,
and depression do exist, targeted interventions to help
abused women with comorbid AP and depression are
not available. These need to be developed and their
effectiveness needs to be tested (Briere & Jordan,
2004). Until such data are available, health care sys-
tems serving urban communities should consider de-
veloping and testing integrated treatment protocols
for such women. There are other implications of our
findings as it relates to health care and social services
delivery. Mental health and social service profession-
als need to be aware of the possibility that their clients
may have other comorbidities that they do not rou-
tinely screen for. They need to be prepared to identify
these problems and manage them, or refer to provid-
ers who will manage them appropriately. Further,
mechanisms need to be put in place to assist people in
accessing these services, because perpetrators of abuse
can prevent their partners accessing the care they need
(McCauley, Yurk, Jenckes, & Ford, 1998). Indeed, there
is a call to mental health professionals to integrate the
treatment of comorbid mental health and substance
abuse problems (O’Brien et al., 2004). Taking this one
step further, the availability of services for IPV, sub-
stance abuse, and mental health problems under one
roof, might be the optimal method to enhance the
chances of full recovery for abused, inner-city women.

In conclusion, abused inner-city African American
women are especially at risk for depressive symptoms
if they also report AP. Identification of depression or
problematic alcohol use should trigger an inquiry for
abuse in such patients. Given the debate over univer-
sal IPV screening (Lachs, 2004) and despite the under-
detection of IPV by physicians (Rodriguez et al., 1999),
having providers in inner-city health systems focus
their case-finding efforts on such high-risk groups
may be one way to improve the mental health of
abused women among inner-city women.

References

Berglund, M., Thelander, S., Salaspuro, M., Franck, J., Andreasson,
S., & Ojehagen, A. (2003). Treatment of alcohol abuse: An
evidence-based review. Alcoholism: Clinical & Experimental Re-
search, 27, 1645-1656.

Botelho, R. J., Skinner, H. A., Williams, G. C., & Wilson, D. (1999).
Patients with alcohol problems in primary care. Understanding
their resistance and motivating change Primary Care: Clinics in
Office Practice, 26, 279-298.

Briere, J., & Jordan, C. E. (2004). Violence against women: Outcome
complexity and implications for assessment and treatment. Jour-
nal of Interpersonal Violence, 19, 1252-1276.

Caetano, R., Schafer, J., & Cunradi, C. B. (2001). Alcohol-related
intimate partner violence among white, black, and Hispanic



42 A. Paranjape et al. / Women'’s Health Issues 17 (2007) 37-43

couples in the United States. Alcohol Research and Health, 25,
58-65.

Campbell, D. W., Campbell, J., King, C., Parker, B., & Ryan, J. (1994).
The reliability and factor structure of the Index of Spouse Abuse
with African-American women. Violence and Victims, 9, 259-274.

Campbell, D. W, Sharps, P. W., Gary, F. A, Campbell, J. C. & Lopez,
L. M. (2002). Intimate partner violence in African American
women. Online Journal of Issues in Nursing, 7(1), 5.

Campbell, J., Jones, A. S., Dienemann, J., Kub, J., Schollenberger, J.,
O’Campo, P, et al. (2002). Intimate partner violence and physical
health consequences. Archives of Internal Medicine, 162, 1157-1163.

Cleary, P. D., Miller, M., Bush, B. T., Warburg, M. M., Delbanco,
T. L., & Aronson, M. D. (1988). Prevalence and recognition of
alcohol abuse in a primary care population. American Journal of
Medicine, 85, 466—471.

Coker, A. L., Davis, K. E., Arias, 1., Desai, S., Sanderson, M., Brandt,
H. M., et al. (2002). Physical and mental health effects of intimate
partner violence for men and women. American Journal of Preven-
tive Medicine, 23, 260-268.

Cook, S. L., Conrad, L., Bender, M., & Kaslow, N. ]J. (2003). The
internal validity of the index of spouse abuse in African Ameri-
can women. Violence & Victims, 18, 641-657.

Derogatis, L. R. (1983). The Brief Symptom Inventory: An introduc-
tory report. Psychological Medicine, 13, 596—605.

Derogatis, L. R. (1993). Brief Symptom Inventory (BSI). Administration,
scoring and procedures manual. Minneapolis, MN: Copyright Na-
tional Computer Systems, Inc.

El-Bassel, N., Gilbert, L., Witte, S., Wu, E., Gaeta, T., Schilling, R., et
al. (2003). Intimate partner violence and substance abuse among
minority women receiving care from an inner-city emergency
department. Womens Health Issues, 13, 16-22.

Ernst, A. A, Nick, T. G., Weiss, S. J., Houry, D., & Mills, T. (1997).
Domestic violence in an inner-city ED. Annals of Emergency
Medicine, 30, 190-197.

Ernst, A. A., Weiss, S. J., Nick, T. G., Casalleto, J., & Garza, A. (2000).
Domestic violence in a university emergency department. South-
ern Medical Journal, 93, 176-181.

Gerbert, B., Abercrombie, P., Caspers, N., Love, C., & Bronstone, A.
(1999). How health care providers help battered women: The
survivor’s perspective. Women & Health, 29(3), 115-135.

