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ABSTRACT

INVESTIGATING THE EFFECTS OF INTIMATE PARTNER VIOLENCE ON
WOMEN’S HEALTH

By

Cheryl Ann Sutherland

Prior research consistently demonstrates that intimate partner violence places
women at risk for Qarious physical and psychological health problems, yet few
researchers have examineci the- process by which abuse impacts women’s health. Several
researchers have hoted that injuries are the most logical link between abuse and physical
health problems. Others have suggested that the stress of surviving an intimate partner’s
violence can significantly jeopardize women’s health. Furthermore, researcher’s reliance
on samples of low-income women has limited our ability to differentiate the effects of
poverty from those due to abuse. Clarifying thé complex relationships among abuse,
injuries, stress, income, and health is essential to fully understanding the impact of
intimate partner violence on women’s livelihood. It is also an important step toward
developing interventions that effectively address survivor’s needs.

The present study investigated the effects of injuries, stress, and income on the
relationship between abuse and women’s physical and psychological health. As part of a
larger research projeét, 397 women - half had been assaulted by an intimate partner —
completed face-to-face interviews after being recruited through newspaper
advertisements to participate in a cross-sectional study on women’s health. Structural

equation modeling techniques (AMOS’s version 3.6) and hierarchical multiple regression



analyses were used to test the path model of direct and indirect relationships among
abuse, injuries, sn"ess, physical health, psychological health, income, and social support.

The results of this study clarified the process by which abuse impacts women’s
health; both injuries and the joint effects of stress and psychological health problems
(depression, suicide ideation, and dissatisfaction with quality of life) significantly
compromised women’s physical health. The findings provide strong support for a stress-
response theory about the effects of abuse on women’s health. The stress associated with
surviving an intimate partner’s violence had a greater impact on women’s physical health
problems than did their injuries, and concomitant rates of depression, suicide ideation,
and dissatisfaction with their quality of life significantly moderated the relationship
between abuse-related stress and women’s physical health problems.

Intimate partner violence had a stronger impact on women’s health than did
income level. Income level did not have a significant direct effect on rates of physical
health problems, and the direct effect of abuse was five times greater than the direct
effect of income on women'’s stress levels. However, having a higher income did
significantly reduce the impact of stress on women'’s rates of depression and
dissatisfaction with their quality of life. It did not significantly moderate the impact of
stress on women’s rates of suicide ideation. Conversely, women'’s satisfaction with the
amount and quality of their social support did not appear to buffer the effects of stress on
their psychological health.

The results of this study underscore the need for comprehensive screening
protocol and coordinated community-response initiatives. Further investigation of

specific abuse-related stressors and longitudinal research are also recommended.



This is dedicated to the women whose strength and courage made this work possible.

They are an inspiration.
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CHAPTER 1

INTRODUCTION

Intimate partner violence is a pervasive social problem that compromises the
personal health and safety of millions of women (National Coalition Against Domestic
Assault, 1995; Stark & Flitcraft, 1982; Straus & Gelles, 1986). For the past two decades
researchers have documented staggering rates of intimate partner violence against women
of all ages, racial and ethnic groups, and socioeconomic levels. A recent national random
survey of women’s health estimates that 4.4 million adult women are physically or
sexually abused by an intimate partner each year (Plichta, 1996). Other researchers
estimate that between 12% and 35% of medical patients (Abbott, Johnson, Koziol-
McLain, & Lowenstein, 1995; Council on Scientific Affairs, American Medical
Association (AMA), 1992; Domino & Haber, 1987; Haber & Roos, 1985; McCauley,
Kemn &, 1997; Warshaw, 1989) and 22% to 50% of mental health clients (Carmen,
Rieker, & Mills, 1984; Post, Willett, Franks, House, Back & Weissberg, 1980; Swett &
Halpert, 1993;Waldinger, Swett, Frank, & Miller, 1994) have been physically, sexually,
or emotionally abused by an intimate partner at some point in their adult lives.

Battered women suffer countless injuries, acute and chronic health problems, and
symptoms of depression and anxiety. Cross-sectional and longitudinal investigations of
women from domestic violence shelter programs, emergency rooms, and mental health
settings consistently demonstrate a strong positive relationship between intimate partner
violence and health problems. As a result of prior research, we’ve learned that a lover’s

pounding fists damage more than flesh and bone, that the scars of seemingly endless beat-
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downs last long after the bruises fade and the scabs heal. Both the immediate and long-
term health consequences of the assaults are often severe and debilitating.

The social ramifications of intimate partner violence extend beyond individual
pain and suffering. Health problems may impede daily functioning thereby reducing
productivity as well as increasing health care costs. If visible, the injuries alone may
prevent a woman from going to work or attending classes because they might attract
attention and humiliation. Even if they’re not visible, they may interfere with her ability
to perform job-related tasks or to concentrate on her work. Other health problems
associated with abuse -- such as chronic illnesses, various health symptoms, and
depression -- can also strain a woman’s relationship with her employer, coworkers,
family members, friends, and service providers. In effect, a partner’s violence places her
in double jeopardy: once because of the health problems she suffers and again because of
the impact her health problems have on her livelihood.

Eliminating the violence from women’s lives is one way to reduce prevailing
health problems. Researchers have demonstrated that a survivor’s anxiety, depression,
and physical health problems intensify as her partner’s violence continues, but gradually
decrease with subsequent reductions in violence (Sutherland, Bybee & Sullivan, 1998;
Campbell, Sullivan & Davidson, 1995; Follingstad, Brennan, Hause, Polek, and
Rutledge, 1991). Unfortunately, it is highly unlikely that intimate partner violence will
cease being a social problem any time soon. We need to develop alternative strategies for
reducing the harmful effects of abuse on women’s physical and psychological health
now. A key first step in developing these strategies is to examine the relationship

between abuse and women’s physical and psychological health: to explain how intimate
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partner violence affects women’s psychological and physical health. While researchers
consistently demonstrate a strong link between abuse and women’s health issues, few
have examined the process by which intimate partner violence affects health problems
(Eby, 1996; Campbell and Lewandowski, 1997; Sutherland, Bybee & Sullivan, 1998).
Clarification of this process is necessary for effective intervention.

Researchers have demonstrated that stress is a key contributing factor in the
relationship between abuse and health outcomes (Eby, 1996; Campbell, Kub, Belknap, &
Templin, 1997; Jaffe, Wolfe, Wilson & Zak, 1986). Campbell and associates (1997)
found that rates of daily hassles significantly predicted levels of depression among 164
battered women. In a comparative study of low-income women, Eby (1996) confirmed
that “abused” women reported higher levels of stress (i.e., stressful life events and daily
life circumstances), physical health symptoms and depression than did “non-abused”
women. Furthermore, using structural equation modeling techniques, Eby demonstrated
that the effect of abuse on low-income women’s physical and psychological health was
mediated by the stress they experienced. These findings support previous assumptions
that battered women suffer numerous physical and psychological health problems in
response to stressors associated with intimate partner violence.

However, researchers have noted similar effects associated with living in poverty.

Women living in poverty experience a greater number of financial stressors (e.g., job
losses, unpaid bills, inadequate housing) and have insufficient financial resources to
address those and other undesirable events (e.g., frequent illness, legal problems) than do
middle or high-income women (Mcleod & Kessler, 1990). As a result, low-income

women are more likely to suffer higher levels of depression and anxiety (Hirschfeld &



Cross, 1982; Lynch, Kaplan & Shema, 1997; Murphy, Olivier, Monson, Sobol, Federman
& Leighton, 1991) and chronic physical health problems (Kingston & Smith, 1997,
Lynch, Kaplan & Shema, 1997; Luepker, Rosamond, Murphy, Sprafka, Folsom,
McGovern & Blackburn, 1993; Stronks, Van Den Bos & Mackenbach, 1997) than
women with higher incomes.

Eby’s (1996) comparative study indicated that the effects of abuse remain strong
even when controlling for women’s low-income status. Low-income “abused” women
reported higher stress levels and poorer health outcomes than did the group of low-
income “non-abused” women. While these findings validate previous assumptions about
the effects of intimate partner violence, the extent to which living in poverty impacts
women’s stress and health remains unclear. This is an important issue to consider.
Clarifying the relationship between poverty and stress is crucial to understanding the full
impact of abuse on women’s physical and psychological health. Failing to do so could
result in an underestimate of the true association between intimate partner violence and
women’s health.

Explicating the relationship between poverty and stress also enhances our ability
to develop effective intervention strategies for women of various income levels. Eby
(1996) noted that financial issues were the most frequently reported stressors for
“abused” and “non-abused” women. The most likely explanation for this finding is that
all of the women were living in poverty, so financial issues were a primary concern for
them. However, another possible explanation for the finding may relate to the dynamics

of intimate partner violence.



Violent intimate partners use a variety of tactics to establish power and control in
the relationship. The shoving, pushing, kicking, choking, raping and various emotional
assaults are calculated attempts to assert that dominance. Abusive partners often
maintain control by restricting women’s access to financial resources (e.g., controlling
their money and activities, restricting employment options, or ruining their credit rating).

Concern about financial issues may be a salient issue for many battered women
regardless of their socioeconomic status. If concerns about financial issues are primary
stress factors for survivors regardless of income level, then providing access to specific
community resources may be key to alleviating the harmful effects of intimate partner
violence. Interventions that do not address these concerns may be less effective in
preventing poor health outcomes. Therefore, in addition to improving estimates of the
effect of intimate partner violence on women’s health, clarifying the effects of poverty on
stress may lead to more effective interventions for battered women.

The social support women receive from their friends and family also may have an
impact on the relationship between abuse-related stress and health outcomes. Past
research indicates that social support may buffer the extent to which stress compromises
women’s psychological health. Friends and family members may provide various
resources ranging from emotional support to financial assistance when crises occur. If
those resources address women’s needs, they may reduce the impact of crises.
Investigating the extent to which social support “protects” women from the deleterious
effects of intimate partner violence is important. Survivors of intimate partner violence
actively seek support from their friends and family; they may need safe shelter for

themselves and their children, information about community resources, money, or

W



someone to talk with. Having the social support available to them when they need it may
enhance their ability to alleviate the effects of abuse-related stress.

To summarize, intimate partner violence is associated with numerous immediate
and long-term physical and psychological health problems. Several researchers have
suggested that it is the stress of surviving an intimate partner’s assaults that compromise
women’s health, yet few investigators have actually examined the process by which
abuse predisposes women to chronic illness, complex physical health symptoms, and
compromised psychological health (i.e., depression, suicide ideation, and dissatisfaction
with quality of life). Understanding this process is crucial to developing effective
interventions to reduce the onset of long-term health problems. Findings from a cross-
sectional comparative study of low-income women have demonstrated that women’s
stress levels mediate the relationship between abuse and health outcomes. However, the
extent to which living in poverty effects this process remains unclear. Further research
with women from a range of income levels is needed to estimate the true effect of
intimate partner violence and to develop intervention strategies that effectively meet the
needs of women.

A review of the literature is presented to clarify the complex relationship between
intimate partner violence and women’s health. This review discusses studies that
examined the effect of abuse, stress, and poverty on women’s physical (i.e., injuries,
chronic illness, and physical health symptoms) and psychological (i.e., depression,
suicide ideation, and quality of life) health. It includes cross-sectional and longitudinal
investigations and critically assesses the extent to which existing literature explains the

process by which intimate partner violence affects poor health outcomes. Finally, the






review discusses research about the role of social support in moderating the relationship
between abuse and psychological health.

Two issues about the direction and content of the literature review need to be
addressed at this time. First, although there are three common types of abuse, physical,
sexual, and psychological, the trend of previous research has been to delineate the
consequences of physical and sexual abuse. We know relatively little about the effects of
psychological abuse on women's physical and psychological health. Therefore, the
review will contain research that specifically addresses the effects of physical and sexual
abuse.

