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ABSTRACT OF THE DISSERTATION 

 
 

The Intersection of  
Trauma, Race and Gender  

in the United States 
 
 

by  
 

 
Joni Ladawn Ricks 

Doctor of Philosophy in Epidemiology 
University of California, Los Angeles, 2012 

Professor Susan D. Cochran, Chair 
 

This dissertation examines the effect of several different potentially traumatic 

experiences. The first study, using information from six years of the California Women’s Health 

Survey (1999-2001, 2003-2005), examined the association between food insecurity and intimate 

partner violence (IPV) among a racially and ethnically heterogeneous population of women.  

Findings showed that minority women had higher odds of both food insecurity and IPV when 

compared to White women. Moreover, a dose-response association was detected, with women 

reporting food insecurity without hunger having a 2 fold higher odds of  IPV and those reporting 

food insecurity with hunger having a nearly 5-fold higher odds of IPV when compared to women 

who were food secure. 

The second study, using information from the 2001 National Survey of American Life, 

assessed the association between a history of a potentially traumatic experience and mental 

distress in the previous 30 days among a population-based sample of African-Americans and 

Caribbean-born Blacks. I explored the modifying effect of both positive and negative forms of 
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church-based social support on this association. The results indicated a positive association 

between a history of a potentially traumatic experience and mental distress as well as negative 

church-based social support and mental distress. A trend (p =.08) was detected when examining 

the modifying effect of negative church-based support. 

The last study examined the association between emotional and physical maltreatment in 

childhood and past-year alcohol dependence in adulthood in the 1995-1996 National Survey of 

Midlife Development in the United States (MIDUS). I examined whether this association 

differed by race/ethnicity and gender. Similar to previous research, I found that minority 

respondents reporting a race other than Black or White reported the highest prevalence of all 

forms of childhood maltreatment. The results indicated that men had higher odds of alcohol 

dependence and physical maltreatment when compared to women. Additionally, higher odds of 

alcohol dependence were found among men who reported emotional maltreatment in childhood 

as compared to men who did not experience any emotional maltreatment.  
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Chapter 1: Introduction 
 
Few topics illicit as much emotion as the discussion of traumatic life events. Depending on 

the individual or community these events can have many different consequences. These events 

are observed on multiple levels: international, national, regional, community, and individual. 

Through this dissertation, I aim to show how traumatic experiences affect women and 

racial/ethnic minorities at the individual level. I conducted three studies. The first study 

examined the association between past-year food insecurity and past-year experiences of 

intimate partner violence. The second study explored the effect of church-based social support on 

the relationship between potentially traumatic events and current mental distress. The third study 

looked at racial-ethnic and gender differences in the association between abuse in childhood and 

alcohol dependence in adulthood.  

Two of the three papers presented in this dissertation use two related types of potentially 

traumatic experiences, intimate partner violence and abuse in childhood. Therefore, the 

following section seeks to accomplish 2 aims in preparation for the more detailed presentation of 

the conducted studies in the latter 3 chapters. First, I am going to describe the concept of 

interpersonal violence. Second, I will discuss family and partner violence to provide a 

background for the understanding the general themes of intimate partner violence and abuse in 

childhood.  

1.1 Interpersonal Violence 

Interpersonal violence is a leading cause of mortality and morbidity (Sethi, Marais, 

Seedat, Nurse, & Butchart, 2004). It can be divided into two main categories: family and 

intimate partner violence (IPV) or community violence. The former typically occurs within 
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the home and involves family members and intimate partners. Child maltreatment and 

intimate partner violence are examples of this. Both forms of violence can lead to serious and 

long lasting psychological and physical impairments. Additionally, victims of one form are 

often victims of another form concurrently or later in life (Kimerling, Alvarez, Pavao, 

Kaminski, & Baumrind, 2007; Noll, 2005; Whitfield, Anda, Dube, & Felith, 2003). Precise 

estimates on the number of people truly affected by violence are difficult due to the sensitive 

nature and lack of reporting by many victims.  

1.1.1 Child Maltreatment 

Child maltreatment is defined as an action or inaction that end in abuse, neglect or 

medical neglect of a child. It can also include any act that poses substantial risk to the child’s 

well-being (U.S. Department of Health and Human Services, 2006). Its effects can vary 

depending on the type of abuse, whether physical, emotional, sexual, or neglect. Of these, 

physical abuse is the most visibly obvious form. 

Physical abuse makes up 18% of child abuse cases but almost 30% of the reported abuse-

related fatalities.  Children under the age of 4 make up ¾ of physically abused victims reported 

to authorities with slightly more girls (51.7%) then boys (48.3%) being represented. In the 

majority of cases the perpetrator is a parent (U.S. Department of Health and Human Services, 

2006). 

An even higher prevalence of physical abuse in childhood is found in wave 3 (2001-

2002) of the National Longitudinal Study of Adolescent Health (Add Health). The Add Health is 

a national longitudinal study of adolescents (7 - 12 grade students), begun in 1994, that focuses 

on the social contexts that influence the risk behaviors and health of teens (Resnick et al., 1997). 

In this sample researchers found a 28% self-reported prevalence of child physical assault, 
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defined as being “slapped, kicked or hit before the 6th grade”(Hussey, Chang, & Kotch, 2006). 

The Add Health estimates differ substantially from those in the National Child Abuse and 

Neglect Data System (NCANDS). One reason for this difference is that the NCANDS records 

incidents of abuse reported to authorities and is therefore subject to underestimates for a variety 

of reasons including the failure to recognize and report occurrences of abuse and the reluctance 

by many families and children to report episodes of child abuse (Hussey, et al., 2006). 

There are several important risk factors that have been identified for risk of child abuse. 

One is age (of both parents and children). Research among parents, has revealed that adolescent 

parents are at increased risk of dysfunctional parenting (Moore & Florsheim, 2008). Among 

children, research shows that a child’s age at initiation of abuse as well as its termination can 

affect outcomes in adulthood (Briere & Jordan, 2009; Kaplow & Widom, 2007; Malinosky-

Rummell & Hansen, 1993). Earlier age of first abuse appears to predict greater symptoms of 

anxiety and depression in adulthood. Alternatively, later age of initiated abuse appears to be 

more predictive of behavioral problems. The association between age of child at first abuse and 

poor psychological functioning in adulthood remained, even after controlling for the effects of 

factors such as gender, race and other reports of abuse (Kaplow & Widom, 2007). 

Race/ethnicity is also an important risk factor for abuse. Researchers using data from the 

Add Health study have noted some important racial/ethnic differences in child abuse(Hussey, et 

al., 2006). Among the racial/ethnic groups examined (non-Hispanic White, Hispanic (of any 

race), non-Hispanic Black, non-Hispanic Asian, non-Hispanic Native American, or “Other” ), 

Native Americans reported the highest adjusted odds of supervision neglect (OR: 1.90; p<.05) 

when compared to Whites. “Others” reported the highest adjusted odds of sexual abuse (OR: 

2.00; p<.05) when compared to Whites.  



 

 4

It is still unclear whether these racial/ethnic differences are due to underlying 

sociodemographic differences in the population samples. This is especially important 

considering that there is evidence that the associations between child maltreatment and certain 

health risks such as alcohol use and cigarette use are strengthened by adjustment for 

socioeconomic status (Hussey et al 2006). Additionally, child’s socioeconomic status (SES), 

measured using family income and parents education, are both positively associated with both 

physical and sexual abuse (Hussey, et al., 2006). 

As with the Add Health study, researchers using information from the Fragile Families 

and Child Wellbeing Study also observed race differences as well as differences by marital status 

(Hussey, et al., 2006). The Fragile Families and Child Wellbeing Study is a cohort of 5000 

children and their parents (¾  are unmarried), designed to study the quality of relationships 

between unmarried parents, the family environment of children born to unmarried parents and 

the limitations and abilities of these families. Within this context researchers report that, when 

compared to White or Hispanic fathers, African-Americans fathers were more at risk for 

perpetrating child abuse. This effect was strongest among married African-American fathers.  

Another important risk factor for child abuse is family dysfunction. The presence of 

familial problems is often defined by the presence of several factors including: violence against 

mother and child as well as parental substance abuse or mental illness (Dube, Anda, Felitti, 

Edwards, & Williamson, 2002; Felitti et al., 1998).  All of these factors are closely linked to 

child abuse and may occur together (Edwards, Holden, Felitti, & Anda, 2003).   

Dysfunctional families share similar low socioeconomic backgrounds that increase their 

likelihood of child abuse. Studies indicate that families struggling with poverty, low social 

support and other financial stress are more likely to abuse their children (Briere & Jordan, 2009; 
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Coulton, Crampton, Irwin, Spilsbury, & Korbin, 2007; Zielinski, 2009). The connection between 

abuse and economic and social burdens is not only observed in individual families but in 

neighborhood and community contexts that share similar characteristics (Coulton, Korbin, Su, & 

Chow, 1995). 

Gender is also an important risk factor for the outcomes of abuse (Kim, 2008; Malinosky-

Rummell & Hansen, 1993; Springer, Sheridan, Kuo, & Carnes, 2003). Research indicates that 

men and women with a history of child abuse show differential levels of emotional problems 

during adulthood including anxiety and depression. The importance of gender has also been 

reported in studies of the effect of religiosity on a child’s reported depressive symptoms after 

experiencing maltreatment. One study indicates that a protective effect of religiosity exists 

among girls but not boys exposed to maltreatment (Kim, 2008). 

Child abuse is associated with several short and long term health consequences to it’s 

victims. Findings from both cross-sectional and longitudinal studies have shown that individuals 

reporting sexual and physical abuse or neglect experiences in childhood are at increased risk of 

lifetime revictimization (Widom, Czaja, & Dutton, 2008). Individuals who have been victimized 

are also at an increased risk of becoming abusers in adulthood (Whitfield, et al., 2003). Evidence 

of continued violence is reported among respondents in the Adverse Child Experiences study 

(ACE). The ACE study asked adult respondents about several types of childhood experiences, 

including: all forms of abuse, violence against mother, family dysfunction and mental illness 

(Felitti et al., 1998). Authors analyzing data from the ACE study show that women who report 

having experienced frequent physical abuse in childhood have more than 3-fold increased odds 

of intimate partner violence (IPV) victimization when compared to women who report no 

physical abuse in childhood. Additionally, men who have a history physical abuse in childhood 
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have a 2-fold increased risk of IPV perpetration when compared to men who report no physical 

abuse in childhood (Whitfield, et al., 2003). Another study by Kimerling et al (2007) found that 

even after adjusting for demographic characteristics such as race, age, poverty and education, 

exposure to childhood violence significantly increased a woman’s odds of experiencing violence 

as an adult by nearly 6-fold. 