Gin, N. E,, Rucker, L., Frayne, S., Cygan, R., & Hubbell, F. (1991).
Prevalence of domestic violence among patients in three ambu-
latory care internal medicine clinics. Journal of General Internal
Medicine, 6, 317-322.

Heron, S. L., Thompson, M. P., Jackson, E., & Kaslow, N. J. (2003).
Do responses to an intimate partner violence screen predict
scores on a comprehensive measure of intimate partner violence
in low-income black women? Annals of Emergency Medicine, 42,
483-491.

Houry, D., Kaslow, N., & Thompson, M. P. (2005). Depressive
symptoms in women experiencing intimate partner violence.
Journal of Interpersonal Violence, 20, 1467-1477.

Hudson, W. W., & Mcintosh, S. R. (1981). The assessment of spouse
abuse: Two quantifiable dimensions. Journal of Marriage and the
Family, 43, 873-885.

Kaslow, N.J., Thompson, M. P., Meadows, L., Jacobs, D., Chance, S.,
Gibb, B., et al. (1998). Factors that mediate and moderate the link
between partner abuse and suicidal behavior in African Ameri-
can women. Journal of Consulting & Clinical Psychology, 66, 533—
540.

Kilpatrick, D. G., Acierno, R., Resnick, H. S., Saunders, B. E., & Best,
C. L. (1997). A 2-year longitudinal analysis of the relationships
between violent assault and substance use in women. Journal of
Consulting and Clinical Psychology, 65, 834—847.

Kothari, C. L., & Rhodes, K. V. (2006). Missed opportunities:
Emergency department visits by police-identified victims of
intimate partner violence [see comment]. Annals of Emergency
Medicine, 47, 190-199.

Kyriacou, D. N., Anglin, D., Taliaferro, E., Stone, S., Tubb, T.,
Linden, J. A, et al. (1999). Risk factors for injury to women from
domestic violence against women. New England Journal of Medi-
cine, 341, 1892-1898.

Kyriacou, D. N., McCabe, F., Anglin, D., Lapesarde, K., & Winer,
M. R. (1998). Emergency department-based study of risk factors
for acute injury from domestic violence against women. Annals of
Emergency Medicine, 31, 502-506.

Lachs, M. S. (2004). Screening for family violence: What's an
evidence-based doctor to do? Annals of Internal Medicine, 140,
399-400.

Lipsky, S., Caetano, R., Field, C. A., & Bazargan, S. (2005). The role
of alcohol use and depression in intimate partner violence among
black and Hispanic patients in an urban emergency department.
American Journal of Drug and Alcohol Abuse, 31, 225-242.

Lipsky, S., Caetano, R., Field, C. A, & Larkin, G. L. (2005).
Psychosocial and substance-use risk factors for intimate partner
violence. Drug & Alcohol Dependence, 78, 39—-47.

McCauley, J., Yurk, R. A., Jenckes, M. W., & Ford, D. E. (1998).
Inside “Pandora’s Box”: Abused women'’s experiences with cli-
nicians and health services. Journal of General Internal Medicine, 13,
549-555.

McFarlane, J. M., Groff, J. Y., O'Brien, J. A., & Watson, K. (2006).
Secondary prevention of intimate partner violence: A random-
ized controlled trial. Nursing Research, 55, 52—61.

Murphy, C. M., O'Farrell, T. ]J., Fals-Stewart, W., & Feehan, M.
(2001). Correlates of intimate partner violence among male
alcoholic patients. Journal of Consulting & Clinical Psychology, 69,
528-540.

O’Brien, C. P, Charney, D. S., Lewis, L., Cornish, ]J. W., Post, R. M.,
Woody, G. E., et al. (2004). Priority actions to improve the care of
persons with co-occurring substance abuse and other mental
disorders: A call to action. Biological Psychiatry, 56, 703-713.

Paranjape, A., Heron, S., & Kaslow, N. (2006). Utilization of health
care services by abused, low income African American women.
Journal of General Internal Medicine, 21, 189-192.

Pokorny, A. D., Miller, B. A., & Kaplan, H. B. (1972). The Brief
MAST: A shortened version of the Michigan Alcoholism Screen-
ing Test. American Journal of Psychiatry, 129(3), 118-121.

Regier, D. A., Farmer, M. E,, Rae, D. S., Locke, B. Z., Keith, S. ],
Judd, L. L., et al. (1990). Comorbidity of mental disorders with
alcohol and other drug abuse. Results from the Epidemiologic
Catchment Area (ECA) Study [see comment]. Journal of the
American Medical Association, 264, 2511-2518.

Rennison, C. M., & Planty, M. (2003). Nonlethal intimate partner
violence: Examining race, gender, and income patterns. Violence
& Victims, 18, 433—-443.

Rennison, C. M., & Welchans, S. (2000). Intimate partner violence (No.
NCJ 1788247). Washington, D.C.: U.S. Department of Justice,
Office of Justice Programs, Bureau of Justice Statistics, Special
Report.