Second, much of what we currently know about intimate partner violence and its
effects on women's health has been derived from studies about low-income women or
women in crisis (i.e., living in a battered women’s shelter or seeking medical attention
from emergency rooms or mental health care facilities). There have been very few
studies about abuse where researchers examined community-based samples or samples
with a range of incomes. The literature search for this review did identify a few
comparative studies, but not comparative studies using middle- or high-income women.
Therefore, the information presented in this review is limited with respect to its
generalizability to women who are not living in poverty, and to some extent women who

are not in a state of crisis.



Physical and Psychological Consequences of Intimate Partner ViolencePrior

studies have provided valuable information about the physical and psychological
consequences of intimate partner violence. For decades, health care practitioners and
medical researchers have documented high rates of physical health symptoms, chronic
health problems, depression, anxiety, and suicidal ideation among battered women. They
and other researchers have found that battered women often suffer a complex array of
physical and psychological health problems that appear unrelated to injuries or
predisposing health conditions. Much of previous research has been based on the
experiences of low-income women or women who are in a state of crisis (i.e., seeking
emergency medical or mental health care or safety in a battered women’s shelter). As
such, the extent to which the poor health outcomes are due to intimate partner violence
remains unresolved. Despite this limitation, a review of the existing literature pertaining
to the physical and psychological health consequences of abuse provides meaningful
insight to batterqd women’s experiences.
Physical Health Consequences of Abuse

Physical health symptoms. Health care practitioners and other researchers have
demonstrated that battered women endure numerous physical health symptoms.
Comparative retrospective studies of emergency room and primary health clinic patients
indicate that battered women seek medical attention for health complaints more often
than do non-battered women (Council on Scientific Affairs, 1992; Domino & Haber,
1987; Drossman, Leserman, Nachman, Li, Gluck, Toomy & Mitchell, 1990; Hamberger,
1994; Koss, Koss, & Woodruff, 1991). They also report a greater range of specific health

symptoms. For example, Eby (1996) found that women in the “abused” group reported a



greater number and frequency of physical health problems than did women in the “non-
abused” group. Frequently reported symptoms include those associated with sleep
problems such as fatigue, insomnia and recurrent nightmares (Eby, 1996; Jaffe, Wolfe,
Wilson, and Zak, 1986; Kerouac et al., 1986; Sutherland et al., 1998); headaches, chest
pain, back and limb problems, and disturbing physical sensations (Domino & Haber,
1987; Drossman, 1994; Drossman, Talley, Leserman, Olden & Barrio, 1995; Eby, 1996;
Follingstad, Brennan, Hause, Polek & Rutledge, 1991; Kerouac et al., 1986; Sutherland et
al., 1998); stomach and gastrointestinal problems (Drossman et al., 1990; Follingstad et
al., 1991; Scarcini, McDonald-Haile, Bradley & Richter, 1994; Sutherland et al., 1998;
Tally, Fett & Zinsmeister, 1995; Talley, Fett, Zinsmeister & Melton, 1994); respiratory
problems such as choking sensations, hyperventilation, and asthma (Abbot, Jonson,
Kozoil-McLain & Lowenstein, 1995; Keroac et al., 1986); and gynecological symptoms
such as pelvic pain, menstrual problems, miscarriages, and hysterectomies (Eby et al.,
1995; Eby, 1996, Rapkin, Kames, Darke, Stampler & Naliboff, 1990; Rodriguez, 1989;
Schei & Bakketeig, 1989; Sutherland et al., 1998; Toomey, Hernandez, Gittleman &
Hulka, 1993).

Most battered women suffer between three and eleven physical health symptoms
at any given point in time (Follingstad et al., 1991; Sutherland et al., 1998). In many
cases the symptoms appear unrelated and have an unspecified origin. Health care
providers have characterized the symptoms as manifestations of stress and have found
them difficult to diagnose and treat. As a result, physicians may have provided
inadequate or harmful treatment for women’s health symptoms without ever addressing

the underlying cause of the complaints. Improved identification procedures in emergency



rooms and primary care facilities have revealed that the vague pain complaints when
combined with other physical health symptoms may be strong indicators of intimate
partner violence (Attala, 1994; Drossman et al., 1995; Randall, 1990; Saunders,
Hamberger & Hovey, 1993). When asked, a woman often attributes her physical health
problems to her partner’s physical and psychological abuse (Abbott et al., 1995; Eby,
1996). For example, Eby (1996) found that most women reported that symptoms such as
headaches, sleep problems, muscle tension or soreness, poor appetite, and nightmares
were due to their partner’s abusive behavior.

The extent of women’s physical health symptomatology is directly related to their
experiences of abuse. Researchers have found that the frequency and severity of health
symptoms is strongly associated with the frequency and severity of abuse (Eby, 1996;
Follingstad et al., 1991; Sutherland et al., 1998). As the violence becomes more frequent
and severe, so does a woman’s physical health symptomatology. Furthermore, the extent
to which women experience physical health symptoms is directly linked to their
experiences of violence. Sutherland and colleagues’ (1998) longitudinal investigation
demonstrated that women’s physical health symptoms gradually decreased over time as
their experiences of abuse declined. The concomitant decline in abuse and physical
health symptomatology indicates that intimate partner violence has a significant impact
on women'’s physical health. That the effects of abuse persisted even in the absence of
abuse suggests that a partner’s violence has a long-lasting impact on a woman'’s health. It
seems likely that women suffer multiple physical health symptoms because of their

partners’ violence against them.
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Chronic health problems. While there is sufficient evidence to conclude that
intimate partner violence causes multiple physical health symptoms, the relationship
between abuse and chronic health problems is less clear. Health care practitioners and
researchers have noted high prevalence rates of physical and sexual abuse among patients
suffering from conditions such as arthritis (Kerouac et al., 1986), chronic pain (e.g., lower
back, abdominal, headache, and pelvic pain) (Domino & Haber, 1987; Haber & Roos,
1985; Rapkin, Kames, Darke, Stamler & Naliboff, 1990; Toomey, Hernandez, Gittleman
& Hulka, 1993), and gastrointestinal illness (e.g., gastroesophageal, noncardiac chest
pain, and irritable bowel syndrome) (Drossman et al., 1990; Scarinci et al., 1994; Talley
etal., 1995; Talley et al., 1994). While the prevalence rates vary depending on the type
of problem and reporting procedures, researchers have estimated that between 31% and
56% of female gastrointestinal illness sufferers report a history of physical or sexual
abuse (Drossman et al, 1995). Among chronic pain sufferers between 53% and 66% of
the patients reported a history of abuse. These high prevalence rates suggest a strong link
between history of abuse and chronic health problems. For example, in a study of 997
gastroenterology outpatients, Talley et al. (1995) noted that patients who reported a
history of physical or sexual abuse were twice as likely to have chronic gastrointestinal
disease than were patients who did not report a history of abuse.

While previous studies imply a direct link between intimate partner violence and
chronic health problems, few researchers have actually assessed the extent to which abuse
causes chronic health problems. Furthermore, much of what we do know has been based
on retrospective clinical studies that lack a clear distinction between experiences of

childhood sexual trauma and intimate partner violence. Prevalence rates are often based
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on history of abuse, which includes childhood sexual and physical abuse in addition to
intimate partner violence (Drossman et al., 1995; Scarinci et al., 1994; Talley et al., 1994;
Talley et al., 1995; Toomey et al., 1993). The lack of differentiation between childhood
experiences of abuse and intimate partner violence may lead to an overestimation of the
effects of intimate partner violence on chronic health problems. The reliance on clinical
samples to determine prevalence rates restricts our ability to generalize existing
information to women who haven’t sought medical attention or who were misdiagnosed.

Consequently, our knowledge about the process by which intimate partner
violence affects chronic health problems is limited. This is an important gap in the
literature. Chronic health problems can severely limit a person’s ability to perform daily
tasks or secure stable employment. They also require consistent medical attention, which
can be extremely expensive. For a battered woman, having a chronic health problem may
be detrimental to her safety as well as her overall health. If her partner feels that she has
not performed her duties as ordered, he may use this as another excuse to beat or
humiliate her more. - Clearly this is one consequence of intimate partner violence that
needs further exploration.

In summary, battering takes its toll on women's physical health in at least two
distinct ways. Previous researchers have demonstrated a strong positive relationship
between intimate partner violence and women’s physical health symptomatology. More
frequent and severe violence results in higher rates of physical health symptoms. In
addition, longitudinal analyses indicate a long-lasting impact of abuse on women’s
experiences of physical health symptoms. The relationship between intimate partner

violence and chronic illness is less clear. While researchers have noted high prevalence
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rates of abuse among chronic pain and gastrointestinal illness sufferers, several
methodological limitations prevent us from fully understanding the effect of intimate
partner violence on chronic health problems.
Abuse and Psychological Health

Intimate partner violence may be the most common single background factor for
female patients in mental health settings (Stark and Flitcraft, 1988). Studies of mental
health clinic populations reveal that 37% to 50% of psychiatric inpatients have a history
of adulthood sexual or physical abuse (Post, Willett, Franks, House, Back & Weissberg,
1980; Swett & Halpert, 1993). Many battered women endure symptoms of psychological
stress such as depression and anxiety (Alpert, 1995; Bergman & Brismar, 1991;
Campbell, Kub, Belknap & Templin; Campbell, Sullivan & Davidson, 1995; Carmen et
al., 1984; Cascardi & O’Leary, 1992; Follingstad et al., 1991; Gleason, 1993; Goodman
et al., 1993; Jaffe et al., 1986; Koss, 1990; Mitchell & Hodson, 1983; Mullen, Romans-
Clarkson, Walton & Herbison, 1988; Sato & Heiby, 1992; Stark & Flitcraft, 1988; West,
Fernandez, Hillard, Schoof & Parks, 1990) and posttraumatic stress (Astin, Lawrence &
Foy, 1993; Cascardi, O’Leary, Lawrence & Schiee, 1995; Dutton & Goodman, 1994;
Gleason, 1993; Kemp, Green, Hovanitz & Rawlings, 1995; Kemp, Rawlings & Green,
1991; Koss, 1990; Walker, 1991). Stark and Flitcraft (1988) estimated that nearly 37% of
battered women are diagnosed with depression or other situational disorder, and one in
ten suffers some form of a psychotic break.

Comparative studies demonstrate that battered women are more likely to suffer
severe depression, anxiety, and suicide ideation than are non-battered women (Cascardi &

O’Leary, 1992; Eby, 1996; Gelles & Harrop, 1989; Gleason, 1993; Jaffe et al., 1986;
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Kerouac et al., 1986; Orava, McLeod & Sharpe, 1996; Rhodes, 1992). For example,
Jaffe et al. (1986) compared depression and anxiety levels between 56 battered and 89
non-battered women using the General Health Questionnaire. T-test comparisons
revealed that depression scores for the group of battéred women were significantly higher
than they were for the non-battered group. Eby’s (1996) comparative study of low-
income women yielded similar results. Women in the “abused” group reported poorer
psychological health than did women in the “non-abused” group. These findings suggest
a distinct relationship between intimate partner violence and poor psychological health
outcomes. A more thorough review of research pertaining to the relationship between
abuse and women’s experiences of depression and suicide ideation is presented below.