The societal effects of child abuse are numerous. There are directs costs for hospital care, 

court and legal services and counseling. The indirect costs are even more devastating with many 

of these children showing an increased likelihood of juvenile and adult crime, mental health 

problems and continued cycles of violence (Noll, 2005; Whitfield, et al., 2003). Depending on 

the type of abuse (sexual or physical) or neglect the consequences for survivors can be diverse. 

Researchers have identified some immediate effects such as lower intellectual achievement, 

negative social behavior or aggression and psychological problems including depression and 

hopelessness (Briere & Jordan, 2009; Malinosky-Rummell & Hansen, 1993). Child abuse is also 

positively associated with increased alcohol and drug use, and violent behavior among 

adolescents and adults (Hussey, et al., 2006; Jasinski, Williams, & Siegel, 2000; Scerbo & 

Kolko, 1995). In addition, child abuse has been shown to affect a victim’s economic well- being 

into adulthood. Researchers using data from National Comorbidity Survey, a study of psychiatric 

disorders in a national sample of 15-54 year olds, compared indicators of productivity and 

economic stability among individuals reporting child abuse to those who did not; victims of 

abuse (especially multiple forms) had markedly higher levels of poverty, unemployment and 

lower income levels as compared to individuals without a history of abuse (Kessler et al., 1994; 

Zielinski, 2009). This association remained after adjustment for childhood SES. 
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Physical abuse in childhood has been linked to several negative health outcomes in 

adulthood such as post-traumatic stress disorder (PTSD), depression, general anxiety disorder 

(GAD) (Briere & Jordan, 2009; Libby et al., 2005), obesity and eating disorders and substance 

abuse disorders (SAD) such as alcohol dependence (Briere & Jordan, 2009; Kunitz, Levy, 

McCloskey, & Gabriel, 1998). Biologically, repeated maltreatment in children can disrupt proper 

development of certain parts of the brain which are related to the stress response (Grassi-

Oliveira, Ashy, & Stein, 2008).  

1.1.2 Intimate Partner Violence 

Intimate partner violence, similar to child abuse, can take many forms but is 

predominantly recognized to have four major types: physical violence, sexual violence, threats of 

physical or sexual violence, and psychological or emotional violence (Saltzman, 2004). The 

Centers for Disease Control (CDC) characterizes an IPV incident as any or all of these types of 

violence committed against an individual, whether male of female, by a current or former partner 

or spouse. IPV can occur in heterosexual and same sex relationships; although in this dissertation 

I will restrict my focus to violence in heterosexual couples. 

Racial-ethnic differences in IPV rates have been reported in several studies. When rates 

are stratified by race/ethnicity, consistent patterns emerge with racial/ethnic minorities reporting 

higher rates of IPV than their White non-Hispanic counterparts (Field & Caetano, 2004; Neff, 

Holamon, & Schluter, 1995). However, all studies looking at this phenomenon do not agree. 

Some researchers have found that adjusting for socioeconomic factors such as history of 

violence, childhood abuse, alcohol use and alcohol problems, diminishes the differences seen 

(Field & Caetano, 2004; Moracco, et al., 2007). While others studies report that this adjustment 
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fails to fully account for the increase risk seen in ethnic minority groups (Coker, Smith, Bethea, 

King, & McKeown, 2000; Tjaden & Thoennes, 2000). 

But most studies (Field & Caetano, 2004; Neff, et al., 1995; Rennison & Welchans, 

2000) agree that racial/ethnic differences are maintained even when adjusting for factors related 

to socioeconomic status.  Due to these observed differences, researchers have begun to examine 

this phenomenon more closely. Specifically, ethnic-specific regression models are being utilized 

to more precisely estimate violence among each racial/ethnic group. Many of these studies 

(Cunradi, Caetano, Clark, & Schafer, 2000; Field & Caetano, 2003, 2004) have found that 

factors strongly associated with IPV among one racial/ethnic group often have a much weaker 

association in another group. For example, female partner alcohol problems are significantly 

associated with male-to female violence among African-Americans but this association is not 

seen among White non-Hispanics or Hispanics couple who report male-to female violence 

(Cunradi, et al., 2000; Field & Caetano, 2003, 2004). 

Two well known risk factors for IPV are gender and age (Tjaden & Thoennes, 2000; 

West, 2004). Since the 1970’s it has been well documented that women are more often the 

victims of violence than are men (Rennison & Welchans, 2000). Within each gender, younger 

cohorts are more likely to experience IPV. According to the 1993-1998 National Crime and 

Victimization Surveys, women ages 20-24 were victimized at the highest rate, 21 per 1000, as 

compared to women in all other age categories and men of any age category (Rennison & 

Welchans, 2000). This rate is nearly 7 times higher than the highest rate seen in men, 3 per 1000 

of males aged 25-34.  

IPV is also closely linked to important economic factors such as poverty, housing 

instability and income (Pavao, Alvarez, Baumrind, Induni, & Kimerling, 2007); it is also 
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associated with socioeconomic indicators such as education and employment. Studies report that 

economic and socioeconomic factors are strongly related to IPV.  Specifically, IPV has been 

positively associated with lower annual household income (Macmillan & Kruttschnitt, 2005; 

Rennison & Welchans, 2000), unemployment, low education attainment and poverty (Macmillan 

& Kruttschnitt, 2005). 

Recently, researchers have more closely examined the relationship between certain 

economic or financial stressors and IPV. Economic determinants such as income, poverty and 

employment are important predictors of IPV risk (Byrne, Resnick, Kilpatrick, Best, & Saunders, 

1999; Farmer & Tiefenthaler, 2003). Individuals reporting economically disadvantaged 

backgrounds are at higher risk of victimization (Benson & Fox, 2004). Women in the lowest 

income households have seven times the abuse rates of those in the highest income households 

(Rennison & Welchans, 2000). Additionally, women reporting an unemployed male partner, 

income below the poverty line, or current or previous use of food stamps also have an increased 

risk of IPV (Tolman & Rosen, 2001). 

Current studies (Benson & Fox, 2004; Field & Caetano, 2003) are continuing to examine 

the relationship between IPV and cultural views on marital aggression as well as environmental 

and social stressors including living in economically disadvantaged neighborhoods (DeMaris, 

Benson, Fox, Hill, & Van Wyk, 2003), exposure to violence, and racial discrimination. Even 

though the social dynamics have been well studied, the literature has not arrived at a consensus 

on the level of influence each factor exerts and in what contexts they are most predictive of IPV.  

Benson and Fox (2004) studied the relationship between individual and community level 

measures of neighborhood disadvantage and economic distress with IPV using data from the 

1988 National Survey of Family and Households (NSFH) and the 1990 Census. The 1988 NSFH 
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is a cross-sectional study focusing on past and current living situations including marital and 

parental relations, family contact, and economic and psychological well-being (Sweet, Bumpass, 

& Call, 1988). In the Benson and Fox study, they defined economic distress using measures of 

employment stability of the male partner and perceptions of financial inadequacy or financial 

strain. In their analyses, they found that among couples reporting high levels of financial strain, 

the risk of violence was 3.5 times higher than those with low levels of strain. This elevated risk 

remained even when stratified by neighborhood conditions. The authors conceptualize the 

relationship between economic distress and IPV in two ways. First, they view economic distress 

as a possible motivation for IPV. Second, they propose that economic distress and IPV may 

share a common cause.   

There are several factors that put women at risk for violence that serve as moderators for 

experiencing any IPV and for the severity of violence. A good example of this is presence of 

children in the family structure. Previous research has shown that children can affect issues 

related to marital satisfaction and household finances (Twenge, Campbell, & Foster, 2003) and 

can be an added stressor in relationships (Bair-Merritt, Holmes, Holmes, Feinstein, & Feudtner, 

2008; DeMaris, et al., 2003). A recent study (Bair-Merritt, et al., 2008) found that the strength of 

certain known risk factors change when stratified on the presence of children; an example of this 

occurs when examining the association between IPV and female drinking problems as well as 

IPV and mental health problems. When restricting samples to women without children, the 

adjusted odds ratios (OR) estimate was 3.0 (CI: 1.6-5.7) linking mental health problems to IPV 

but with the presence of children the OR increases to 4.0 (CI: 1.8 - 8.9); the difference observed 

in female drinking problems was even more striking with an increase from 2.4 (CI: 0.9-6.0) 
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when children were not present to 7.7 (CI: 2.9, 20.9) when children were present (Bair-Merritt, et 

al., 2008).  

A second evidenced moderator of IPV is marital status. Understandably, research on IPV 

is focused on couples, usually cohabitating or married. Researchers have consistently shown, 

mostly in cross-sectional studies, that cohabitating couples have higher rates of IPV as compared 

to married couples (Anderson, 1997; Hegarty & Bush, 2002; Stets & Straus, 1988).   

IPV is associated with a number of negative physical and mental health conditions (Bair-

Merritt, et al., 2008; Moracco, et al., 2007). The physical outcomes related to IPV can be 

immediate ranging from minor injuries such as scratches and bruises to more serious injuries 

requiring hospitalization (Rennison & Welchans, 2000; Tjaden & Thoennes, 2000). IPV is also 

linked to long term physical health problems such as chronic pain, irritable bowel syndrome and 

migraines (Coker, et al., 2000; Wuest et al., 2009).  

Research findings support the fact that the majority of women who are physically abused 

are also psychologically abused and often have a higher incidence of mental health problems 

(Coker, et al., 2000; Ratner, 1993). Abused women often exhibit symptoms of post-traumatic 

stress disorder (PTSD), depression, and anxiety (Wuest, et al., 2009). Moreover, victims may 

develop more than one mental disorder as a result of their abuse (Martinez-Torteya, Bogat, von 

Eye, Levendosky, & Davidson, 2009). 

IPV is a complex issue whose manifestations have changed over time with a 

changing culture. Perceptions of victims and batterers have changed to include women and abuse 

among same-sex couples (West, 2004). Much of the previous research and designed 

interventions have reflected our own underlying ideological perspective (McHugh & Frieze, 

2006) of who is at fault, how it is caused and in what contexts. Whether this was primarily due to 
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underlying assumptions about gender roles, how race/ethnicity is connected to social status or the 

perceived invisibility of violence among non-heterosexual relationships is up for debate. 

However, it is clear that ongoing research is necessary to understand these complex dynamics. 

1.2 References 

Anderson, K. L. (1997). Gender, status, and domestic violence: An integration of feminist and 

family violence approaches. Journal of Marriage and the Family, 59(3), 655-669. 

Bair-Merritt, M. H., Holmes, W. C., Holmes, J. H., Feinstein, J., & Feudtner, C. (2008). Does 

intimate partner violence epidemiology differ between homes with and without children? 

A population-based study of annual prevalence and associated risk factors. Journal of 

Family Violence, 23(5), 325-332. 

Benson, M. L., & Fox, G. L. (2004). Concentrated Disadvantaged, Economic Distess and 

Violence Against Women in Intimate Relationship (No. NCJ 199709). Rockville, MD: 

U.S. Department of Justice. 