Rodriguez, M. A., Bauer, H., McLoughlin, E., & Grumbach, K.
(1999). Screening and intervention for intimate partner abuse:
Practices and attitudes of primary care physicians. Journal of the
American Medical Association, 282, 468—474.

Rodriguez, M. A., Quiroga, S. S., & Bauer, H. M. (1996). Breaking the
silence: Battered women’s perspectives on medical care. Archives
of Family Medicine, 5, 153-158.

Rush, A. J., & Beck, A. T. (1978). Cognitive therapy of depression
and suicide. American Journal of Psychotherapy, 32, 201-219.

Saunders, J. B., Assland, O. G., Babor, T. F., De La Fuente, J. R., &
Grant, M. (1993). Development of the alcohol use disorders
identification test(AUDIT): WHO collaborative project on early
detection of persons with harmful alcohol consumption. Addic-
tion, 88, 791-804.

Sullivan, C. M., Campbell, R., Angelique, H., Eby, K. K., & David-
son, W. S. 2nd. (1994). An advocacy intervention program for



A. Paranjape et al. / Women's Health Issues 17 (2007) 37-43 43

women with abusive partners: Six-month follow-up. American
Journal of Community Psychology, 22, 101-122.

Sullivan, C. M., & Davidson, W. S., 2nd. (1991). The provision of
advocacy services to women leaving abusive partners: An exam-
ination of short-term effects. American Journal of Community
Psychology, 19, 953-960.

Sullivan, L. E., Fiellin, D. A.,, & O’Connor, P. G. (2005). The
prevalence and impact of alcohol problems in major depression:
A systematic review. American Journal of Medicine, 118, 330-341.

Testa, M., Livingston, J. A., & Leonard, K. E. (2003). Women'’s
substance use and experiences of intimate partner violence: A
longitudinal investigation among a community sample. Addictive
Behaviors, 28, 1649.

Thompson, M. P., Kaslow, N., Kingree, J. B., Puett, R., Thompson,
N. J., & Meadows, L. (1999). Partner abuse and posttraumatic
stress disorder as risk factors for suicide attempts in a sample of
low-income, inner-city women. Journal of Traumatic Stress, 12,
59-72.

Thompson, M. P., Kaslow, N. J., & Kingree, J. B. (2002). Risk factors
for suicide attempts among African American women experienc-
ing recent intimate partner violence. Violence & Victims, 17,
283-295.

Tjaden, P., & Thoennes, N. (2000). Full report of the prevalence,
incidence, and consequences of intimate partner violence against
women: Findings from the National Violence Against Women
Survey (No. NCJ 181867). Washington, D.C.: National Institute
of Justice, Centers for Disease Control and Prevention.

Wang, P. S., Berglund, P., & Kessler, R. C. (2000). Recent care of
common mental disorders in the United States: Prevalence and
conformance with evidence-based recommendations. Journal of
General Internal Medicine, 15, 284-292.

Weissman, M. M., Markowitz, J. C., & Klerman, G. L. (2000).
Comprehensive guide to interpersonal psychotherapy. New York:
Basic Books.

Author Descriptions

Anuradha Paranjape, MD, MPH, is Associate Pro-
fessor of Medicine, Section of General Internal Medi-
cine, at Temple University School of Medicine. Her

primary research interest is in the health effects of
violence against women and older adults, for which
she was recently awarded a career development
award from the National Institutes of Health/Na-
tional Center for Research Resources.

Sheryl Heron, MD, MPH, is Associate Professor and
Associate Residency Director in the Department of
Emergency Medicine at Emory University, and is the
past-chair of the Emergency Medicine Section of the
NMA. She has worked with the Institute of Medicine
on a report on educating health professionals on
Family Violence and has lectured extensively on the
medical response to Intimate Partner Violence.

Martie Thompson, PhD, is a research professor in
the Department of Public Health Sciences and the
Director of Research for the Center for Research and
Collaborative Activities at Clemson University. Her
research focuses on risk factors and consequences of
victimization and suicidal behavior.

Kafi Bethea is a clinical science graduate student at
Indiana University and Clinical Project Coordinator of
The Grady Nia Project, from which the data for the
current analysis is derived.

Triphinia Wallace is a Clinical Psychology doctoral
student at Fielding Graduate University. She has
worked as a Research Assistant with the Grady NIA
Project for the past two years.

Nadine Kaslow, PhD, ABPP, is Professor and Chief
Psychologist, Emory University School of Medicine,
Department of Psychiatry and Behavioral Sciences.
Her research focuses on the assessment and treatment
of intimate partner violence and suicidal behavior in
African American women.




	ARE ALCOHOL PROBLEMS LINKED WITH AN INCREASE IN DEPRESSIVE SYMPTOMS IN ABUSED, INNER-CITY AFRICAN AMERICAN WOMEN?
	Background
	Method
	Participants
	Procedure
	Measures
	Demographic measures
	Predictor variables
	Cumulative risk variable
	Outcome variable

	Statistical Analyses

	Results
	Cumulative Effect of Intimate Partner Violence and Alcohol Problems on Depressive Symptoms

	Discussion
	References
	Author Descriptions