Depression. Depression may be the most prominent mental health consequence of
battering (Goodman, et al., 1993; McGrath et al., 1990; Walker, 1984). Although actual
prevalence rates of depression among studies of battered women vary depending upon
sample characteristics, there is consistent evidence to suggest that battered women suffer
symptoms of depression at a greater rate than do women in the general population. The
U.S. Department of Health and Human Services (USDHHS) Clinical Practice Depression
Guidelines Panel estimated that the point prevalence rates for major depressive disorders
among women is 9.3% (USDHHS, 1993). Studies of shelter and community samples
consistently demonstrate much higher prevalence rates of depression among battered
women. Within shelter populations, researchers report that 70% to 85% of battered
women experience at least mild depression, while between 30% and 55% of battered
women suffer symptoms of severe depression (Campbell et al., 1995; Cascardi &

O’Leary, 1992; Follingstad et al., 1991; Gleason, 1993; Sato & Heiby, 1992; West et al.,
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1990). The prevalence rate among a community sample of battered women was lower,
but still significantly higher than the general population. Campbell et al. (1997)
interviewed 164 battered women who were recruited from newspaper advertisements and
bulletin board postings. Using the Beck Depression Inventory, the investigators found
that 28% were moderately to severely depressed and 11% were severely depressed.

As noted earlier, battered women are more likely to suffer symptoms of
depression than are their non-battered counterparts. Other researchers have demonstrated
a strong positive relationship between the frequency and severity of abuse and rates of
depression and anxiety (Cantpbell et al, 1997; Campbell et al., 1995; Cascardi &
O’Leary, 1992; Eby, 1996; Khan, Welch & Zillmer, 1993; Sutherland et al., 1998). This
means that women’s rates of depression are significantly higher for those whose partners’
assault them severely and often. It also implies that a woman’s level of depression may
increase if her partner’s violence escalates in frequency and severity.

Researchers have demonstrated that intimate partner violence has serious
consequences for women’s psychological health. The prevalence rate estimates and
comparative analyses provide strong empirical support for concluding that abuse has an
impact on women’s levels of depression. However, they do little to explain the process
by which abuse affects depression. Some researchers assume a stress-response theory of
abuse (Campbell et ai., 1997; Campbell et al., 1995; Carmen, Russo & Miller, 1981; Eby,
1996; Mitchell & Hodson, 1983), which emphasizes the relationship between the stress of
abuse and depression. Other researchers favor a more intra-personal perspective (Gellen
et al., 1984; Gleason, 1993). Most of previous research is based on cross-sectional data

gathered from clinical settings and battered-women’s shelters. The methodological
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limitations of these studies have prevented them from being conclusive. However, recent
empirical evidence seems to support the stress-response theory.

Eby’s (1996) comparative study of low-income women provided support for a
stress-response theory of depression. Using structural equation modeling techniques, she
demonstrated that abuse indirectly affects psychological health outcomes (i.e.,
depression, suicide ideation, and quality of life) through women’s experiences of stress.
Approximately 60% of the effect of abuse on women’s psychological health was
mediated through stress. This means that for low-income women abuse has a strong
impact on levels of depression, but the extent to which battered women experience
symptoms of depression depends in large part on their concurrent levels of stress.

Campbell’s et al. (1995) longitudinal assessment of depression among 139
battered women provided valuable information about the effects of abuse on depression
over time. First, the results of the study provided further support for a stress-response
theory of psychological health problems; depressive symptoms reduced most within ten
weeks after women left a shelter, and continued to decline as the frequency and severity
of abuse declined. Second, the results demonstrated that experiences of abuse had both
predictive and concurrent effects on women’s experiences of depression. These results
indicated that abuse has a resounding and long-lasting impact on women’s mental health
status, even after the violence has ended.

Although several researchers have established a strong link between abuse and
depression, the process by which abuse affects psychological health problems needs
further exploration. Most of existing research is based on cross-sectional data gathered

from clinical settings and battered women's shelters, or from women who are living in
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poverty. Researchers’ reliance on low-income and in-crisis samples limits our ability to
generalize and interpret these findings. Examining these relationships using comparative
samples of women from a broad range of income levels and who are not necessarily in a
state of crisis would enhance our understanding about the impact of intimate partner
violence on women’s experiences of depression.

Suicide ideation.  While depression and anxiety appear to be the most common
psychological health problems among battered women, researchers have found a
consistent relationship between history of abuse and suicidal ideation or deliberate
attempts at self-harm (Bergman and Brismar, 1991; Eby, 1996; Koss, 1990; Stark, 1984;
Stark and Flitcraft, 1983 & 1988). Stark and Flitcraft (1988) suggest that battering may
be the single fnost important context yet identified for female suicide attempts. In their
epidemiological review of relevant research, the authors concluded that between 35
percent and 40 percent of abused women attempt suicide. Estimates suggest that battered
women are, in fact, 4.8 times more likely to attempt suicide than non-battered women
(Stark and Flitcraft, 1988). Nearly 50 percent of those battered women who attempt
suicide will do so more than once (Stark, 1984). Perhaps battered women view suicide as
their last resort to stopping the violence.

Our current understanding of the relationship between abuse and psychological
health is limited by at least two factors. First, most researchers surveyed sampies from
clinical settings or battered women’s shelters in order to explicate the relationship
between abuse and mental health. These were women who actively sought psychiatric
services or a safe haven, and probably do not represent the entire population of battered

women. Second, prior studies have generally relied on information about low-income
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women. The information gleaned from these studies has provided valuable information
about the process by which intimate partner violence impacts women’s psychological
health. However, it does not fully explain the extent to which intimate partner violence
affects women’s level of depression and suicide ideation.These studies demonstrate that
abuse takes a deleterious toll on women's physical and psychological health. Battered
women are at risk for long-term health consequences of continuous sexual and physical
assaults. They endure the pains and scars of countless injuries, and deal with debilitating
physical and psychological health problems. We seem to know much about the effects of
violence on low-income women's health. However, we know very little about the process
by which different forms of abuse impact the physical and psychological health of
women who are not living in poverty. We know even less about the factors that may

exacerbate or prevent the development of health problems.

Relationship Between Physical and Psychological Health

Previous research indicates that women who suffer repeated physical, sexual, and
verbal assaults from their intimate partners and who are isolated from friends, family, and
other support systems are likely to exhibit symptoms of depression and anxiety.
Empirical evidence also suggests that these symptoms of depression and anxiety may
eXacerbate or at least partially explain, their physical health symptoms such as headaches,

back pain, nausea, low energy, and muscle tension.

Few researchers have empirically addressed the relationship between the

psychological and physical effects of intimate partner violence (Sutherland et al., 1998).
Howewer, researchers have established a significant relationship between poor physical

health status and symptoms of depression and anxiety (Betrus, Elmore & Hamilton, 1995;
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Hays, Wells, Sherbourne, Rogers & Spritzer, 1995; Judd, Paulus, Wells & Rapaport,
1996; Katon, Kleinman & Rosen, 1982a, 1982b; Schulberg, McClelland & Burns, 1987).
Depression and anxiety often impede physical functioning and may even increase
women’s susceptibility to physical illnesses such as cancer (Spiegel, 1996), chronic
fatigue (Manu, Matthews, Lane, Tennen, Hesselbrock, Mendola & Affleck, 1989),
endocrine disorders (Musselman & Nemeroff, 1996), and immunodeficiency disorders
(Maj, 1996). Furthermore, individuals with symptoms of depression are more likely to
report frequent pain and illness, limited physical activity, and general poor health than are
non-depressed individuals (Betrus et al., 1995; Judd et al., 1996; Leino & Magni, 1993;
Lewinsohn, Seeley, Hibbard, Rhode & Sack, 1996; Von Korff, Le Resche & Dworkin,
1993; Von Korff & Simon, 1996) and chronically ill patients (Hays et al., 1995; Wells et
al., 1989).

Despite recent advances in identifying the relationship between depression and .
anxiety and physical health problems, the issue of causal direction (i.e., whether
depression predicts physical health problems or vice versa) remains unclear. Several
prospective studies have demonstrated that depression predicted higher rates of physical
health problems, with no support for the opposite direction (Hays et al., 1995; Leino &
Magni, 1993; Von Korff et al., 1993). Other prospective studies revealed a reciprocal
relationship between depression and physical health problems over time (Aneshensel,
Frerichs & Huba, 1984; Lewinsohn et al., 1996).

Sutherland’s et al. (1998) longitudinal study of 139 battered women attempted to
clarify the issue of causal direction. The study investigated the relationships between and

among women’s experiences of abuse, injuries, psychological health (i.e., depression and
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anxiety), and physical health symptoms over time. Changes in women’s physical and
psychological health were examined across three time periods: immediately after exit
from a domestic violence shelter, 8 1/2 months after shelter exit, and again six months
later. The investigators used structural equation modeling techniques to assess the
relationships among abuse, injuries, psychological health and physical health both within
and across time points. Within each time point, abuse explained a modest proportion of
variance in anxiety and depression (R” = .21) and the joint effects of abuse and anxiety
and depression explained more than half the variance in physical health symptoms (R* =
.53). Abuse had an indirect effect on physical health symptoms, but no significant direct
effect. Patterns in the longitudinal model mirrored these relationships. At each time
point, recent abuse had a direct impact on change in anxiety and depression as well as an
indirect impact, through anxiety and depression, on change in physical health symptoms.
Methodological limitations restricted the investigators’ ability to accurately test the
mediating effect of anxiety and depression across time points as well as the reciprocal
relationship between psychological health and physical health. Therefore, the extent to
which depression and anxiety mediates the relationship between abuse at one time point
and physical health symptomatology at later time points remains unclear.

The results of Sutherland’s et al. (1998) longitudinal study did demonstrate that
the effects of abuse on physical health symptoms were mediated through concurrent
levels of anxiety and depression. Evidence of the mediating relationship provides one
explanation of how abuse may lead to physical health problems; the intervening effect of

abuse on depression and anxiety leads to subsequent negative effects on physical health.
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Effects of Injuries and Stress on Women’s Health
Injuries

Injuries tend to be the most visible and immediate consequences of abuse.
Batterers inflict injuries that range from black eyes, bruises, and fractured ribs to more
severe problems such as head trauma, detached retinas, gunshot wounds, and
miscarriages (Berrios & Grady, 1991; Drake, 1982; Kerouac, Taggart, Lescop & Fortin,
1986; Sullivan, 1991; Sutherland et al., 1998, Warhaw, 1989). A woman battered when
she is not pregnant is most likely to suffer head and upper-body injuries (Berrios &
Grady, 1991; Drake, 1982; Derouac et al., 1989). If she is pregnant during her partner’s
assault(s), she is most likely to be beaten in the breast, abdominal and genital areas
(Warshaw, 1989). Women rarely suffer only one type of injury from an assault
(Sutherland et al., 1998). The cuts, scrapes, bruises, and broken bones might heal without
a trace of what happened. If not, the permanent scars will forever remind her of her
partner’s brutality. In many cases, the injuries are permanently damaging, life-
threatening, or both.

The extent to which injuries lead to long-term health problems is unclear. Several
researchers have suggested that injuries from repeated assaults may predispose women to
debilitating health problems (Alpert, 1995; Berrios & Grady, 1991; Council on Scientific
Affairs, AMA, 1992; Haber & Roos, 1985; Randall, 1990). Broken bones, torn
ligaments, lacerations, and head trauma have been linked to health problems such as
chronic pain, hearing and vision loss, epilepsy, and arthritis (Goldberg & Tomlanovich,
1985; McCauley, Kern, Kolodner, Dill, Schroeder, DeChant, Ryden, Bass & Derogatis,

1995). Similarly, women who have received injuries as a result of a sexual assault are
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likely to report physical health symptoms such as pelvic pain and abnormal vaginal
bleeding or other discharge (Eby, Campbell, Sullivan & Davidson, 1995).

While there is reason to assume a direct relationship between injuries and physical
health problems, the extent to which injuries lead to poor health outcomes is not well
understood. Typically, researchers have documented abuse-related injuries as a way of
generating prevalence rates of abuse, yet few researchers have examined the relationship
between injuries and other less visible health problems. Sutherland and colleagues
(1998) recently addressed this issue while investigating the long-term health effects of
abuse. Using longitudinal structural equation modeling techniques, the investigators
found that while abuse was strongly related to increased levels of injuries, injuries were
not significantly related to the physical health symptoms women reported. These
findings seem to contradict previous assumptions about the effect of injuries.