Briere, J., & Jordan, C. E. (2009). Childhood Maltreatment, Intervening Variables, and Adult 

Psychological Difficulties in Women: An Overview. Trauma Violence Abuse, 10, 375. 

Byrne, C. A., Resnick, H. S., Kilpatrick, D. G., Best, C. L., & Saunders, B. S. (1999). The 

Socioeconomic Impact of Interpersonal Violence on Women. Journal of Consulting and 

Clinical Psychology, 67(3), 362-366. 

Catalano, S. (2009). Female Victims of Violence. 

Coker, A. L., Smith, P. H., Bethea, L., King, M. R., & McKeown, R. E. (2000). Physical Health 

Consequences of Physical and Psychological Intimate Partner Violence. Arch Fam Med, 

9, 451-457. 



 

 13

Centers for Disease Control and Prevention (2003). Costs of intimate partner violence against 

women in the United States.  

Coulton, C. J., Crampton, D. S., Irwin, M., Spilsbury, J. C., & Korbin, J. E. (2007). How 

neighborhoods influence child maltreatment: A review of the literature andalternative 

pathways. Child Abuse and Neglect, 31, 1117 - 1142. 

Coulton, C. J., Korbin, J. E., Su, M., & Chow, J. (1995). Community Level Factors and Child 

Maltreatment Rates. Child Development, 66, 1262-1276. 

Cunradi, C. B., Caetano, R., Clark, C., & Schafer, J. (2000). Neighborhod Poverty as a Predictor 

of Intimate Partner Violence among White, Black, and Hispanic Couples in the United 

States: A Multilevel Analysis. Ann Epidemiol, 10(5), 297-308. 

DeMaris, A., Benson, M. L., Fox, G. L., Hill, T., & Van Wyk, J. (2003). Distal and proximal 

factors in domestic violence: A test of an integrated model. Journal of Marriage and the 

Family, 65(3), 652-667. 

Dube, S., Anda, R., Felitti, V., Edwards, V., & Williamson, D. (2002). Exposure to Abuse, 

Neglect, and Household Dysfunction Among Adults Who Witnessed Intimate Partner 

Violence as Children: Implications for Health and Social Services. Violence and Victims, 

17(1), 3-17. 

Edwards, V. J., Holden, G. W., Felitti, V. J., & Anda, R. F. (2003). Relationship Between 

Multiple Forms of Childhood Maltreatment and Adult Mental Health in 

CommunityRespondents: Results From the Adverse Childhood Experiences Study. Am J 

Psychiatry, 160, 1453-1460. 

Farmer, A., & Tiefenthaler, J. (2003). Explaining the recent decline in domestic violence. 

Contemporary Economic Policy, 21(2), 158-172. 



 

 14

Felitti, V., Anda, R., Nordenberg, D., Williamson, D., Spitz, A., Edwards, V., et al. (1998). 

Relationship of childhood abuse and household dysfunction to many of the leading 

causes of death in adults. The Adverse Childhood Experiences (ACE) Study. Am J Prev 

Med, 14(4), 245-258. 

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., et al. 

(1998). Relationship of Childhood Abuse and Household Dysfunction to Many of the 

Leading Causes of Death in Adults: The Adverse Childhood Experiences (ACE) Study. 

[Journal]. Am J Prev Med, 14(4). 

Field, C. A., & Caetano, R. (2003). Longitudinal Model Predicting Partner Violence Among 

White, Black, and Hispanic Couples in the United States. Alcoholism: Clinical and 

Experimental Research, 27(9), 1451-1458. 

Field, C. A., & Caetano, R. (2004). Ethnic Differences in Intimate Partner Violence in the U.S. 

General Population: The Role of Alcohol Use and Socioeconomic Status. Trauma, 

Violence, and Abuse, 5(4), 303-317. 

Grassi-Oliveira, R., Ashy, M., & Stein, L. M. (2008). Psychobiology of childhood maltreatment: 

effects of allostatic load? Rev Brad Psiquiatr, 30(1), 60-68. 

Hegarty, K. L., & Bush, R. (2002). Prevalence and associations of partner abuse in women 

attending general practice: a cross-sectional survey. Australian and New Zealand Journal 

of Public Health, 26(5), 437-442. 

Hussey, J. M., Chang, J. J., & Kotch, J. B. (2006). Child Maltreatment in the United States: 

Prevalence, Risk Factors, and Adolescent Health Conequences. Pediatrics, 118, 933-942. 



 

 15

Jasinski, J., Williams, L., & Siegel, J. (2000). Childhood physical and sexual abuse as risk 

factors for heavy drinking among African-American women: a prospective study. Child 

Abuse Negl, 24(8), 1061-1071. 

Kaplow, J., & Widom, C. (2007). Age of onset of child maltreatment predicts long-term mental 

health outcomes. J Abnorm Psychol, 116(1), 176-187. 

Kenney, C. T., & Mclanahan, S. S. (2006). Why are cohabiting relationships more violent than 

marriages? Demography, 43(1), 127-140. 

Kessler, R., McGonagle, K., Zhao, S., Nelson, C., Hughes, M., Eshleman, S., et al. (1994). 

Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders in the United 

States. Results from the National Comorbidity Survey. Arch Gen Psychiatry, 51(1), 8-19. 

Kim, J. (2008). The Protective Effects of Religiosity on Maladjustment among Maltreated and 

Nonmaltreated Children. Child Abuse Negl., 32(7), 711-720. 

Kimerling, R., Alvarez, J., Pavao, J., Kaminski, A., & Baumrind, N. (2007). Epidemiology and 

Consequences of Women's Revictimization. Women's Health Issues(17), 101-106. 

Kunitz, S. J., Levy, J. E., McCloskey, J., & Gabriel, K. R. (1998). Alcohol dependence and 

domestic violence as sequelae of abuse and conduct disorder in childhood. Child Abuse & 

Neglect, 22(11), 1079-1091. 

Libby, A. M., Orton, H. D., Novins, D. K., Beals, J., Manson, S. M., & Team, A.-S. (2005). 

Childhood physical and sexual abuse and subsequent depressive and anxiety disorders for 

two American Indian tribes. Psychological Medicine, 35(3), 329-340. 

Macmillan, R., & Kruttschnitt, C. (2005). Patterns of Violence Against Women: Risk Factors 

and Consequences: U.S. Department of Justice. 



 

 16

Malinosky-Rummell, R., & Hansen, D. J. (1993). Long-Term Consequences of Childhood 

Physical Abuse. Psychological Bulletin, 114(1), 68-79. 

Martinez-Torteya, C., Bogat, G., von Eye, A., Levendosky, A., & Davidson, W. (2009). 

Women's appraisals of intimate partner violence stressfulness and their relationship to 

depressive and posttraumatic stress disorder symptoms. Violence Vic, 24(6), 707-722. 

McHugh, M. C., & Frieze, I. H. (2006). Intimate Partner Violence: New Directions. Annals New 

York Academy of Sciences, 1087, 121-141. 

Miller, T. R., Cohen, M. A., & Wiersema, B. (1996). Victim Costs and Consequences: A New 

Look (No. NCJ 155282): National Institute of Justice. 

Moore, D. R., & Florsheim, P. (2008). Interpartner conflict and child abuse risk among African 

American and Latino adolescent parenting couples. Child Abuse & Neglect, 32(4), 463-

475. 

Moracco, K. E., Runyan, C. W., Bowling, J. M., & Earp, J. A. L. (2007). Women's experiences 

with violence: A national study. Women's Health Issues, 17, 3-12. 

Neff, J. A., Holamon, B., & Schluter, T. D. (1995). Spousal Violence Among Anglos, Blacks, 

and Mexican Americans: The Role of Demographic. Variables, Psychosocial Predictors, 

and Alcohol Consumption. Journal of Family Violence, 10(1), 1-21. 

Noll, J. G. (2005). Does Childhood Sexual Abuse set in Motion a Cycle of Violence Against 

Women?: What We Know and What we Need to Learn. Journal of Interpersonal 

Violence, 20(4), 455-462. 

Pavao, J., Alvarez, J., Baumrind, N., Induni, M., & Kimerling, R. (2007). Intimate Partner 

Violence and Housing Instability. American Journal of Preventive Medicine, 32(2), 143-

146. 



 

 17

Ratner, P. (1993). The incidence of wife abuse and mental health status in abused wives in 

Edmonton, Alberta. Can J Public Health., 84(4), 246-249. 

Rennison, C. M., & Welchans, S. (2000). Intimate Partner Violence (Report): U.S. Department 

of Justice : Office of Justice Programs. 

Resnick, M., Bearman, P., Blum, R., Bauman, K., Harris, K., Jones, J., et al. (1997). Protecting 

adolescents from harm. Findings from the National Longitudinal Study on Adolescent 

Health. JAMA, 278(10), 823-832. 

Saltzman, L. E. (2004). Definitional and methodological issues related to transnational research 

on intimate partner violence. Violence against Women, 10(7), 812-830. 

Scerbo, A., & Kolko, D. (1995). Child physical abuse and aggression: preliminary findings on 

the role of internalizing problems. J Am Acad Child Adolesc Psychiatry, 34(8), 1060-

1066. 

Sethi, D., Marais, S., Seedat, M., Nurse, J., & Butchart, A. (2004). Handbook for the 

documentation of interpersonal violence prevention programmes. Geneva: Department of 

Injuries and Violence Prevention, World Health Organization. 

Springer, K. W., Sheridan, J., Kuo, D., & Carnes, M. (2003). The Long-term Health Outcomes of 

Childhood Abuse. J Gen Intern Med, 18, 864-870. 

Stets, J., & Straus, M. (1988). The Marriage Licence as a Hitting License: A Comparison of 

Assaults in Dating, Cohabiting and Married Couples. Paper presented at the Annual 

Meeting of the American Sociological Association.  

Sweet, J., Bumpass, L., & Call, V. (1988). The Design and Content of The National Survey of 

Families and Households. Center for Demography and Ecology, University of 

Wisconsin-Madison. 



 

 18

Tjaden, P., & Thoennes, N. (2000). Full Report of the Prevalence, Incidence, and Consequences 

of Violence Against Women. Washington, D.C.: U.S. Department of Justice. 

Tolman, R. M., & Rosen, D. (2001). Domestic Violence in the Lives of Women Receiving 

Welfare: Mental Health, Substance Dependence, and Economic Well-Being. Violence 

Against Women, 7(2), 141-158. 

Twenge, J. M., Campbell, W. K., & Foster, C. A. (2003). Parenthood and marital satisfaction: A 

meta-analytic review. Journal of Marriage and the Family, 65(3), 574-583. 

U.S. Department of Health and Human Services, Administration ofnChildren, Youth and 

Families. (2006). Child Maltreatment 2004. Washington, DC. 

West, C. M. (2004). Black Women and Intimate Partner Violence: New Directions for Research. 

Journal of Interpersonal Violence, 19(12), 1487-1493. 