For years health care providers and medical researchers have documented cases
where abuse-related injuries predisposed women to numerous chronic health problems.
On the other hand, health care practitioners report that battered women often seek
medical attention for symptoms that appear unrelated to a specific injury or chronic
health problem.

Clearly the relationship between abuse and physical health is complex and cannot
be explained by looking at injuries alone. However, abuse-related injuries are significant
consequences of intimate partner violence, and the extent to which they contribute to
women’s physical health problems remains unclear. Further investigation of the impact

of injuries on women’s physical health is needed.
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Effect of Stress on Physical Health

The adverse effects of battering on women's physical and psychological health
have been well documented in the abuse literature, yet few researchers have investigated
the process by which abuse affects women's health (Eby, 1996; Campbell et al., 1997,
Sutherland et al., 1998). A leading assumption among researchers has been that women’s
physical and psychological health problems are caused by stress associated with intimate
partner violence (Campbell, 1989; Campbell et al., 1995; Campbell et al., 1997; Dutton
and Goodman, 1994; Eby, 1996; Finn, 1985; Follingstad, et al., 1991; Goodman, Koss &
Russo, 1993; Jaffe, Wolfe, Wilson & Zak, 1986; Mitchell and Hodson, 1983). Over the
past few decades, the relationship between stress and health has been researched
extensively. A brief review of the literature on the health effects of stress is presented to
illustrate the process by which women’s experiences of abuse may impact their physical
and psychological health.

Stress has been linked to various physical health conditions such as frequent
headaches, backaches, respiratory infections, gastrointestinal problems, and fatigue
(Barnett, Davidson, and Marshall, 1991; DeLongis, Folkman, and Lazarus, 1988; Seyle,

1982); coronary heart disease and associated risk factors (e.g. diabetes, high blood
pressure, high cholesterol, obesity) (Elliott, 1995; Pearlin, 1989). For example, Ullman
and Siegel (1996) examined the relationship of traumatic events to physical health in a
randomized community survey. Results of their study indicated that individuals who
experienced traumatic events had poorer perceptions of their physical health, more
chronic limitations in physical functioning, and more chronic medical conditions than did

individuals who did not experience traumatic events.
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Barnett et al. (1991) examined the relationship between work and physical health
symptoms with a sample of 403 female health-care professionals. They found that work-
related stress (i.e., concerns regarding discrimination, job overload, hazard exposure,
supervision, and job mobility) was significantly related to physical health
symptomatology. When all five concerns were entered into a regression equation, only
work overload and hazard exposure were significant predictors of physical health
symptoms. |

Elliott (1995) reviewed the current literature on the relationship between
psychosocial stress and women's coronary disease. She found evidence to confirm that
psychosocial stress is linked to coronary heart disease, ischemic heart disease, myocardial
infarction, and a variety of risk factors for coronary heart disease (e.g., high blood
pressure, cholesterol). Despite the mounting evidence linking stress to physical health
problems, the process by which stressful life events or daily hassles impacts women’s
physical health remains unclear. Furthermore, the extent to which income levels affect
the relationship between stress and physical health needs further exploration.

Effects of Stress on Psychological Health

Stressful life circumstances may jeopardize an individual's psychological health as
well as their physical health. Previous research indicates that high levels of stress are
associated with psychological distress symptoms such as depression (Amatea and Fong,
1991; Avison & Turner, 1988; Bailey, Wolfe, and Wolfe, 1994; Breslau and Davis,
1986; DeLongis, Folkman, and Lazarus, 1988; Eby, 1996; Eckenrode, 1984; Holahan &
Moos, 1991; Kendler, K.S., Kessler, R.C., Walters, E., et al., 1995; Kuyken and Brewin,

1994; Nelson, 1989; Revicki, Whitley, Gallery, and Allison, 1993; Russell and Cutrona,

24



1991; Stephens, Franks, and Townsend, 1994; Thoits, 1982; USDHHS, 1993a, 1993b),
- negative affect (Bailey, Wolfe, and Wolfe,1994; Eckenrode, 1984; Stephens, Franks, and
Townsend, 1994), and anxicty (Bailey, Wolfe, and Wolfe,1994; Nelson, 1989; Pugliesi,
1989; Thoits, 1982). For example, Holahan and Moos (1991) compared high- and low-
stressor groups on levels of depressed mood and depressive features. Their results
indicated that individuals with high levels of stress experienced significantly more
symptoms of depression than low-stress individuals. Avison and Turner's (1988)
analyses of different stressors indicated that enduring interpersonal difficulties represent
significant sources of long-term stressful experiences. Furthermore, their results
demonstrated a strong positive link between chronic strains and depressive symptoms.
To summarize, previous research has established a strong relationship between
stress and negative health outcomes. The physical and psychological consequences of
stress mirror many of the health problems experienced by battered women.

Conceptualizing abuse as a stressor may help to explain these similarities.Abuse, Stress

and Health Qutcomes

Several researchers have suggested that abuse creates stress in women's lives, and,
as such, may activate a combination of distress responses. If not resolved, the stress
responses may become manifested in the form of physical health symptoms
(somatization) and/or psychological health problems. Previous research indicates that
while most victims of violence experience immediate distress response, battered women
may find it more difficult to resolve distress reactions. Researchers have indicated that
abuse-related stress reactions may develop into physical and psychological health

problems (Eby, 1996; Campbell et al., 1997; Goodman, Koss & Russo, 1993; Follingstad
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et al., 1991; Koss, 1990; Stark & Flitcraft, 1988). Koss (1990) postulated that a woman's
ability to resolve the immediate post-victimization stress response hinges on two factors:
1) the interpersonal nature of the victimization and 2) the extent to which social norms
support women's responsibility for the provocation of sexual and physical assault. Even
when evaluated many years after the assault, victims of sexual violence and assault are
significantly more likely than non-victims to qualify for psychiatric diagnoses such as
major depression, generalized anxiety, obsessive-compulsive disorder, Posttraumatic
Stress Disorder (PTSD), and substance abuse (Koss, 1990; Browne, 1992; Walker, 1984).

Unlike women who experience an isolated incident of sexual or physical assault,
battered women often encounter repeated episodes of violence. They may not have an
opportunity to resolve immediate post-victimization distress responses. Furthermore, our
society still holds women accountable for their life circumstances. While we revere
traditional family values, we criticize women for staying in abusive relationships. Itis
not surprising, therefore, to find that battered women experience high levels of stress and
subsequent physical and mental health problems.

The occurrence of stress-related health symptoms, such as chronic pain, fatigue,
gastrointestinal illness, and anxiety, among battered women has been documented well in
the literature. Most people would agree that the physical violence itself is stressful.
Women often report monitoring their own behavior to defuse their partner’s temper or at
least minimize the severity of the violence. They talk about the uncertainty of knowing
when or where the attacks will occur or of being unable to sleep for fear their partners
will kill them or harm their children while they’re sleeping. Clearly, the violence itself

can be stressful for women.
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Surviving an intimate partner’s violence can be stressful in other ways as well.
Researchers have demonstrated that battered women experience more negative life events
and daily hassles than do non-battered women (Campbell et al., 1997; Eby, 1996; Jaffe et
al., 1986). These may include tensions with family members, friends, neighbors,
employers, and service providers who either insist that she leave the relationship, insist
that she preserve the relationship, or imply that she is somehow responsible for the
violence. They may also include concerns about finances, her children’s emotional and
physical health, or her own health. Combined with the stress directly related to the
assaults, these abuse-related stressors may have a resounding impact on women’s
physical and psychological health. In a comparative study, Jaffe and associates (1986)
found that battered women had significantly more somatic complaints, a higher level of
anxiety, and more symptoms of depression than did non-battered women. In addition,
battered women’s health was significantly related to other stressors in their life such as
negative life events, marital problems, child behavior problems, and frequent relocations.

Eby (1996) also found that “abused” women had higher levels of stress (i.e.,
stressful life events and daily hassles) than did “non-abused” women. More importantly,
Eby’s study demonstrated that women’s experiences of stress mediated the relationship
between abuse and both physical health symptoms and psychological health (i.e.,
depression and quality of life). These findings suggest that stress is a key component in
the process by which abuse affects women’s health.

The extent to which battered women experience health problems may depend
upon women'’s perceived availability of social support. Dohrenwend (1978) proposed a

conceptual framework for understanding the complex relationships between stress and
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psychopathology. This same model has been applied to the relationship between stress
and physical health outcomes (DeLongis et al., 1988). The psychosocial stress model
suggests that situational factors (i.e., material and social supports) and psychological
factors (i.e., values and coping abilities) influence the extent to which stressful life events
result in negative health outcomes (Levine and Perkins, 1987). This model will be used
as a conceptual framework for investigating the moderating effects of social support.
Moderating Role of Social Support

Dohrenwend's (1978) psychosocial stress model suggests that social support
moderates the relationship between stress and health outcomes. That is, social support
may reduce the deleterious effects of stress on health outcomes. For example, Holahan
and Moos (1986) found that positive family support was a significant factor for predicting
reduced depression. DeLongis, Folkman, and Lazarus (1988) examined the effects of
daily stress on 75 married couples' somatic symptoms and moods. The results of their
study indicated that persons with unsupportive relationships and low self-esteem were
more likely to experience physical health problems such as the flu, sore throat, headaches,
and backaches. In addition, they were susceptible to complex mood disturbances
(DeLongis, Folkman, and Lazarus, 1988). The processes by which social support affects
the relationship between stress and health are complex.

Reviews of empirical literature (e.g., Broadhead et al., 1983; Cohen and Wills,
1985; Kessler et al., 1985; Pearlin, 1989) often conclude that high levels of social support
are associated with lower risk for physical and psychological problems. Researchers have
posited two competing models regarding this association. One model, the main-effects

hypothesis, suggests that social support directly influences individuals' physical and
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psychological health regardless of stress. That is, high levels of social support are
associated with positive physical and psychological health outcomes irrespective of
whether individuals experience stress (Cohen and Wills, 1985; Wilcox, 1981).

‘The second model, termed the buffering hypothesis, closely resembles
Dohrenwend's (1978) conceptualization of social support. The buffering hypothesis
suggests that social support protects individuals from the potentially harmful effects of
stressful events (Cohen and Wills; 1985; Wilcox, 1981). The moderating effect of this
model is demonstrated with a stress x support interaction, such that the relationship
between stress and health diminishes as social support increases. In essence, the
buffering model suggests that social support is related to physical and psychological
outcomes only during periods of elevated stress. Social support may influence the
relationship between stress and health outcomes by reducing or eliminating the
immediate stress reaction, or by directly affecting physiological processes (Cohen and
Wills, 1985).

Although both models have received substantial empirical support across a variety
of situations and circumstances (Cohen and Wills, 1985), the buffering model does not
appear to adequately explain the role of social support in battered women's lives (Eby,

1996; Follingstad, 1991; Mitchell and Hodson, 1983). Eby (1996) tested the moderating
effects of social support using a community sample of low-income abused and non-
abused women. The results of her analyses indicated that social support did not
significantly reduce the relationship between stress and psychological health, even when

stress levels were high. The results did demonstrate a positive direct association between
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social support and psychological health, which appears to support the main-effect
hypothesis.

Combined, these findings contradict earlier assumptions regarding the moderating
effect of social support. They suggest that a battered woman's perception of social
support is beneficial to her overall psychological health regardless of the stress she may
be experiencing. There are two plausible explanations for these findings. First, Eby
(1996) examined the perceived social support of women who were living in poverty. The
main effect hypothesis suggests that women who are highly satisfied with the amount and
quality of social support they receive would experience greater psychological health
regardless of the level of stress they experience. It is possible that although women felt
better knowing they had satisfactory social support, these resources were not sufficient to
protect womern from the long-term effects of their stressful life circumstances. In fact,
Eby (1996) reported that even though many battered women were satisfied with the
amount and quality of social support they received, several noted that their family and
friends did not understand their life circumstances, particularly with regard to the abuse
they experienced.

A second possible explanation for the lack of evidence to support a moderating
relationship may relate to methodological issues. Cohen and Wills (1985) noted that to
test the moderating effects of social support, one needs adequate variability in stress,
social support, and symptomatology. The authors posited that this requirement is often
violated in samples where all participants are under relatively high stress to begin with
(i.e., homogenous), such as samples of low-income women. Although the group of

abused women reported significantly higher stress levels than the group of non-abused
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women, all women were navigating the dire circumstances of poverty. All women were
already dealing with highly stressful life circumstances, regardless of the abuse they may
have been experiencing. It is possible that the sample was too homogenous for
significant detection of moderating effects.
Effects of Income on Stress and Physical Health

Abuse has a resounding impact on women'’s psychological and physical health.
Survivors of intimate partner violence suffer a myriad of physical health symptoms and
chronic illnesses as well as symptoms of depression, anxiety, and suicidal ideation. N
While previous research indicates a strong causal relationship between abuse and poor
health outcomes, investigators have noted similar effects associated with living in
poverty. Low-income women are more likely to suffer higher levels of depression and
anxiety (Hirschfeld & Cross, 1982; Lynch, Kaplan & Shema, 1997; Murphy, Olivier,
Monson, Sobol, Federman & Leighton, 1991) and chronic physical health problems
(Kingston & Smith, 1997; Lynch, Kaplan & Shema, 1997; Luepker, Rosamond, Murphy,
Sprafka, Folsom, McGovern & Blackburn, 1993; Stronks, Van Den Bos & Mackenbach,
1997) than are women with higher incomes.
The Effect of Income on Stress

Women from low-income households endure unique stresses associated with
living in poverty (i.e. income instability, frequent moves, lack of transportation, poor
housing conditions) (Belle, 1990; Thoits, 1982). They experience a greater number of
financial stressors (e.g., job losses, unpaid bills, inadequate housing) and have
insufficient financial resources to address those and other undesirable events (e.g.,

frequent illness, legal problems) than do middle or high-income women (Mcleod &
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Kessler, 1990). For example, low-income women are likely to reside in substandard and
overcrowded housing. High levels of dissatisfaction with housing conditions as well as
lack of privacy may lead to elevated stress levels (Fuller, Edwards, Sermsri &
Vorakitphokatorn, 1993). As a result the chronic stress of living in poverty may be a key
underlying cause of several physical and psychological health problems (Belle, 1990).
The Effect of Income on Physical Health

In addition to the chronic stresses associated with living in poverty, several other
factors predispose women to poor health outcomes. Low-income women are more
susceptible to various illnesses and communicable diseases such as Hepititis and
Tuberculosis than are women with higher incomes because of substandard housing and
sanitation conditions. They are more likely to be exposed to toxic environmental
substances (Havenaar & Van Den Brink (1997) and have limited access to quality health
care and preventive services, often receive delayed treatment for illness, and rarely have a
regular source of medical care (Bindman, Grumbach, Osmond et al., 1995; Kington &
Smith, 1997; Weissman, Fielding, Stern & Epstein, 1991). The combined influence of
these factors places low-income women at greater risk for chronic illness and other health
problems. On the other hand, women with higher incomes have greater access to
resources including quality health care and health maintenance programs (e.g., health
club memberships). They have the financial resources to consistently purchase nutritious
foods and maintain healthy eating habits, and are more likely than women with low
~ incomes to participate in health promotion activities. It is likely that income level can

have a significant impact on women’s physical health.
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Moderating Effect of Income

Access to financial resources may buffer the effects of stress on women’s
psychological health. Women with middle and high incomes may suffer fewer and less
severe health problems because they have the financial resources to effectively deal with
stressful situations. For example, women with higher incomes have access to quality
health care and preventive services. When they or members of their families are
hospitalized for an illness or injury, knowing that they have the financial resources to
cover the cost may reduce the extent to which this stressful event impacts their
psychological well-being.

Since most of prior research examining the effects of intimate partner violence has
been based on the experiences of low-income women, effects of living in poverty may
confound the effects of abuse on women’s health. Few researchers have sought to
differentiate the effects of poverty from those due to abuse. Eby’s (1996) comparative
study indicated that the effects of abuse remain strong even when controlling for
women’s low-income status. Low-income “abused” women reported higher stress levels
and poorer health outcomes than did the group of low-income “non-abused” women.
While these findings validate previous assumptions about the effects of intimate partner
violence, the extent to which living in poverty impacts stress and health remains unclear.

Rationale for the Current Study

The literature review delineated several gaps in our understanding about the
relationship between abuse and women's physical and psychological health. First, we
lack a clear understanding of how experiences of abuse affect the physical and

psychological health of women who are not living in poverty. To date, there have been
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very few studies about battered women where a range of incomes was included in the
sample. The financial strain of surviving poverty-level conditions may place low-income
women at greater risk for health problems. By virtue of their socioeconomic status,
women with higher incomes may not have to deal with similar stressful life
circumstances. They reside in more permanent housing situations, have access to
transportation, have financial stability, and receive quality health care. Therefore, abuse
may have a different impact on their long-term health than it does for low-income
women. In order for us to develop comprehensive community-based strategies that
effectively address the various needs of all women, we need to know how abuse impacts
the physical and psychological health of women across a range of incomes.

A second limitation of the current literature is that most prior studies contain
samples of women who are in the midst of a severe crisis. Much of our understanding
about the psychological and physical impacts of abuse has been derived from samples of
women presenting in emergency departments or battered women's shelters. Campbell et
al. (1995) noted that the long-term effects of abuse on women's symptoms of depression
decrease over time. That is, as more time is placed between the abusive situation and the
measure of depression, the symptomatology decreases. Similarly, physical health
problems tend to decline over time, once the crisis is over. Few studies have examined
the relationship between abuse and health outcomes using random samples of women
from the community. A random sample of community women may provide more
variability in measures of abuse, injuries, stress, and health. Hence, the generalizability

of research results will increase.
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A third limitation is that the current research regarding abuse and health lacks a
comprehensive approach to health outcomes. Much of previous research examined the
relationship between abuse and psychological health, abuse and physical health
symptoms, or abuse and psychosomatic symptoms. Few researchers have combined the
various health indices with a measure of chronic health problems. Yet, the abuse
literature suggests that battered women suffer various chronic health problems in addition
to physical health symptomatology. Similarly, the literature regarding stress research
indicates that women may experience chronic health problems as a result of stressful life
experiences. The inclusion of a chronic health problems measure will provide a more
comprehensive view of women's health experiences.

The present study had two primary goals. The first goal was to clarify the
relationship between intimate partner violence and women’s psychological and physical
health. Previous research has indicated that several complex relationships may exist
between women's experiences of abuse and their physical and psychological health.
Several researchers have assumed abuse to be a considerable stressor in women's lives.
Abuse may exacerbate already existing stressful life circumstances or even provoke its
own immediate stress reaction. It is likely that these circumstances of abuse will
adversely affect battered women's health.

The second goal was to explore the extent to which income level impacts the
effects of abuse on women’s physical health and psychological health. For the most part,
previous research about the deleterious effects of abuse on women's health has been
limited to low-income women. Studies of low-income women have increased our

understanding about the health consequences of intimate partner violence, but provide
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limited evidence that women’s health problems are due to the abuse rather than
conditions of poverty.

A conceptual path model of proposed relationships among abuse, health and
income is presented in Figure 1. According to the proposed model, the relationships
between abuse and women's health as well as the impact of income on these relationships
will be explained by several hypotheses. These hypotheses were generated to address
three general research questions.

1. To what extent does intimate partner violence affect a woman'’s physical
health? Several hypotheses were tested to better understand the
relationship between abuse and physical health outcomes. They asserted
both direct and indirect relationships among the constructs.

a. Women's experiences of abuse will have a direct positive effect on
women's experiences of injuries. That is, women who experience
higher levels of abuse will report higher levels of injuries than will
women who experience lower levels of abuse.

b. Women’s experiences of injuries will have a direct positive effect on
women's experiences of health problems. That is, women who
experience higher levels of injuries will report higher levels of physical
health problems than will women who report lower levels of injuries.

c. Women’s experiences of injuries will partially mediate the relationship
between abuse and physical health problems. It is expected that when

the effect of injuries are accounted for, the relationship between abuse
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and physical health problems will decrease in significance and/or

. magnitude.
. Women's experiences of abuse will have a direct positive effect on
women's experiences of stress. That is, women who experience higher
levels of abuse will report higher levels of stress than will women who
experience lower levels of abuse.
. Women's experiences of stress will have a direct positive effect on
their psychological health. That is, women who report higher levels of
stress will experience worse psychological health (i.e., high levels of
depression and dissatisfaction with quality of life) than women who
report lower levels of stress.
Women’s psychological health will have a direct positive effect on
their physical health problems. That is, women who report higher
levels of depression and dissatisfaction with their quality of life will
report higher rates of physical health problems than will women with
lower levels of depression and dissatisfaction with quality of life.
. Women’s experiences of stress will partially mediate the relationship
between abuse and psychological health. This means that abuse will
have a direct positive effect on psychological health as well as stress
such that women who report higher levels of abuse will report higher
levels of psychological health. But when the effect of stress is
considered the significance and/or magnitude of that relationship will

decline. In other words, a woman’s stress level may partially explain
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her level of depression, dissatisfaction with quality of life, and suicide
ideation.

h. Psychological health will partially mediate the relationship between
stress and physical health problems. This means that stress will have a
direct positive effect on physical health problems as well as
psychological health such that women with higher stress levels will
report higher rates of physical health problems than will women with
lower stress levels. But, when the effect of psychological health is
accounted for, the significance and/or magnitude of the relationship
between stress and physical health problems will decrease. In other
words, women’s levels of depression and dissatisfaction with their
quality of life may partially explain the relationship between stress
levels and physical health problems.

To what extent does a woman’s income impact the relationship between

abuse and her physical health? Three hypotheses were tested to examine

the impact of income on the relationship between abuse and physical
health. Two of these hypotheses proposed direct relationships between
income and stress and physical health, while the third asserted a buffering
effect on the relationship between stress and psychological health.

a. Women’s income will have a direct negative effect on their stress
level. That is, women who report higher incomes will report lower

levels of stress than will women who report lower incomes.
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b. Women’s income will have a direct negative effect on their physical
health outcomes. That is, women who report higher incomes will
report lower levels of physical health problems than will women who
report lower incomes.

c¢. Women’s income will moderate the relationship between their stress
levels and their psychological health. There will be a significant
interaction effect of income with levels of stress on women's
psychological health. At lower income levels the relationship between
level of stress and women's psychological health will be strong and
positive. At higher income levels, the relationship between level of
stress and women's psychological health will decline.

3. To what extent does a woman’s satistaction with their social support impact
the effects of abuse on their psychological health? The model indicates an
indirect effect of social support. It is hypothesized that social support will
moderate the relationship between stress and women’s psychological health.
There will be a significant interaction effect of social support with levels of
stress on women'’s levels of depression and dissatisfaction with quality of life.

When social support scores are low, the relationship between level of stress
and women’s psychological health will be strong and positive. At higher
levels of social support, the relationship between stress and psychological

health will decline.
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CHAPTER 2

METHOD

Research Design

A cross-sectional multivariate research design was used to understand the
complex relationships between abuse and health outcomes. This design allowed for basic
descriptive and comparative analyses of abused and non-abused women of varying
income levels. In addition, it accommodated a sophisticated approach to testing the
proposed model; structural equation modeling techniques were used to assess the
hypothesized relationships among the variables. A discussion of recruitment and data
collection procedures, measures, and analyses used in this study is presented.