Whitfield, C. L., Anda, R. F., Dube, S. R., & Felith, V. J. (2003). Violent Childhood Experiences 

and the Risk of Intimate Partner Violence in Adults. Journal of Interpersonal Violence, 

18(2), 166-185. 

Widom, C. S., Czaja, S. J., & Dutton, M. A. (2008). Childhood victimization and lifetime 

revictimization. Child Abuse Negl, 32(8), 785-796. 

Wuest, J., Ford-Gilboe, M., Merritt-Gray, M., Varcoe, C., Lent, B., Wilk, P., et al. (2009). 

Abuse-Related Injury and Symptoms of Posttraumatic Stress Disorder as Mechanisms of 

Chronic Pain in Survivors of Intimate Partner Violence. Pain Medicine, 10(4), 739–747. 

Zielinski, D. S. (2009). Child maltreatment and adult socioeconomic well-being. Child Abuse 

and Neglect, 33, 666-678. 



 

 19

 

Chapter 2: Food insecurity and intimate partner violence: Results from the California 
Women’s Health Survey (Study 1) 

 

2.1 Background 

Intimate Partner Violence (IPV) is a serious but preventable public health problem in the 

U.S that currently affects around 10% of the population (Tjaden & Thoennes, 2000). Researchers 

have found that the lifetime prevalence of victimization can range anywhere from 18% to 30% 

among women, with 10-12% of women reporting some form of abuse every year (McHugh & 

Frieze, 2006; Moracco, Runyan, Bowling, & Earp, 2007). IPV can take many forms but is 

predominantly recognized to have four major types, namely, physical violence, sexual violence, 

threats of physical or sexual violence, and psychological or emotional violence (Saltzman, 2004). 

IPV not only takes a high social, mental and physical toll on those affected, but it also 

imparts a high financial toll. Miller, Cohen and Wieserman (1996) calculated that that the cost of 

tangible losses in productivity and medical care, and intangible losses affecting quality of life 

due to IPV was $67 billion (in 1993 dollars) annually. The CDC estimates that the annual cost of 

direct medical and mental health services due to IPV well exceeds $4.1 billion (Control, 2003). 

The cost of IPV extends beyond individuals and immediate families directly affected to involve 

expenditures of societal resources as well.  

IPV has several characteristics found to be closely associated with victimization. Two 

well known risk factors for IPV are gender and age (Tjaden & Thoennes, 2000; West, 2004). 

Since the 1970’s, it has been well documented that women are more often the victims of violence 

than men (Rennison & Welchans, 2000). Within each gender, younger cohorts are more likely to 

experience IPV as compared to older cohorts. Other risk factors are socioeconomic.  Specifically, 
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IPV has been positively associated with lower annual household income (Byrne, Resnick, 

Kilpatrick, Best, & Saunders, 1999; Farmer & Tiefenthaler, 2003; Macmillan & Kruttschnitt, 

2005; Rennison & Welchans, 2000), unemployment, lower educational attainment and poverty 

(Macmillan & Kruttschnitt, 2005). 

Researchers have specifically examined the relationship between economic or financial 

stressors and IPV. Individuals reporting economically disadvantaged backgrounds are at higher 

risk of victimization (Michael L. Benson & Fox, 2004). One indicator of financial stress that has 

been increasingly studied over the last decade is food insecurity. Food sufficiency or food 

security is defined as the access by all people at all times to enough food for an active, healthy 

life. It involves two aspects of accessibility: 1) availability of food; and 2) ability to acquire food 

(Campbell, 1991). While links between food insecurity and IPV have been made, the few 

previous studies conducted used restricted populations of women including welfare recipients 

and specific case studies (Melchior et al., 2009; Power, 2006; Tolman & Rosen, 2001). For the 

current study, we use the California Women’s Health Survey (CWHS) to examine this 

association between food security and IPV in a larger more socio-economically and racially 

heterogeneous population and focus on the following key questions: (a) Are there racial/ethnic 

differences in both IPV and food insecurity? (b) Are there racial/ethnic differences in the 

association between IPV and food insecurity?  (c) Are there important moderators of the 

association between food insecurity and IPV? (d) Is there a detectable dose-response association 

between levels of food insecurity and IPV? 

2.1.1 Race and Intimate Partner Violence 
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Racial-ethnic differences in IPV rates have been reported in several studies. When rates are 

stratified by race/ethnicity, consistent patterns emerge, with racial/ethnic minorities reporting 

higher rates of IPV than their White non-Hispanic counterparts (Field & Caetano, 2004; Neff, 

Holamon, & Schluter, 1995). In particular, African-American women are 35% more likely to be 

abused than are White women and have a rate of IPV that is 2.5 times higher than women of 

other races (Rennison & Welchans, 2000). The Department of Justice 2009 Statistics Report 

shows that African-American women have the highest rate of IPV (Catalano, 2009).  

However, not all studies looking at this phenomenon agree. Some researchers have found 

that adjusting for factors such as history of violence, abuse in childhood, and alcohol use and 

alcohol problems, diminishes the race differences seen (Field & Caetano, 2004; Moracco, et al., 

2007). Other studies report that this adjustment fails to fully account for the increased risk seen 

in ethnic minority groups (Coker, Smith, Bethea, King, & McKeown, 2000; Tjaden & Thoennes, 

2000). But most studies (Field & Caetano, 2004; Neff, et al., 1995; Rennison & Welchans, 2000) 

agree that racial/ethnic differences are maintained even when adjusting for factors related to 

socioeconomic status (SES).  Based on the presented evidence the following hypothesis is 

suggested:  

Hypothesis 1:  On average, African-American women will report a higher prevalence 

of IPV in the 12 months prior to interview than either White or Hispanic women after 

adjusting for demographic confounders. 

2.1.2 Race and Food Insecurity 

Cross-sectional studies have indicated that food insecurity is associated with several 

socioeconomic, behavioral and health indicators. Researchers link food insecurity to receipt of 

food stamps, lower income, Hispanic ethnicity and Black race, lower education, and age less 
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than 60 (Beydoun & Wang, 2010; Cutler-Triggs, Fryer, Miyoshi, & Weitzman, 2008; Kaiser, 

Baumrind, & Dumbauld, 2007; Rose, 1999). The odds of food insecurity is 76% higher for 

African-Americans and 45% higher for Hispanics when compared to non-Hispanic Whites 

(Kaiser, et al., 2007). 

Food insecurity has its greatest impact on the most vulnerable of populations. One of the 

populations that is disproportionately affected is African-Americans and more notably African-

American women (Kaiser, et al., 2007). A recently conducted study using the 2004 wave of the 

California Women’s Health Survey demonstrated that even when controlling for the most 

important predictor of food security, income (Rose, 1999), African-American women were at a 

higher risk of food insecurity than White non-Hispanic women (Kaiser, et al., 2007). Based on 

the presented evidence the following hypothesis is suggested:  

Hypothesis 2:  On average, African-American women will report a higher prevalence 

overall of food insecurity than non-Hispanic White women after adjusting for 

demographic confounders 

2.1.3 Food Insecurity and Intimate Partner Violence  

Besides physical hunger, there are several physical, psychological, and social 

consequences of food insecurity that affect quality of life (Campbell, 1991; Hamelin & Habicht, 

1999)). A focus group study (Hamelin & Habicht, 1999) of one- and two- parent households 

found that food insecurity at the household level is positively linked to the following: negative 

physical outcomes such as fatigue, psychological suffering due to stress for the parents as well as 

children, and social implications including disrupted household dynamics as well as less than 

desirable means of obtaining food including use of food pantries and stealing. Many of the 

participants reported that the social consequences actually made the food insecurity worse. A 



 

 23

separate cohort study of low SES families with young children found that food insecurity often 

co-occurs with certain mental health and social outcomes including maternal depression (OR: 

2.82, 1.62-4.93), psychotic disorders (OR: 4.01, 2.03-7.94), and domestic violence (OR: 2.35, 

1.18-4.73). The study also found that food insecurity is an independent predictor of children’s 

behavioral problems (Melchior, et al., 2009). 

The association between food insecurity and psychological and social outcomes has 

prompted researchers to investigate the role of food insecurity in IPV (Michael L. Benson & 

Fox, 2004). For example, a study by Tolman and Rose (2001) examined the link between IPV 

and material hardships such as eviction, homelessness and household food insufficiency 

(whether the family had enough food to eat) among 753 female welfare recipients in Michigan.  

In that study, one quarter of the sample reported having experienced physical violence in the 12 

months prior to interview and nearly two-thirds reported physical violence during their lifetimes. 

Among the women who reported more severe abuse (51 percent of the sample), the authors 

compared recent reporters (abuse in 12 months prior to interview) and past reporters, and found 

that 35.7% and 26.5%, respectively, reported food insufficiency in the past year. Although from 

a high risk population, the data reported in this study point to an especially strong connection 

between severe physical abuse and food insufficiency. Additionally, food insufficiency appears 

to be somewhat more prevalent among women reporting recent abuse than among women who 

report past abuse. Based on the presented evidence the following hypothesis is suggested:  

Hypothesis 3: On average, women who report experiencing food insecurity in the last 12 

months will have higher odds of IPV when compared to women who report no food 

insecurity in the last 12 month, after adjusting for demographic confounders.  
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Research suggests that food insecurity is linked to violence in any of three main ways 

(Benson & Fox, 2002; 2004; Power, 2006). First, economic abuse can produce food insecurity. 

Economic abuse refers to the denial of adequate access to financial resources, which typically 

refers to one partner in a relationship controlling and restricting access to finances by the other 

partner.  

Second, individuals who escape abusive situations may disproportionately rely on financial 

assistance and low wage jobs for survival. This can result in increasing their risk for food 

insecurity. Similar to the view that economic abuse can produce food insecurity, IPV may 

generate a greater risk for food insecurity but it is moderated by the abused individual’s current 

financial status. Moreover, factors that affect a person’s financial status or flexibility such as 

raising young children and marital status can also be moderators (Bair-Merritt, Holmes, Holmes, 

Feinstein, & Feudtner, 2008; Kenney & McLanahan, 2006).  

Third, it is possible that an environment that gives rise to food insecurity may also increase 

the rate of violence. A strong example of this is poverty: it is associated with an increased risk 

for both IPV and food insecurity (Byrne, et al., 1999; Farmer & Tiefenthaler, 2003; Rose, 1999). 

Related to this point is the fact that food insecurity can also be conceptualized as an indicator of 

financial stress, and financial stress is known to precipitate intimate partner violence (Benson & 

Fox, 2002; 2004). Even though food insecurity and violence share a common cause, the 

association between food insecurity and violence is clearly of interest, especially in the context 

of moderators that may affect financial status. Based on the presented evidence the following 

hypotheses are suggested:  
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Hypothesis 4:  Assuming no uncontrolled confounding, adjusting for measured 

confounding variables (i.e. common causes of food insecurity and IPV) will not eliminate 

the association between food insecurity and IPV. 