Research Participants

The Women’s Health Study. As part of a larger research project, 397 women
were recruited to participate in the current study. The larger research project, the
Women’s Health Study, was designed to investigate the effects of various life
circumstances (including physical, emotional, and sexual abuse) on women’s physical
health and psychological health. Women for the Women’s Health Study were recruited
primarily through newspaper advertisements, although some women heard about the
research project through a friend or relative who had seen the advertisement or had seen a
flyer. Four consecutive advertisements were placed simultaneously in three local
newspapers from August 1996 through June 1997. Each of the four advertisements was

designed to attract women who fit a specific profile (e.g., middle-income women who had
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been physically harmed by an intimate partner during the past six months). The
advertisements are provided in Appendix A.

As noted in the advertisements (see Appendix A), interested women were
instructed to call the Women’s Health Study office to get more information about the
project and to determine their eligibility for participation. Trained Women’s Health
Study team members answered the telephones, recited scripted information about the
project (see Appendix B), screened callers for eligibility, and scheduled the interviews.
Eligibility requirements varied depending on the recruiting profiles (i.e., whether we were
recruiting for a specific income level or “abuse” status), and the screening forms varied
accordingly. An example of the recruitment scripts and corresponding screening forms
(Participant Contact Form) is provided in Appendix B.

Once eligibility was established, each eligible woman was scheduled for a face-to-
face interview at a time and location that was convenient for her (specific information
about interviewer training and procedures are discussed later). The interviews took place
in several different settings; most were scheduled at the American Red Cross, but some
were also conducted in women’s homes and on-campus (at Michigan State University).
A total of 439 women scheduled interviews with the Women’s Health Study. Out of the
women who scheduled interviews, 399 (91%) completed them.

The Current Study. Three hundred ninety-seven women (90% of all eligible
participants) from the Women’s Health Study met the criteria for the current study: 1)
they were between 18 and 45 at the time of the interview and 2) they were current
residents of the Greater Lansing Area. As noted in Table 1, most of the women in the

current study were recruited through newspaper advertisements.
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Table 1. Recruitment Method (N = 397)

Source N %
Newspaper 333 83%
Lansing State Journal (178) (45%)
community newspapers (155) (39%)
Friends/Relatives . 39 10%
Flyers 13 3%
Other 6 2%
Missing 6 2%

The demographic characteristics of the women who participated in the study are
presented in Table 2. Seventy percent of the women identified themselves as
white/Caucasian, 20% black/African-American, 6% multiple ethnicity, 5%
Hispanic/Latina, 1% Asian-Pacific, and 1% Native American. Generally, the participants
were in their 30s (mean age = 34, SD = 7.68), employed at least part-time (66%), had
some college experience (74%), and cared for two children (SD = 1.55). Thirty-nine
percent were married or living with an intimate partner, 27% were in a serious
relationship, but not living together, and 34% were not involved in a serious relationship
at the time of the interview. The majority of women (86%) owned or rented housing
accommodations, while the remaining 14% had temporary shelter arrangements with
friends, relatives, or some other source. Despite the median household monthly income
of $1,600 (SD = $1,616), 129 women (33%) were surviving on monthly incomes below
the poverty threshold for the number of people supported by that income. In most
households, the monthly income supported at least three people (68%), and in 21 (5%) of
those homes, the income supported between six and nine people. Two hundred thirty two

(59%) women had private medical insurance, 88 (22%) received Medicaid or Medicare,
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and 77 (19%) were not insured. As expected, 52% of the participants reported that an
intimate partner or ex-partner had physically harmed them within the six months prior to
the interview. . |

The demographic characteristics of this sample were somewhat representative of
the Lansing area population. According to the 1990 Census data (U.S. Census Bureau,
1990), the ethnic, educational, and employment distribution of the current sample were
comparable to Lansing Area demographics. Women in this sample were as likely to have
private health insurance or at least Medicaid or Medicare as did people in the Capital area
in 1990 (Health Status Advisory Group Report, 1993). Despite the apparent similarities
between this sample and the Lansing population, there was a key difference. The median
annual income of $18,000 was substantially less than the 1989 estimates of Lansing area
households ($26,398; U.S. Census Bureau, 1990). This difference is important to note
because it may mean that this particular sample didn’t adequately represent all women
from the Lansing area.
Interviews

Interviewer training. Ten undergraduate students interviewed the project
participants in exchange for independent study course credits (PSY 490). To be eligible
for Independent Study credits in Psychology, students must have had a minimum
cumulative grade point average of 2.5 and at least nine credit hours of Psychology. The
students were selected based on their eligibility, willingness to commit two consecutive

semesters to the research project, and their interest in women's health issues.
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Table 2. Demographic Characteristics (N = 397)

Characteristic N %
Race/Ethnicity
White/Caucasian 279 70%
Black/African-American 66 17%
Multi-ethnic 25 6%
Hispanic/Latina 20 5%
Asian/South-Pacific 4 1%
Native-American 3 1%
Age (mean = 34 years)
17 — 29 years 121 30%
30 - 39 years 154 39%
40 - 50 years 122 31%
Household Monthly Income
(median = $1,600)
$0-999 121 31%
$1,000 - 1,999 110 28%
$2,000 - 2,999 64 16%
$3,000 - 3,999 48 13%
$4,000 - 4,999 32 8%
$5,000 - 5,999 11 2%
Over $6,000  ($8,667) 11 2%
Employment Status (n = 277)
Full-time 194 70%
Part-time 69 25%
Temporary/seasonal 14 5%
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Table 2 (con'd).

Characteristic N %
Relationship Status

Living together/married 153 | 38%

Not currently dating 65 16%

Separated/divorced/widowed, 55 14%

not in a new relationship
Girlfriend/boyfriend 54 14%
Separated/divorced/widowed, 54 14%
in a new relationship

Dating, not girl-/boyfriend 16 4%
Housing Status

Renting apartment or house 172 43%

Own or buying a house 162 41%

Staying with friends/relatives 49 12%

Renting a room 6 2%

Homeless or other shelter 8 2%
Education Level

Some college 191 48%

Bachelor's degree ' 71 18%

High school graduate/GED 37 9%

Less than high school 36 9%

Post-bachelor's degree 32 8%

Vocational/trade school 30 8%
Medical Insurance

Private insurance 232 59%

Medicaid/Medicare 88 22%

None 77 19%
Have Children (mean no. = 2) 295 74%
Harmed by partner or ex-partner

within past 6 months 207 52%
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The students developed interviewing skills through a 10-week intensive training
sequence. The training sequence consisted of weekly reading and discussion assignments
about issues relevant to middle-income women's health, a Cultural Sensitivity Training
seminar, and Interview Practice sessions (See Appendix C for a copy of the Interviewer
Training Syllabus and Training Schedule). Students honed their recruiting and
interviewing skills through role-play exercises and mock interviews. Their progress was
evaluated on a weekly basis through individual and group supervision meetings.
Feedback regarding their skill development was provided to each student via weekly
progress reports.

The second half of the first semester and the entire second semester was devoted
to interviewing project participants. Upon successful completion of the training
sequence, each student was required to interview at least two women each week. The
interviews were arranged at least one week in advance. No student received her
assignment until it was determined that she had mastered the interview (i.e., achieved at
least 95% inter-rater reliability with other students and instructor on a mock interview).

Completed interviews and their tape recordings were submitted each week. The
instructors reviewed and evaluated each completed interview. Interviewers received
weekly feedback reports on their case responsibility and interview technique and coding.

Inter-rater reliability estimates were computed twice during the data collection
sequence; once before the interviewers began conducting interviews, and periodically
(approximately every tenth interview) throughout the second semester of data collection.
The first reliability test was based on the percent agreement of interviewers coding one

taped interview. That is, each interviewer received the same taped interview and coded it
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according to training procedures. During the second semester, each interviewer coded
another classmate's taped interview. A systematic procedure was employed to ensure that
all possible pairs of interviewers were assessed. Twenty-one inter-rater reliability
estimates were calculated. They ranged from .91 to .97 (some low scores were due to
technical problems rather than “true” discrepancies among interviewers). In addition, a
group inter-rater reliability was computed as the mean of individual percent-agreement
estimates (~.94).

Interview protocol. Interviewers used the following protocol for collecting data:

1. The trained interviewer met the participant at a time and private location
that was convenient for the participant. The interviewer described the
interview process (two-parts - questionnaire and written), reminded the
participant that the interview was strictly confidential and informed her
that she had the right to decline any part of the interview without penalty.
Also, she was reminded that a participant identification number had been
substituted for any identifying information on the interview. This step was
taken to ensure confidentiality.

2. The interviewer asked the participant to sign a consent form (see
Participant Agreement Form. Appendix D). The signed consent form
demonstrated that the participant understood her rights as a research
participant as well as the subject matter of the interview (both verbal and
written parts).

3. After the interviewer addressed all of the participant's questions or

concerns, she began the verbal section of the interview (see Women's
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Health Study Interview, Appendix E). This part of the interview took
anywhere from 60 minutes to 4.5 hours to complete (most were
approximately 90 minutes long).

Upon completion of the verbal section of the interview, the interviewer
reminded the participant about her rights as a research participant. Then,
she asked the participant to complete the written section of the interview
(see Women's Health Study Interview - Written, Appendix E).

When the written section of the interview was completed, the interviewer
separated the consent form and any other identifying information from the
two sections of the interview. Women were thanked for their time,
energy, and cooperation. They were paid a $30.00 remuneration fee for
their efforts, and then asked to sign a receipt of payment. The receipt
remained on file for record-keebing purposes, but kept separate from the
completed interview. Finally, all participants received a Women's Health
Project business card and a complimentary Guide to Community
Resources (see Appendix F).

Unless the participants submitted a written request, no further efforts were
made to contact women who participated in the project. Some women
may request a copy of project results when available. To do so, they must

submit a written request to the Women's Health Study project director.
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Measures

The purpose of the current study was to clarify the complex relationships between
abuse and women's health. Data was collected through face-to-face interviews using a
structured questionnaire. The interview consisted of two phases. During the first phase,
interviewers administered the oral section of the questionnaire. Upon participants'
completion of the oral section, they were asked to complete the written section of the
questionnaire. Combined, the questionnaire was designed to assess the following
constructs: abuse, injuries, stress, social support, income, physical health, and
psychological health. These constructs were assessed using pre-existing measures as well
as instruments created specifically for this research endeavor. A description of each
construct and associated measures are presented. In addition, established psychometric
properties of preexisting and developed measures are provided. The psychometric
properties of each scale are summarized in Table 3.

Abuse

Three different types of abuse were measured: physical, psychological, and
sexual. Each type of abuse was measured with respect to its occurrence and frequency.
A description of each scale and scoring method is presented below.

Physical abuse. Physical abuse was conceptualized as any incident in which a
person is physically harmed by an intimate partner/ex-partner or spouse/ex-spouse. The
relationship was considered intimate if the participant indicated that the partner was at
least a boyfriend or girlfriend. If a woman had been casually dating, and didn’t consider
the relationship intimate, she wasn’t probed about threats or occurrence of physical harm.

Experience of physical abuse was assessed by a modified version of Straus' (1979)

50



Conflict Tactics Scale (CTS). The modified version of the CTS contained 12 items (see
Appendix E, pg. 215). Women were asked to rate how often, in the past six months, their
assailant engaged in violent behaviors such as pushing and shoving, slapping, choking,
burning, and using a gun or knife against them. Women rated the frequency of their
experiences on a 6-point scale ranging from "Never" to "More than 4 times a week." One
item, “burned,” was dropped from the scale due to a low corrected item-total correlation
value (.28). The internal consistency of the remaining 11 items demonstrated high
reliability (e = .93). The corrected item-total correlations ranged from .55 to .84.
Participants’ scale scores were calculated as the mean frequency rate with which they had
éxperienccd the physical abuse items.

Psychological abuse. Psychological abuse was conceptualized as any act with
which a person was emotionally hurt or harmed by an intimate partner/ex-partner or
spouse/ex-spouse. Again, the relationship was considered intimate if the woman stated
that the partner was at least a boyfriend or girlfriend. Women's experience of
psychological abuse was measured with a shortened version of the 33-item Index of
Psychological Abuse (IPA) scale (Sullivan, Parisian & Davidson, 1990). The 21-item
version of the IPA asked women how often, in the past six months, they had been
harassed, controlled, ridiculed, and criticized by an intimate partner (see Appendix E, pg.
213). Using a 4 -point scale that ranged from "Never" to "Often," women rated how
often their partner “tried to humiliate yop,” “tried to control your money," and "criticized

Your physical appearance or sexual attractiveness." Each participant’s scale score was
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~ Table 3. Psychometric Properties of Instruments

Corrected
Number of Alpha Item-total

Instrument Items Coefficient Correlations
Abuse

Conflict Tactics Scale (CTS) 11 .93 .55-.84

Index of Psychological Abuse (IPA) 19 94 49 - .82

Index of Sexual Abuse (ISA) 4 .86 .70-.77
Injuries

Injury Checklist (IC)? 11 NA NA
Stress

Difficult Life Circumstances (DLC)® 24 NA NA

Stressful Life Events (SLE)® ‘ 50 NA NA
Physical Health

General Health Question (GHQ) 1 NA NA

Chronic Health Problems (CHP) 8 NA NA

Physical Health Symptoms (PHS) 30 91 35-.69
Psychological Health

Center for Epidc;nﬁological Studies - 20 .93 42 - .80

Depression (CES-D)

Quality of Life Scale (QLS) 9 .88 41-.78

Suicide Ideation Scale (SIS)* 2 NA 28
Income

Percent Poverty (INC) 1 NA NA
Social Support*

Companionship (SSC) 2 NA .78

Advice and Information (SSA) 2 NA .76

Practical Assistance (SSP) 2 NA 91

Emotional Support (SSE) 2 NA .88

Financial Support (SSF) 2 NA 73

*unlikely that the occurrence of one type of injury would be related to another type of

injury.

*unlikely that the occurrence of one type of stressful life circumstance/difficult life
situations/chronic health problem will be related to another. These are often unrelated or

isolated issues or life events.

‘two items used to construct scale...therefore, the alpha coefficient is unstable. Only
uncorrected inter-item correlations are presented.
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calculated as the mean frequency rate with which they experienced the different forms of
psychological abuse. Two items were dropped from the scale due to low corrected item-
total correlation estimates: “abused or threatened to abuse pets to hurt you” (.38) and
“punished or deprived the children when s/he was angry with you” (.40). The chronbach
alpha coefficient of the remaining 19 items was .94, with corrected item-total correlations
ranging from .49 to .82.

Sexual abuse. Sexual abuse was defined as any act or threat of sexual activity by
an intimate partner or ex-partner that was unwanted or forced (Swett, 1993; Winfield,
1990). The relationship was considered intimate if the participant considered the
assailant to be at least a boyfriend or girlfriend. Four items were used to construct the
Sexual Abuse Scale (SAS). The first item was measured as part of the Index of
Psychological Abuse scale (i.e., shortened version of the IPA). Women were asked to
indicate how many times in the last six months an intimate partner or ex-partner “used
threats to try and have sex with...” her. They rated their experiences on a 4-point scale
ranging from “Never” to “Often.” The second item was measured as part of the physical
abuse scale (i.e., modified version of the CTS). Women were asked to rate, on a 6-point
scale, how often in the past six months an intimate partner or ex-partner “forced any
sexual activity (she) didn’t want to happen.” Responses ranged from “Never” to “More
than 4 times a week.” The remaining two items were taken from the written section of
the interview (see Appendix E, pg. 224). For the first question, women were asked,
“How often have any of your partner(s) ever used threats to try and have sex with you in
the past six months?” For the second question, women were asked, “How often have any

of your partner(s) used physical force to have sex with you in the past six months?” Both
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questions asked women to rate their experiences on a 5-point scale ranging from “Never”
to “more than 20 times (in the past six months).” Although the third and fourth items of
this scale repeated the first two questions, women completed these questions without the
verbal prompting of the interviewer. Some women may have felt more comfortable
responding to the written questions than the oral ones.

The four items were measured using different, yet comparable, scales. To
standardize the scoring system, the scales of the two items from the written section and
the one CTS item were converted into a 4-point scale (i.e., the IPA scale). Each
participant’s scale score was calculated as the mean frequency rate with which they
experienced all four items. The internal consistency was .86 with corrected item-total
correlations that ranged from .70 to .77.

Injuries

An 11-item Index of Injuries was used to assess the rate at which women
sustained injuries (Sullivan et al., 1992) during the past six months (see Appendix E, pg.
188). All participants were presented with a list of items that ranged from minor injuries
such as cuts, scrapes, and bruises to more severe injuries such as knife or gunshot
wounds. They were asked to rate the frequency with which they had sustained these
injuries on a 6-point scale ranging from “Never” to “More than four times per week.”
There was little variability in the frequency with which women reported having sustained
injuries; more than half (53%) of the women indicated they had sustained injuries on
average less than once per month. Therefore, responses were dichotomized into “yes”

and “no” (0/1) codes. Individual scale scores were calculated as the total number of
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injuries reported. Since one wouldn’t expect one type of injury to coincide with another,
estimates of internal consistency were not generated.
Stress

Stress was conceptualized as a response to circumstances or events in which the
situational demands exceed perceived resources (personal and environmental). Each
participant’s perceived stress level was measured by assessing their experiences with
various life circumstances and events. Two scales were used to measure participants'
experiences with difficult life circumstances and stressful life events. Descriptions of the
two separate scales are provided.

Difficult Life Circumstances. The Difficult Life Circumstances [DLC] scale
(Barnard, 1988) was used to measure participants' experiences with problematic
situations or circumstances. A 24-item scale, it asked women to indicate whether or not a
particular situation was problematic for them (see Appendix E, pg. 192). The scale
included items such as, "Have you been hospitalized in the past year for any reason,
accident or illness?", "Do you have problems with vour credit rating?", and "Do you feel
that you do not have enough privacy?" Women's responses to the scale items were
dichotomously scored 0/1, and the scale score was calculated as the sum of all items.

Stressful Life Events. The Life Event Checklist (Reischl, Eby, & Ramanathan,
1992) was used to assess women's experiences of stressful life events (see Appendix E,
pg- 194). This 49-item checklist of events has several subscales related to intimate
relationships, school, work, family, finances, and legal issues. Participants were asked
whether or not an event took place, then to rate how stressful it was for them. Women

rated their perceived stressfulness of the event on a 5-point scale that ranged from “Not at
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all stressful” to "Extremely stressful." Each participant's mean stress score was calculated
by summing their stressfulness ratings and dividing by the total number of stressors
endorsed. Internal consistency was not estimated for this scale. As noted by previous
researchers (e.g., Eby, 1996) one should not expect internal consistency among items,
since one stressful life event doesn't necessarily coincide with other stressful life events.
Physical Health Outcomes

The Physical Health Outcomes construct was operationalized as a comprehensive
assessment of women's physical health. Three measures were used to examine the
participants’ general health status, physical health symptomatology, and chronic health
problems. A description of the three measures is provided along with their psychometric
properties, where applicable.

General health status. Women's general health status was assessed by one item,
which asked women to rate their general health status on a four-point scale ranging from
“excellent” to “poor.” This item was adopted from the Michigan Lesbian Health Survey
(Bybee, 1990).

Physical health symptomatology. Women's physical health symptomatology was
measured using an adapted version of the Cohen-Hoberman Inventory of Physical
Symptoms (CHIPS, 1983). The modified version of CHIPS contained several symptoms
that frequently bother battered women (Campbell, 1989; Eby, 1996; Rodriguez, 1989).
The 35-item scale included symptoms such as sleep problems, muscle tension or
soreness, and pelvic pain (see Appendix E, pg. 186). Participants were asked to indicate

how often they experienced each of the symptoms during the past six months. They rated
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their experiences on a 6-point scale ranging from “Never” to “More than four times a
week.”

Five items were deleted from the scale due to low corrected item-total correlations
(less than .35). The internal consistency of the remaining 30 items was .91 with corrected
item-total correlations ranging from .35 to .69. Each participant's score was calculated as
the mean frequency rate with which they experienced the 30 physical health symptoms.

Chronic health problems. An adapted version of a Michigan Lesbian Health
Survey [MLHS] (Bybee, 1990) subscale was used to measure chronic health problems.
The original subscale of health problems contained a list of 55 items, and asked women
to indicate if they have ever had any of the health problems listed. Participants were
directed to check all the health problems they have ever had, even if they were no longer
experiencing them. The modified version of the subscale titled, Chronic Health Problems
(CHP) scale, contained a list of nine most commonly cited health problems (based on
MLHS data and abuse literature), including high blood pressure, arthritis, allergies,
diabetes, and repeated or long-term infections (see Appendix E, pg. 185). Participants
were asked two questions. First, they were asked if they have ever experienced any of the
health problems. Second, they were asked if they were experiencing the problem at the
time of the interview, or had they experienced it in the past only. Participants' responses
were coded on a 3-point scale (1 = Yes, now; 2 = Yes, in past only; 3 = No).

One would not necessarily expect one particular chronic health problem to
coincide with another (e.g., Cancer and arthritis), so it is unlikely that a list of chronic
health problems would show high internal consistency. Therefore, no items were

dropped from the scale and individual scores were dichotomously rated 0/1 based on their
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“Yes, Now” responses. Each participant’s scale score was then calculated as the sum of
all items.
Psychological Health

Psychological health was conceptualized as the extent to which women
experienced depression, suicidal thoughts and attempts, and satisfaction with the quality
of their lives. Three measures were used to assess each participant’s psychological
health. A description of each measure and their respective psychometric properties is
provided.

Depression. Depression was measured using the Center for Epidemiological
Studies - Depression Scale (CES-D) (Radloff, 1977). This 20-item scale is a self-report
checklist of psychological distress within the general population (see Appendix E, pg.
223). It assesses the extent to which a person experienced symptoms of depression
within the past week. Participants rated items such as, "I felt hopeful about the future," "I
thought my life had been a failure," and "I felt that people dislike me" on a four-point
scale ranging from "Rarely or Never" to "Most or All the time". Four of the items were
reverse-scored to coincide with the rating pattern of the other 16 items.

Levels of depression were calculated as the summed rates on all 20 items. Using
the sum-total score, the following criteria were applied to determine each participant’s
depression level: scores 0-15.5 indicated no depression, scores 16.0 - 20.5 indicated mild
depression, scores 21 - 30.5 | indicated moderate depression, and scores 31 and above
indicated severe depression (Radloff, 1977). Estimates of depression levels were used for
descriptive purposes only. The individual scale scores that were used in further analysis

were computed as the mean rate of all 20 items, and ranged from (1) to (4). The internal
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consistency was a = .93, with corrected item-total correlations from .42 to .80.

Suicidal ideation. Participants' risk for suicide was assessed by the following two
items: "How often have you thought about ending your life in the past six months?" and
"Have you tried to end your life in the past six months?" Participants rated the frequency
with which they have thought about committing suicide on a 6-point scale (1 = "Never"
to 6 = "More than 4 times a week"). If a woman indicated that she never thought about
committing suicide in the past six months, she was not asked to answer the second
question (see Appendix E, pg. 191). Otherwise, both questions were posed.