In addition to affecting a person’s financial status or flexibility, research has indicated that 

marital status and the presence of children in the home can exacerbate the effects of food 

insecurity on health (Bair-Merritt, et al., 2008; Hamelin & Habicht, 1999). The presence of 

children has been linked to increased violence by the male partner and may modify the 

household dynamics that lead to IPV (Bair-Merritt, et al., 2008). Additionally, research on IPV is 

focused on couples, usually unmarried cohabitating or married. Researchers have consistently 

shown, mostly in cross-sectional studies, that unmarried cohabitating couples have higher rates 

of IPV as compared to married couples (Anderson, 1997; Hegarty & Bush, 2002; Stets & Straus, 

1988).  Based on the presented evidence the following hypotheses are suggested:  

Hypothesis 5:  There will be a detectable modifying effect between the presence of 

children in the home and the effect of food insecurity on IPV such that women with 

children who experience food insecurity will be more likely than others to report higher 

levels of IPV. 

Hypothesis 6:  There will be a detectable modifying effect between marital status and the 

effect of food insecurity such that women who are part of an unmarried couple and who 

experience food insecurity will be more likely to report higher levels of IPV. 

As discussed, the connection between food insecurity and intimate partner violence has been 

shown in restricted populations including welfare recipients (Melchior, et al., 2009; Tolman & 

Rosen, 2001) and in case studies (Power, 2006).  In two of these studies food insecurity was not 

only associated with intimate partner violence but also with more severe forms of intimate 



 

 26

partner violence (Power, 2006; Tolman & Rosen, 2001). It remains to be seen, however, whether 

this association will be reflected in a larger more socio-economically and racially heterogeneous 

population. Based on the presented evidence the following hypothesis is suggested:  

Hypothesis 7: There will be a detectable dose-response relationship in odds of IPV when 

comparing the 3 levels of food insecurity after adjusting for demographic confounders. 

The current project investigates how certain economic factors are related to IPV. This 

study expands the current understanding of IPV and food insecurity by focusing on how these 

factors relate among women of color. Additionally, the project identifies how a specific measure 

of financial stress, food insecurity, uniquely affects women of color especially African- 

American women. Due to the consistency of questions in the CWHS related to food insecurity 

and intimate partner violence, we are able to evaluate effects in a much larger population-based 

sample than heretofore has been possible. 

2.2 Methods 

2.2.1 Data 

To address these research questions, I analyzed data from 16,562 women interviewed in 

the 1999-2001 and 2003-2005 California Women’s Health Survey (CWHS). The CWHS is an 

annual household-based telephone survey that uses random digit dialing to obtain its samples. 

The survey has been administered by the California Survey Research Group since 1997. Data are 

collected annually through a computer-assisted telephone survey of approximately 4000 

randomly selected California women. All women aged 18 years or older who live in a selected 

household are eligible to participate in the survey; if more than one woman in a chosen 

household is eligible, than one is selected at random as a participant. The women are interviewed 

anonymously in either English or Spanish. The CWHS collects data on a variety of social and 
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health outcomes including food insecurity, domestic violence, alcohol and tobacco use, family 

planning, obesity, and socio-demographic variables (Wayland, Induni, & Davis, 2008). The 

current study used data on a subsample of CWHS respondents who were currently in a 

heterosexual, married or unmarried, relationship at the time of interview. 

The CWHS includes a representative sample of minority women including African-

Americans and Hispanics (Wayland, et al., 2008). The choice was made to merge several years 

(1999-2001, 2003-2005) together to have the ability to conduct a meaningful analysis with 

enough power to detect differences among racial/ethnic groups. The year 2002 was not included 

in the sample due to substantial changes in the questions pertaining to intimate partner violence 

used in this particular year of the CWHS.  

2.2.2 Main Explanatory Variable – Food Insecurity 

The CWHS measures food security using the 6- item short form of the U.S. Department 

of Agriculture (USDA) Household Food Security Module. This module is a subset of the longer 

18- item module. It assesses 3 levels of food security in the last 12 months: food security, food 

insecurity without hunger, and food insecurity with hunger.   These levels are considered 

appropriate to allow for necessary distinctions in food insecurity levels for both the 6-item 

module and 18- item module (Ohls, Radbill, & Schirm, 2001). The questions used in the dataset 

were: (1) ‘The food that I bought just didn’t last, and I didn’t have money to get more. Was that 

often, sometimes, or never true for you in the last 12 months?’; (2) ‘I couldn’t afford to eat 

balanced meals. Was that often, sometimes, or never true for you in the last 12 months?’; (3) ‘In 

the last 12 months, did you ever cut the size of your meals or skip meals because there wasn’t 

enough money for food? Yes or No’; (4) ‘If the response [to previous question] is “Yes”, how 

often did this happen? Was it almost every month, some but not every month, or only in one or 
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two months in the last 12 months?’; (5) ‘In the last 12 months, did you ever eat less than you felt 

you should because there wasn’t enough money to buy food? Yes or No’; and (6) ‘In the last 12 

months, were you ever hungry but didn’t eat because you couldn’t afford enough food? Yes or 

No’. Food insecurity without hunger was defined as answering affirmatively to 2-4 module 

questions. Food insecure with hunger was defined as affirmative responses to 5 or more 

questions. Any food insecurity is defined as any positive report to any of the Household Food 

Security Module questions. 

2.2.3 Main Outcome Variable – Intimate Partner Violence 

IPV is measured using questions drawn from the Conflict Tactics Scale or CTS (Straus, 

Hamby, BoneyMcCoy, & Sugarman, 1996) . There are six items in the CWHS measuring minor 

and severe physical violence. These questions were asked of all women regardless of relationship 

status; however, before the interviewers administered that portion of the survey, participants 

were asked if they were in a location where they could speak freely on the subject. Women could 

either refuse the module or schedule an alternate time for the interviewer to call back. Of the 

16,562 women in the sample, 209 opted to be recontacted at a later time and 149 refused the 

module. Of the 209 who asked to be recontacted, 86 women could not be recontacted.  

The IPV questions were quite consistent between the different versions of the CWHS, but 

starting in 2000; four of the questions were combined into two questions. For instance, prior to 

this change there were separate questions assessing whether the participant: (1) had been pushed, 

grabbed, or shoved and (2) had been slapped. In 2000 these two questions were combined into a 

single question. Additionally, the questions of having been (1) beaten up by a partner and (2) 

choked were also combined into a single question. The questions in the 1999 surveys were 

reclassified to match those found in the 2000-2005 surveys. 
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 Using the questions from the CWHS 2000-2001 and 2003-2005, the ones referring to 

minor forms of violence were: (1) ‘In the last 12 months has a partner pushed, grabbed, shoved 

or slapped you?’ (2) ‘In the last 12 months has your partner thrown something at you?’ Minor 

IPV is defined as any positive report to either minor forms of violence question. The questions 

referring to severe forms of violence were: (1) ‘In the last 12 months has your partner kicked, bit 

or hit you with a fist?’; (2) ‘In the last 12 months has your partner beaten you up or choked you?’ 

(3) ‘In the last 12 months has your partner used a knife on you or fired a gun at you?’ Severe IPV 

was defined as any positive report to any of the three severe violence questions. Any IPV was 

defined as an affirmative response to any of the violence questions, minor or severe. The 

questions asking ‘In the last 12 months has your partner threatened you with a knife or gun?’’ 

could not be used because it was not included in all the years of interest. However, in 1999, this 

question was used to screen respondents for the question ‘In the last 12 months has your partner 

used a knife on you or fired a gun at you?’ Only women answering affirmative to having partner 

threaten her with a weapon, were then asked if the partner has used the weapon on them. 

2.2.4 Confounding Variables and Other Covariates 

Several additional variables were included in the analysis: race/ethnicity  (Hispanic 

or Latino, African-American Non-Hispanic, White Non-Hispanic, Asian/Other); 

respondents age (measured in years); federal poverty level (1=Below 200% of Federal 

Poverty Ratio, 0= Above 200% of Federal Poverty Ratio); children (1 = children present in 

home, 0 = children not present in home); marital status (1 = unmarried cohabitating couple , 

0 = married); employment (1 = in the work force, 0 = out of the work force); education (1 = 

High School or less; 0 = More than High School); year of survey (1999-2001, 2002-2005).  
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2.2.5 Analytical Strategy 

Analysis for the current project was conducted in SAS 9.2 for Windows (SAS Institute 

Inc. 2002-2008) and STATA SE version 11 (StataCorp, 2009). Missing data was handled using 

the Imputations by Chained Equations (ICE) program in STATA. ICE allows the use of logistic 

and generalized logit models to impute values for binary and categorical variables (Raghunathan 

& Solenberger, 2001). Univariate analysis was performed on all variables to describe the sample 

characteristics and determine the distribution of each variable. The Wald Chi-Square and t-test 

statistics were used to examine differences by IPV among selected categorical and continuous 

variables.   

Weighted logistic regression models, using survey sampling weights, were used to assess 

the relationship between food insecurity and IPV. The demographic characteristics were included 

in the regression analysis as potential confounders of this association. Interactions between food 

insecurity and selected demographic factors were also assessed on the multiplicative scale. Odds 

Ratios (OR) and 95% Confidence Intervals (CI) were reported. Additionally statistical 

significance was reported at the 0.05 and 0.01 levels. 

In addition to logistic regression models, predicted probabilities of IPV were calculated 

for each level of food insecurity. These probabilities were provided to more easily describe the 

effect measure modification between food insecurity and children in the home and food 

insecurity and marital status. 

2.3 Results 

2.3.1 Sample Characteristics 
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Table 1 presents characteristics of respondents in the selected years of the CWHS. 

Approximately 22% of women in the study reported some level of food insecurity, with 2/3 of 

these women reporting food insecurity without hunger and a third reporting food insecurity with 

hunger.  The sample included predominantly married women, with almost 1/3 of the sample 

reporting a family income below 200% of the federal poverty level; approximately 11% of the 

sample reported family incomes below 100% of the federal poverty level. The majority of 

women indicated being of either non-Hispanic White race or Hispanic ethnicity with only 3.5% 

categorized as African-American. In the state of California approximately 5-6% of women self-

report as African-American (Bureau, 2011). The disparate estimate reflects the fact that a greater 

percentage of African-American women self-report ‘never married’ in the CWHS compared to 

White and Hispanic women. However, the sample used for current analysis excludes women 

who reported a martial status of ‘never married’.  
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Characteristics % N

Food Secure 78.4 13136
Food Insecure without Hunger 14.14 2134
Food Insecure with Hunger 7.46 1107

Age, mean yrs (SE) 44.0 (14) 16476

Race
Non-Hispanic White 52.3 9822
African-American 3.5 515
Hispanic 29.2 4883
Other 15.0 1256

Educational attainment
High School or Less 39.0 6238
More than High School 61.0 10232

Below 200% Federal Poverty level 29.9 4078

Children in Home
No 44.3 7353
Yes 55.7 9118

Employment
Out of Work Force 46.7 7534
In Work Force 53.3 8939

Marital Status
Married 90.5 15050
Unmarried Couple 9.5 1426

Note: Weighted estimates shown.