Frequency data was collected for the first item and also for women who
responded affirmatively to the second question (i.e., “How many times?”). An ordinal
scale was created to represent women who had not answered either question affirmatively
as well as those who answered the first, but not the second, and those who answered both.

Therefore, women’s responses to both questions were coded as follows: (0) no suicidal
thoughts or attempts, (1) suicidal thoughts, no attempts, (2) suicidal thoughts and at least
one attempt. Reliability estimates were not computed because the scale consisted of only
two items.

Quality of life. Perceived quality of life was measured with a modified version of
Andrews and Withey's (1976) Quality of Life measure. The adapted version of the
original measure contained nine items. Participants were asked to rate, on a 7-point scale
(1 = "Extremely Pleased" to 7 = "Terrible"), how they currently felt about various aspects
of their lives (see Appendix E, pg. 182). Items included questions such as "How do you

feel about your personal safety?," "How do you feel about what you're accomplishing in
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your life?," and "How do you feel about your emotional and psychological health"? The
internal consistency of this scale was .88 with corrected item-total correlations ranging
from .41 to .78. Individual scale scores were calculated as each participant’s mean
'feeling' rating.
Social Support

Social Support was conceptualized as perceived support from friends and family.
A modified version of Bogat, Chin, Sabbath, and Schwartz’s (1983) Social Support Scale
assessed p&ceived social support. The original scale contained 9 items, and measured
people's perceived quantity and quality of overall social support, as well as four specific
domains of support: companionship, advice and information, practical assistance, and
emotional support. The revised instrument contained the same basic domains plus one
additional domain, financial assistance (see Appendix E, pg. 183). This 11-item scale
asked participants to rate, on a 7-point scale ranging from "extremely pleased (1)" to
"terrible (7)," their feelings about the quality and quantity of social support they receive.
Internal consistency was calculated as equal to .91, with corrected item-total correlations
ranging from .54 to .77.

Although the reliability estimate and item-total correlations demonstrated that this
scale was internally consistent, moderate inter-dimension correlations (from .29 to .63)
also indicated that the items might represent distinct dimensions. Theoretically, it made
sense to consider that satisfaction with the quality and quantity of one type of support
(e.g., companionship) may be related but also distinct from one’s satisfaction with the
quality and quantity of another type of social support (e.g., financial assistance). The

moderate inter-dimension correlations provided some empirical support for separating the
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dimensions. The efficacy of this direction was further assessed using confirmatory factor
analysis techniques (discussed in the Measurement Model section of the Results chapter).
Dividing the social support scale into five dimensions resulted in different scale scores;

each scale score was calculated as the mean satisfaction rating of the quality and quantity
of social support.
Income

Income was operationalized as the extent to which adjusted annual household
incomes were below, at, or above poverty level (i.e., percent of poverty). Annual
household incomes were adjusted to account for the number of people supported by the
average income. Two questions were used to determine participant’s placement with
respect to poverty. First, women were asked to provide an estimate of their average
household monthly income before taxes were taken out. Second, they were asked to
indicate how many people that monthly income supported (see Appendix E, pg. 180).

The percent of poverty rates were calculated using a procedure based on the U.S.
Census Poverty Threshold Index (1996). First, each woman’s annual income was
computed by multiplying her monthly income by twelve. Then, each woman’s annual
income was divided by the appropriate poverty threshold (i.e., highest allowable income
considered at poverty level for the number of people supported by it) (U.S. Census
Bureau: Poverty Thresholds, 1996). Finally, to generate individual percent poverty rates,
each person’s poverty estimate was multiplied by 100. One hundred percent poverty
would mean that the person’s annual income was at the poverty level. Therefore, any
figure above 100% poverty means that a person’s income is above poverty, and any

figure below 100% poverty indicates that an individual’s annual income is below the
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poverty line. To be eligible for most government assistance (e.g., Medicaid, Food
Stamps, Financial Aid) a person would need to demonstrate that their annual income was
at or below 125% poverty.
Analyses

Three research questions were investigated in the present study. The first goal
was to better understand the process by which abuse impacted women’s physical health.
Eby’s (1996) model of relationships among abuse, stress, psychological health, and
physical health was modified and tested. The second goal was to examine the extent to
which a woman’s income level (i.e., percent poverty) impacted the relationship between
abuse and physical health problems. The third goal was to examine the buffering effects
of social support on the relationship between women’s stress levels and their
psychological health. Both direct and indirect relationships were hypothesized to address
these goals. Several analytical procedures were employed to describe the sample,
examine the hypothesized relationships among variables, and test the overall fit of the
proposed model. A description of these analyses is provided in the Results section where

applicable.
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CHAPTER 3

RESULTS

Descriptive Statistics

Descriptive statistics were generated for each of the scales assessing the latent
variables (i.e., abuse, stress, injuries, physical health, psychological health, social support,
and income). Scale means, standard deviations, and response ranges for each construct
are presented in Table 4. Additional descriptive information about the women’s
experiences is summarized below.

Abuse Experiences

Physical Abuse. Two hundred seven (52%) participants met the criteria for
inclusion into the “abuse” group. Typically, women reported between three and eight
different &pes of abuse (X =5.52, SD =2.97). Eighteen women (9%) endorsed one type
of physical abuse, and three (1%) women indicated their partners had used all twelve
forms of violence. Two women did not report being physically abused, but had been
sexually assaulted. As indicated in Table 5, a woman’s partner or ex-partner was most
likely to push, shove, or grab her (96%), throw something at her (61%), slap her with an
open hand (57%), kick or punch her (56%), hit her or try to hit her with an object (55%),
choke her (54%) and/or beat her up (50%). Women were least likely to have been burned
(7%) by a partner or ex-partner. On average, the women’s partners or ex-partners

assaulted them two or three times a month.



Table 4. Summary of Scale Scores (N = 397)

Observed Variable Mean SD
Abuse
Physical Abuse (CTS) 0.45 713
Range: 0 - 4.55
Psychological Abuse (IPA) 0.84 .738
Range: 0 - 2.74
Sexual Abuse (ISA) 0.28 .593
Range: 0 - 3.00
Injuries (IC) 2.93 1.66
Range: 0- 10
Stress
Difficult Life Circumstances (DLC) 6.41 3.46
Range: 0 - 18 .
Stressful Life Events (SLE) 2.48 .775
range: 0-4.00
Physical Health
'General Health Question® (GHQ) 2.34 .839
range: 1 -4.00
Chronic Health Problems (CHP) 1.56 1.42
range: 0-6.00
Physical Health Symptoms (PHS) 1.27 779
range: 0-3.93
Psychological Health
Depression (CES-D) 1.13 .683
range: 1-2095
Quality of Life (QLS) 4.57 1.08
range: 1.11-7.00
Suicide Ideation (SIS) 0.52 .601
range: 0-2.00
Income (INC) 194 149
range: 0 — 795 (percent poverty)
Social Support
" Companionship (SSC)° 4.86 1.52
range: 1-7.00
Advice and Information (SSA)" 5.11 1.22
range: 1 —7.00
Practical Assistance (SSP)° 5.15 1.59
range: 1 - 7.00
Emotional Support (SSE)° 5.06 1.56
range: 1-7.00
Financial Assistance (SSF)° 4.20 1.75
Range: 1-7.00

*higher score indicates less satisfaction
Yhigher score indicates greater satisfaction



Table 5. Types of Physical and Sexual Abuse Experienced in Past Six Months (N = 207)

Type of Abuse N %

Physical Abuse
In the last six months, how often did he/she:

Push, shove, or grab you 199 96
Throw something at you 242 61
Slap you with an open hand 118 57
Kick you or hit you with a fist 116 56
Hit you or try to hit you with an object 114 55
Choke you 112 54
Beat you up 104 50
Break your glasses or tear your clothing 87 42
Tie you up or physically restrain you in some way 83 40
Threaten you with a gun or knife 48 23
Use a gun or knife against ybu 25 12
Burn you 14 7

Sexual Abuse®:

How often in the past six months has he/she:

Used threats to try and have sex with you (O) ’ 75 36
Used threats to try and have sex with you (W) 52 25
Forced any sexual activity you didn’t want to happen (O) 66 32
Used physical force to have sex with you (W) 48 23

Note: Frequency estimates are reported for only those women who had been physically
harmed within the six months prior to the interview (N = 207)

*Estimates are reported for women’s responses to questions in the oral (O) and written
(W) sections of the interview
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Sexual Abuse. Of the 207 women who had been assaulted by a partner or ex-
partner in the si?( months prior to the interview, 66 (32%) had also been raped. Since few
women (5%) reported only one form or no physical abuse, nearly one in three women
was raped by her partner or ex-partner in addition to being physically assaulted in other
ways.

Psychological Abuse. All women who indicated that they were in an intimate
relationship (i.e., at least girl- or boy-friend type relationship; n = 261) or who had been
in contact with an abusive ex-partner during the previous six months (n = 83) were asked
the psychological abuse items. Of the 344 women questioned, only 23 (7%) endorsed
none of the items. On average, women reported at least nine different types of
psychological abuse (X =9.12, SD = 5.79), and 10% of the women indicated that their
partner or ex-partner had used more than 16 different forms of emotional abuse. One
woman endorsed all 21 items. The most common types of emotional abuse reported are
delineated in Table 6.

As indicated in Table 6, more than half the women said that their partner or ex-
partner had ignored or made light of their anger (81%), criticized their friends or family
(75%), tried to control their activities (69%), lied to them or deliberately misled them ‘
(69%), called them names (67%), accused them of having or wanting other sexual
relationships (58%), criticized them in public (52%), or discouraged their contact with

friends and family (51%) during the six months prior to the interview. An alarming
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Table 6. Types of Psychological Abuse Experienced in Past Six Months (N = 344)

Type of Abuse N %
In the last six months, how often has he/she:

Ignored or made light of your anger 278 81
Criticized your friends or family to you 258 75
Tried to control your activities 237 69
Lied to you or deliberately misled you 237 69
Called you names 231 67
Accused you of having or wanting other sexual 186 58
relationships

Tried to control your money 186 54
Ridiculed or criticized you in public 179 52
Discouraged your contact with family or friends 175 51
Threatened to end relationship if you didn’t do what he/she 145 42

wanted
Broken or destroyed something important to you 141 41
Harassed your family or friends in some way 110 32
Told you about other sexual relationships he/she wanted or 110 32
was having in order to hurt you

Tried to force you to leave your home 103 30
Drove recklessly so that you felt scared or in danger 103 30
Punished or deprived the children when angry with you 86 25
Threatened to take the children away from you 83 24
Left you somewhere with no way to get home 79 23
Threatened to commit suicide when angry with you 76 22
Threatened to hurt your family or friends 65 19
Abused or threatened to abuse pets to hurt you 48 14
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number of women (22%) said that their partner or ex-partner had threatened to commit
suicide when angry with them. Clearly, many women had been emotionally tormented
by a partner or ex-partner even if they had not been physically assaulted.
Injuries

All 397 women were asked to rate the frequency with which they sustained
injuries during the six months prior to the interview. Their responses are summarized in
Table 7. Overall, women sustained an average of three different types of injuries, ranging
from the more common cuts, scrapes, and bruises (92%) and soreness without bruises
(61%) to the less prevalent broken bones and fractures (11%) and gunshot or knife

wounds (3%). On average, women were injured once a month or less.

Table 7. Types of Injuries Sustained in the Past Six Months (N = 397)

Injury N %
Cuts, scrapes, or bruises 365 92
Soreness without bruises 242 61
Strains or sprains 151 38
Burns, including rug burns 143 36
Permanent scarring 143 36
Broken bones or fractures 44 11
Dislocated joints 32 8
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