Table 1

Characteristics of respondents in the California Womens Health 
Survey (1999-2001, 2003-2005) 
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2.3.2 Sample Characteristics by Intimate Partner Violence 

Table 2 presents selected characteristics of the sample by IPV and severity of IPV.  When 

compared to those who reported no IPV, women who reported IPV were more likely to be food 

insecure, younger, an ethnic minority, less educated, have children less than 18 present in the 

home, have income below the poverty line, and be unmarried. Among respondents who reported 

severe IPV, the majority was of Hispanic ethnicity, had less education and was part of an 

unmarried couple. 
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Characteristics
No Reported 
IPV (%)

Any Reported 
IPV (%)

Minor IPV 
(%)

Severe IPV 
(%)

Total 96.3 3.7 3.0 0.8

Food Secure 79.8 52.0 53.5 46.9
Food Insecure without Hunger 13.5 22.7 23.1 21.5
Food Insecure with Hunger 6.7 25.3 23.4 31.5

Age, mean yrs (SE) 44.54 (14.47) 34.7 (10.75) 35.17 (10.84) 32.91 (10.24)

Race
Non-Hispanic White 53.9 40.8 42.6 34.6
African-American 3.4 5.5 5.1 6.7
Hispanic 28.0 39.7 38.6 43.4
Other 14.7 14.0 13.6 15.2

Educational attainment
High School or Less 37.7 49.2 46.0 60.3
More than High School 62.3 50.8 54.0 39.7

200% Federal Poverty level
Below 26.2 46.4 44.1 45.8
Above 73.8 53.6 55.9 54.2

Children in Home
No 44.9 25.6 25.9 24.8
Yes 55.1 74.4 74.1 75.2

Employment
Out of Work Force 46.5 42.4 41.8 44.7
In Work Force 53.5 57.6 58.2 55.3

Marital Status
Married 91.3 72.8 75.1 64.9
Unmarried Couple 8.7 27.2 24.9 35.1

Characteristics of respondents in the California Womens Health Survey                              
(1999-2001, 2003-2005) by reported IPV

Table 2

p< .0001

p< .0001

p< .0001

Note: Weighted estimates shown. Differences for categorical variables estimated from Rao-

Scott χ2. Differences for continuous variable estimated from T-test statistic.

p< .0001

p< .0001

p< .0001

p< .0001

p=.0861
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2.3.3 Race, Food Insecurity and Intimate Partner Violence  

Hypothesis 1 asserted that African-American women would report higher odds of IPV 

than White or Hispanic-Americans. Results shown in Table 3 are consistent with that hypothesis. 

Both African-American and Hispanic women had an unadjusted odds ratio (OR) close to 2. This 

effect attenuated somewhat after adjusting for employment status, education level, respondent’s 

age and survey year. In adjusted analyses, only African-American race maintained a significant 

effect (OR: 1.63, 95% CI: 1.05-2.52) as compared to White racial background. The effect 

observed for Hispanic ethnicity was diminished to an OR of 1.10 with a 95% CI (0.85-1.42). 

The second hypothesis asserted that African-American women would report higher odds 

of food insecurity as compared to Non-Hispanic White women. African-American women had 

almost twice the odds of food insecurity (either with hunger or without hunger) when compared 

to non-Hispanic White women. Moreover, women of Hispanic ethnicity had over 4 times the 

odds of food insecurity when compared to non-Hispanic White women even after adjustment. 

Additionally, educational attainment and employment were both strongly associated with food 

insecurity. Individuals who reported more than high school education and being in the workforce 

had a lower probability of reporting food insecurity. 
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2.3.4 Food Insecurity and IPV 

The third hypothesis predicted that women who report food insecurity would evidence 

higher odds of IPV. As can be seen in Table 4, there is strong support for this prediction. 

Women, in the unadjusted (Model 1) and adjusted (Model 2) models, who reported experiencing 

food insecurity in the last 12 months did evidence higher odds of IPV when compared to women 

who reported no food insecurity in the last 12 months, after adjusting for demographic factors. 

Additionally, in support of hypothesis 4, Table 5 indicates that this association remained even 

after the inclusion of common causes of food insecurity and IPV such as poverty, marital status 

and presence of children in the home (Model 1). 

Food Security

Food Secure 1.00 - - 1.00 - - 1.00 - -

Food Insecure without Hunger 2.56 a 2.03 3.23 2.04 a 1.56 2.66 2.01 a 1.51 2.67

Food Insecure with Hunger 5.78 a 4.53 7.36 5.03 a 3.83 6.60 4.93 a 3.68 6.61

Age (years) 0.94 a 0.93 0.95 0.94 a 0.93 0.95 0.95 a 0.94 0.95

Race
Non-Hispanic White 1.00 - - 1.00 - - 1.00 - -

African-American 2.04 a 1.33 3.14 1.49 0.96 2.32 1.48 0.95 2.30
Hispanic 1.89 a 1.54 2.32 0.87 0.67 1.14 0.86 0.66 1.13
Other 1.25 0.88 1.76 1.11 0.79 1.58 1.11 0.78 1.56

Educational attainment
High School or Less 1.00 - - 1.00 - - 1.00 - -

More than High School 1.56 a 1.29 1.89 0.98 0.77 1.26 0.97 0.76 1.25

Above 200% Federal Poverty level 1.00 - - - - - 1.00 - -

Below 200% Federal Poverty level 2.21 a 1.81 2.70 - - - 1.06 0.79 1.41

Employment
Out of Work Force 1.00 - - 1.00 - - 1.00 - -
In Work Force 1.19 0.99 1.44 1.28 1.05 1.57 1.29 1.05 1.58

Model 2: Adjusted for  Age, Race, Education, Employment, Survey year
Model 3: Adjustment same as Model 2 plus Poverty
CI: Confidence Interval; OR: Odds Ratio
a p<.01

Model 1: Unadjusted Logistic Regression

Intimate Partner Violence  
Table 4: Logistic Regression analysis of IPV in CWHS

Source: California Women's Health Study  (1999-2001, 2003-2005)

Model 1: Unadjusted 
OR (95% CI)

Model 2:     
Adjusted OR (95% 

CI)

Model 3:     
Adjusted OR  + 

Poverty (95% CI) 
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2.3.5 Effect Modification by Martial Status and Children 

A significant portion of the subsequent analysis was dedicated to understanding the 

influence of potential effect measure modifiers (e.g., marital status and presence of children 

under the age of 18 in the home) on the association between IPV and food insecurity. Table 5 

shows the results from this analysis.  Being unmarried and reporting children in the home were 

both associated with a higher likelihood of IPV in Model 1. However children present in the 

home did not appear to be an important modifier of the effect of food security. Instead, marital 

status appeared to have an effect in this regard for the highest level of food insecurity. 
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Food Security
Food Secure 1.00 - - 1.00 - - 1.00 - -
Food Insecure w ithout H unger 1.95 1.47 2.60 2.41 1.39 4.17 1.99 1.45 2.74
Food Insecure w ith H unger 4.74 3.52 6.40 6.72 4.06 11.14 5.77 4.17 7.97

A ge (years) 0.95 0.94 0.96 0.95 0.94 0.96 0.95 0.94 0.96

Race
N on-H ispan ic W hite 1.00 - - 1.00 - - 1.00 - -
A frican-A m erican 1.41 0.90 2.21 1.46 0.94 2.28 1.44 0.93 2.24
H ispanic 0.85 0.64 1.12 0.85 0.65 1.12 0.88 0.67 1.15
O ther 1.18 0.84 1.67 1.10 0.78 1.55 1.19 0.84 1.68

Educational attainm ent
H igh School or Less 1.00 - - 1.00 - - 1.00 - -
M ore than H igh School 0.96 0.75 1.24 0.97 0.75 1.25 0.97 0.75 1.25

A bove 200%  Federal Poverty level 1.00 - - 1.00 - - 1.00 - -
Below  200%  Federal Poverty level 0.97 0.73 1.29 1.04 0.78 1.38 1.00 0.75 1.32

Em ploym ent
O ut of W ork  Force 1.00 - - 1.00 - - 1.00 - -
In W ork Force 1.28 1.05 1.57 1.30 1.06 1.59 1.27 1.04 1.55

Children in  H om e
N o 1.00 - - 1.00 - -
Y es 1.35 1.06 1.71 1.35 1.02 1.80

M arita l S tatus
M arried 1.00 - - 1.00 - -
U nm arried Couple 2.02 1.58 2.60 2.37 1.67 3.37

Food Insecurity*  M arital S tatus
Food Secure and M arried 1.00 - -
Food Insecure w ithout H unger 
and U nm arried 0.89 0.51 1.55
Food Insecure w ith H unger and 
U nm arried 0.48 0.27 0.86

Food Insecurity*  C hildren
Food Secure and N o Children 1.00 - -
Food Insecure w ithout H unger 
and C hildren 0.78 0.43 1.42
Food Insecure w ith H unger and 
Children 0.66 0.37 1.17

CI: Confidence Interval; O R : O dds R atio

T able 5 : Logistic R egression analysis of IPV  in  C W HS w ith  In teractions of Food 
Insecur ity  w ith  M ar ita l S tatus and C hild ren

In itm ate Partner V io lence  

M odel 1 M odel 2 M odel 3

Source: Califo rnia W om en's H ealth Study  (1999-2001, 2003-2005)
M ultivariate M odel A djusted For A ge, Race. Education, Poverty, Em ploym ent, Ch ildren, 
M arita l S tatus, Survey Y ear
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Figures 1 and 2 provide a graphical presentation of the predicted probabilities of IPV for 

each interaction term. In each graph, potential effect modifier levels are shown as separate lines. 

The probabilities taken from the logistic models are graphed versus the three levels of food 

insecurity. Figure 1 depicts the findings that the probability of IPV is higher among women 

reporting food insecurity with hunger; however, there does not appear to be an appreciable 

difference between those with and without children. In contrast, Figure 2 indicates that while 

unmarried women do have a higher probability of IPV for all levels of food insecurity, the 

difference between the two groups widens among respondents reporting food insecurity without 

hunger and then begins to converge among women reporting food insecurity with hunger. 

Additionally, the probabilities for unmarried women appear almost linear with respect to food 

insecurity levels. 

The primary effects modifiers of interest in my study were the presence of children and martial 

status although other interactions were examined. We found that education modified the 

association between food insecurity and IPV, at the moderate food insecurity category (OR: 

1.69; 95% CI: 1.00, 2.84).  

2.3.6 Dose-Response  

In support of hypothesis 7, this predicted a detectable dose-response relationship in odds 

of IPV when comparing all 3 levels of food insecurity, all models used in the analysis showed a 

strong dose-response relationship between food insecurity and IPV. Because food insecurity was 

measured on 2 levels (with and without hunger) it was possible to examine if there was a 

detectable dose response relationship between the exposure and outcome.  The odds of IPV for 

the highest level of food insecurity were nearly 2.5 times higher than food insecurity without 

hunger. 
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Figure 1: 
Intimate Partner Violence Victimization
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Figure 2 
Intimate Partner Violence Vicitmization
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2.3.7 Sensitivity Analysis 

The 1999-2001 waves of the CWHS included a screening question for respondents. The 

question states “I have some questions of a very private nature which I want to ask you only if 

you are quite sure that you have privacy and no one will overhear. If you are not in that situation, 

I can schedule a time which would be more convenient for you.” This question allowed 

participants the option of refusing the entire module. Interviewers were instructed to probe for a 

date or time to call back. Among the women who responded that they were not in a private 

setting (N=209), approximately 40% or 86 women have missing values for all the questions in 

the CTS module indicating they could not be recontacted It is difficult to know what the 

responses for these women would have been or if their IPV experiences, if any, would have 

occurred during the time period of interest (12 months proper to interview). The respondents 

who were not successfully recontacted (N=86) were excluded from the main analysis. 

 To investigate the bias that may have resulted from the exclusion of these women, 

excluded women were compared to the analysis population on several correlates of IPV used in 

the main analysis including: food insecurity, age, race, marital status, presence of children, 

employment, education and poverty. Table 1a in the Appendix provides the frequency 

distributions of all the variables for the women missing IPV information. Respondents who were 

unable to be recontacted to finish the IPV module did not appear to be significantly different 

from participants who did complete the module when examining marital status, the presence of 

children and employment; however, the excluded population was different when comparing the 

distribution for the main factor of interest food insecurity (p=.01) as well as race/ethnicity 

(p=.0016), age (p=.0005), education (p=.0003) and poverty (p<.0001). Women who did not 
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complete the IPV portion of the interview were more likely to be food insecure, younger, 

predominantly Hispanic, less educated, and below 200% of the federal poverty level.  

2.4 Discussion 

Overall, this study demonstrates a strong positive association between IPV and food 

insecurity among coupled women in California. While a link has been previously demonstrated 

(Melchior, et al., 2009; Power, 2006; Tolman & Rosen, 2001), this analysis, in particular, 

expands our understanding to a much more generalizable population. The current analysis 

produced several findings consistent with similar research that are worth noting (Field & 

Caetano, 2004; Neff, et al., 1995). Namely, this analysis finds differences in reported IPV and 

food insecurity by racial/ethnic group status. Minority women in this study reported higher levels 

of IPV and food insecurity in the 6 years examined when compared with non-Hispanic White 

women. Kaiser et al (2007) also examined the association between race and food insecurity and 

found, on average, that Hispanic women did report a higher prevalence of food insecurity than 

African-American and White Non-Hispanic women. However, the 2001-2005 California Health 

Interview Survey indicates that when the analysis is restricted to low income adults, African-

Americans reported a higher prevalence of food insecurity than Hispanic women (Harrison, 

Sharp, Manalo-LeClair, Ramiez, & McGarvey, 2007). Past research confirms that race is an 

important predictor of both IPV and food insecurity (Marcus & Alderson, 2004), but the current 

analysis highlights that the risk of food insecurity is particularly acute among Hispanic women 

when examining an economically mixed population.  Additionally, education, marital status and 

children were all important correlates of IPV in the adjusted logistic models. 

There were a number of findings of particular interest in this study. The first finding was 

the expected impact that poverty and other common causes of food insecurity and IPV would 
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have on the association between food insecurity and intimate partner violence. The fourth 

hypothesis predicted that the association between food insecurity and IPV would not be 

eliminated by adjusting for common causes of food insecurity and IPV. Previous studies have 

found a strong relationship between IPV and socioeconomic measures such as poverty even after 

adjusting for demographic characteristic (Macmillan & Kruttschnitt, 2005; Pavao, Alvarez, 

Baumrind, Induni, & Kimerling, 2007). In the current study, while poverty, marital status, 

educational attainment and presence of children in the home were all strongly associated with 

both the factors in the unadjusted models, when their effects were added to the full model, the 

association between food insecurity of IPV remained robust.  

A second finding of interest was the confirmation of the seventh hypothesis which 

predicted a dose-response relationship between IPV and food insecurity.. While food insecurity 

is closely associated with IPV, the risk of IPV is much higher among those reporting the highest 

level of food insecurity. Previous research (Harrison, et al., 2007; Marcus & Alderson, 2004) has 

shown that individuals reporting food insecurity with hunger are also more likely to report low 

income, minority race, lack of employment, and receipt of social services such as food stamps all 

of which are associated with an increased risk of IPV. 

A third finding to note is the modifying effect of marital status on the association 

between food insecurity and IPV that was predicted by the sixth hypothesis. As expected, 

unmarried women had a higher probability of IPV for both levels of food insecurity than married 

women. However, the difference between the married and unmarried women widens among 

respondents reporting food insecurity without hunger and then begins to converge among women 

reporting food insecurity with hunger. Understandably, research on IPV is focused on the 

experiences of individuals in couples, usually cohabitating or being married. Researchers have 
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consistently shown, mostly in cross-sectional studies, that cohabitating couples have higher rates 

of IPV as compared to married couples (Anderson, 1997; Hegarty & Bush, 2002; Stets & Straus, 

1988).  Although, recent studies have begun to challenge the accepted notion that cohabitating 

couples are on average more violent or more prone to violence than their married counterparts 

(Kenney & McLanahan, 2006). It appears that when couples are followed over time, a selection 

effect emerges. The most violent cohabitating couples will self-select out of the pool of couples 

that eventually marry. The selection effect gives the false impression that married couples are 

less violent. This is not to say that there is no true difference between the two groups, but cross-

sectional studies conflate selection and structural properties (Kenney & McLanahan, 2006).  

The current study highlights that women who report being part of an unmarried couple 

(whether cohabitating or not) do report a higher level of IPV, regardless of whether they are food 

secure or insecure, which is consistent with a possible selection effect. However, evidence from 

the current study indicates that among the most food insecure women, the difference in 

probability of IPV between married and unmarried is greatly diminished. This result suggests 

that the effect of economic distress is particularly acute in this group, off- setting the protective 

affect of marriage. Moreover, economic distress has been shown in previous research to 

precipitate marital dissatisfaction and family conflict, two factors known to be associated with 

IPV (Benson & Fox, 2002). 

Due to the cross-sectional nature of the study a definitive description of the relationship 

between food insecurity and IPV cannot be made. Moreover, it is likely that the association is bi-

directional (Kaiser, et al., 2007). However, several key conclusions and areas for explorations 

can be highlighted.  First, it is clear that food security and IPV are linked. Studies that have 

examined this in the past have looked at particularly vulnerable populations including welfare 
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and food stamp recipients. From the current findings, it is important to underscore that women of 

different socio-demographic and income backgrounds also face food insecurity, though perhaps 

at lower rates, and IPV. Second, the indication of a dose-response relationship does highlight a 

need to focus on at-risk populations because of their significantly higher odds of IPV. Future 

research on food insecurity as a point of intervention is needed. Social service and public health 

agencies may want to target women reporting the highest levels of food insecurity. Services 

frequented by food insecure women such as food banks and food stamp program offices could be 

used as contact points for women lacking access to information and care for IPV. Unfortunately 

limitations of the data did not allow us to look fully at women reporting severe abuse, but studies 

focusing on food security in this high risk group would be pertinent.   

There are several limitations to this study that merit discussion. Sensitive questions, such as 

those asking about IPV, will always raise concerns about social desirability bias and under-

reporting is always a concern (Saunders, 1991). As mentioned earlier, women who were unable 

to be recontacted about the IPV module in the CWHS were excluded from the main analysis. 

Further, analyses demonstrated significant differences between the excluded group and the 

analysis population on several correlates of IPV indicating a possible selection bias. It can be 

assumed that at least a portion of these women may have experienced the IPV in the 12 months 

prior to interview, causing an underestimate of the prevalence of IPV in this population. Also, 

the CTS questions used in the CWHS are poorly suited to identify non-physical forms of 

violence against women, such as verbal or emotional abuse (Straus, 2007). However, the CTS 

has been validated and shown to have good reliability in varying populations (Straus, et al., 

1996). Additionally, the response rate for the CWHS survey varied depending on the year, 

ranging from 46% in 1999 down to 25% in 2001. Response rates were calculated using a method 
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recommended by the Council of American Survey Research Organizations (CASRO) (Rates, 

1982). Last, the CWHS provides the sampling weights needed for data analysis but does not 

provide the design variables (primary sampling units and strata) used for data sampling that can 

affect the variances calculated in the analysis. To address this, the analysis was conducted using 

two alpha levels, the standard 0.05 and the more stringent 0.01. 

The strengths of this study include the representative sample of women and the measurement 

of food insecurity and IPV. The CWHS is a population-based sample of women from the state of 

California which gives representative estimates of food security/insecurity and IPV. The serial 

cross-sectional design provided a large sample size and increased power in which to conduct the 

study analysis. Therefore, we could explore the association between each race/ethnicity with 

food insecurity and IPV as well as examine the dose-response relationship between food 

insecurity and IPV. Additionally, food insecurity and intimate partner violence are measured 

using items drawn from standardized scales that allowed for comparability with other literature 

using these scales. Overall, this study was able to explore associations between food insecurity 

and IPV among two very vulnerable populations, women and African-Americans. Most 

importantly, this study investigated the effects of an additional risk factor (food insecurity) that 

can be used to identify women at high risk for IPV. This creates another avenue to reach victims 

and provide assistance.  

2.5 Conclusion 

Food insecurity is an important risk indicator for IPV among women. Investigating what 

puts women, especially minority women, at greatest risk facilitates more effective intervention 

development. Improved interventions will inevitably need to identify women at-risk for food 

insecurity by incorporating new points of contact. This will enable researchers to provide needed 
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resources to at-risk women who normally would not have access to education and assistance for 

IPV. Given that nearly 1 in 10 women report some form of abuse each year (McHugh & Frieze, 

2006; Tjaden & Thoennes, 2000), decreasing the burden of the health and social consequences of 

violence will require new and innovative ways to reach impacted women. 
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2.6 Appendix 

Characteristics
Complete          
(wt n=16,353)

Incomplete      
(wt n=86)

Food Security
Food Secure 78.6 62.6
Food Insecure without Hunger 14.0 25.7
Food Insecure with Hunger 7.4 11.8

Age, mean yrs (SE) 44 (.11) 38.9 (1.4)

Race
Non-Hispanic White 52.5 27.3
African-American 3.6 4.6
Hispanic 28.9 50.2
Other 15.0 18.0

Educational attainment
High School or Less 38.8 63.8
More than High School 61.2 36.2

Below 200% Federal Poverty level 29.3 43.3

Children in Home
No 44.5 30.9
Yes 55.5 69.1

Employment
Out of Work Force 46.6 55.7
In Work Force 53.4 44.3

Marital Status
Married 90.5 84.7
Unmarried Couple 9.5 15.3

p=.0016

Characteristics of participants in CWHS by Intimate Partner Violence 
respondent groups

p= .01

Table 1a

IPV Scale Completion

p= .0005

p=.0003

p<.0001

Note: Weighted estimates shown. P-values estimated from Rao-Scott 

χ
2

p=.06

p=.17

p=.11
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Chapter 3: Modeling the cross-sectional relationship between trauma exposure, mental 
distress and church-based social support (Study 2) 

 

3.1 Background 

A large proportion of the U.S. population has experienced at least one traumatic event in 

their lifetime (Breslau, 2002, 2009; Norris, 1992). A traumatic event can be experienced directly 

or indirectly (e.g. witnessed). Traumatic events are typically situations that involve actual or 

threatened death, serious injury, or a threat to the physical well-being of the individual or others 

(Hathaway, Boals, & Banks, 2010; Roberts, Gilman, Breslau, Breslau, & Koenen, 2011). 

Potentially traumatic events can include accidents, diagnosis with a life-threatening illness, 

sexual and physical abuse, mugging, torture, natural disaster or kidnapping (Cepeda, Saint Onge, 

Kaplan, & Valdez, 2010; Freedy et al., 2010; Morina, Rushiti, Salihu, & Ford, 2010; Roberts, et 

al., 2011).  

Several mental health factors have been found to be associated with trauma.  Because 

post-traumatic stress disorder (PTSD) develops as a result of a trauma exposure, it is the most 

frequently studied mental health correlate of trauma (Breslau, 2009; Fowler, Tompsett, 

Braciszewski, Jacques-Tiura, & Baltes, 2009; Overstreet, 2000). PTSD is characterized by a 

persistent re-experiencing of the event, avoidance of stimuli associated with the event, and 

symptoms of hyper-arousal not present before the event (Breslau, 2002, 2009; Frans, Rimmo, 

Aberg, & Fredrikson, 2005; Roberts, et al., 2011). Consequences such as certain phobias and 

suicidal ideation (Stein et al., 2010) have also been found to be associated with exposure to 

traumatic events.  Exposure to trauma and potentially traumatic experiences has also been linked 

to depressive symptoms and anxiety (Delany-Brumsey, Joseph, Myers, Ullman, & Wyatt, 2011; 
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Edwards, Black, Dhingra, McKnight-Eily, & Perry, 2009; Hughes, Johnson, Wilsnack, & 

Szalacha, 2007; Lincoln, Chatters, & Taylor, 2003, 2005; Petkus, Gum, King-Kallimanis, & 

Wetherell, 2009; Ross, 1989; Watlington & Murphy, 2006). 

One factor known to moderate the association between trauma and mental health is social 

support. The term social support is used to refer to a broad range of helping behaviors that can 

include: appraisal support, tangible assistance (material support), and emotional support (Kaplan, 

1996; Krause, Ellison, & Wulff, 1998). A large body of research has discussed the impact of 

receipt of social support from family and friends on ameliorating the consequences of traumatic 

experiences (Lincoln, Chatters, et al., 2003; Lincoln, et al., 2005; Van Olphen et al., 2003; 

Wingate et al., 2005). Less research has focused on the impact of social support from a religious 

community. Church-based social support can be defined as support received by an individual as 

a result of the informal social relationships that develop within a congregation or faith 

community (Ellison & Flannelly, 2009). The support from a religious community is considered 

distinct from the social support received from other relationships such as family or friends, and 

its effects can be quite different (Ellison & Flannelly, 2009; Krause, 2006b; Krause, et al., 1998). 

For instance, Krause (2006b) compared the buffering effect of emotional support from people 

outside the church versus support from people inside the church. The analysis found that while 

church-based emotional support appeared to offset the negative effect of financial strain on 

physical health, support from people outside the church did not.   

The current study investigates whether church-based social support (emotional support or 

negative interaction) moderates the link between ever experiencing a potentially traumatic event, 

and current levels of mental distress in adulthood. Using information from the National Survey 

of American Life (NSAL), I aim to: (1) estimate the association between a history of exposure to 
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a potentially traumatic event and current mental distress; (2) examine the association between 

social support from a church congregation and current mental distress, and (3) explore whether 

the effect of church-based social support on current mental distress differs among individuals 

who have a history of a potentially traumatic experience and those who do not have a history of a 

potentially traumatic experience. 

3.1.1 Traumatic Events and Mental Distress 

Psychological or mental distress can be defined as a subjective state of emotional 

suffering that takes two major forms: depression and anxiety. Distress has both physiological and 

emotional manifestations including malaise and mood changes (Horwitz, 2007; Mirowsky & 

Ross, 2003).  In this case, mood often refers to negative emotional feelings, such as the sadness 

of depression, or the worry of anxiety. Malaise refers to a physical condition, such as the 

restlessness associated with depression or the nausea associated with anxiety (Mirowsky & Ross, 

2003; Payton, 2009).  

Individuals who have experienced any number of negative life events will often report 

symptoms of anxiety or depression (Delany-Brumsey, et al., 2011; Edwards, et al., 2009; 

Hughes, et al., 2007; Lincoln, Chatters, et al., 2003; Lincoln, et al., 2005; Petkus, et al., 2009; 

Ross, 1989; Watlington & Murphy, 2006). For instance, people coping with major health 

diagnoses have often reported symptoms of psychological distress (Gregurek, Bras, Dordevic, 

Ratkovic, & Brajkovic, 2010). Additionally, individuals with disaster-related (Cepeda, et al., 

2010; Mijanovich & Weitzman, 2009; Wahlström, Michélsen, Schulman, & Backheden, 2009) 

and physical assault experiences (Edwards, et al., 2009) have also reported higher levels of 

distress. 
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However, research suggests that the link between traumatic life events and distress may 

only be evidenced for certain associations. Hughes et al. (2007) evaluated the effects of abuse in 

childhood on lifetime alcohol abuse and psychological distress in a large community-based 

sample of lesbians, After adjustment for background factors including age, race, education, and 

parental drinking problems, the analyses indicated that while sexual abuse in childhood predicted 

lifetime alcohol abuse, physical abuse in childhood predicted psychological distress in adulthood 

(Hughes, et al., 2007). Based on the presented evidence, I hypothesize that: 

Hypothesis 1:  On average, individuals with a lifetime history of exposure to a potentially 

traumatic experience will have a higher average current distress score than individuals 

who do not report any history of a potentially traumatic experience, after adjusting for 

demographic confounders. 

3.1.2 Mental Distress and Church-based Social Support 

A large proportion of the church-based social support literature has focused on how 

support, specifically emotional support and negative interaction, can affect health (Ellison, 

Zhang, Krause, & Marcum, 2009; Kaplan, 1996; Krause, 2006a, 2006b; Krause, et al., 1998; 

Nooney & Woodrum, 2002; Van Olphen, et al., 2003). The support received from an 

individual’s social network can be both positive and negative; therefore the individual effects of 

each type of support should be explored. Emotional support often involves encouraging 

recipients during a particularly stressful period, and reminding them that they are valued 

(Kaplan, 1996; Lincoln, Taylor, & Chatters, 2003). Emotional support has been shown to be 

associated with lower levels of many mental health morbidities, and with better self-reported 

physical health (Kaplan, 1996; Van Olphen, et al., 2003; Watlington & Murphy, 2006). In 

contrast, negative interaction refers to support that is perceived by the recipient to be negative, 
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unsupportive or critical (Lincoln, Chatters, et al., 2003). This negative form of support has the 

opposite effect on health and well being; it is typically associated with increased depression and 

distress (Ellison, Zhang, et al., 2009; Krause, et al., 1998). Previous research (Lincoln, Taylor, et 

al., 2003) has shown that experiences of negative church-based support occur less frequently 

than positive forms such as emotional support. However, it appears that negative forms of social 

support may have a greater influence on health than positive forms of support (Lincoln, et al., 

2005; Rook, 1990a). One reason given for this strong influence is that the support received from 

a church or congregation often comes in the context of shared religious or spiritual views 

between those providing support and those receiving support (Krause, 2006b). Therefore, church 

membership often fosters strong relationships that make an individual more sensitive to negative 

social support (Krause, et al., 1998).  Based on the presented evidence, I propose that: 

Hypothesis 2:  On average, individuals reporting higher scores on the church-based 

emotional support scale will have a lower average current distress score than individuals 

with lower scores on the church-based emotional support scale, after adjusting for 

confounders.  

Hypothesis 3: On average, individuals reporting higher scores on the church-based 

negative interaction scale will have a higher average current distress score than 

individuals with lower scores on the church-based negative interaction scale, after 

adjusting for confounders.  

3.1.3 Effect Modification: Church-based Social Support and Traumatic Events 

Both secular and church-based social support have been shown to moderate the link 

between specific traumatic events and health (Bradshaw & Ellison, 2010; Krause, 2006b; 

Lincoln, Chatters, et al., 2003; Maulik, Eaton, & Bradshaw, 2010). Krause (2006a, 2006b) 
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explored this moderating effect when examining the connection between financial strain and 

self-reported physical health, and financial strain and mortality. Both studies reported a negative 

statistical interaction between financial strain, and church-based emotional support. This meant 

that the negative effect of financial strain on physical health and mortality diminished among 

individuals who reported higher levels of church-based emotional support.  

However, not all studies agree that social support interacts with life stressors to affect 

physical and mental health. For example, a 2009 study that used information from the National 

Survey of Black Americans (NSBA) (Ellison & Flannelly, 2009) investigated the moderating 

effect of religious involvement and church-based social support on the connection between 

stressful events in the last 30 days and depression. Participants were asked about a number of 

stressful life events including: health problems, financial problems, legal problems, interpersonal 

conflicts, experiences with racism, and problems with children. While the authors reported that 

certain aspects of religious involvement were associated with depression, they did not find that 

religiousness, including church-based social support, modified the effect of specific stressful life 

events on depression. Based on the presented evidence, I hypothesize that: 

Hypothesis 4: There will be a detectable modifying effect, between a history a potentially 

traumatic experience and church-based emotional support as well as church-based negative 

interaction. Specifically, that the negative effect of a potentially traumatic experience on 

current mental distress will be diminished among individuals who report higher levels of 

church-based emotional support and lower levels of negative interaction.  

Overall, there is evidence to support a connection between a history of potentially 

traumatic experience and current mental distress. Previous analyses have mainly looked at the 

buffering effects of church-based social support when examining specific life stressors such as 
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financial strain. The current analysis expands the available literature by exploring the modifying 

effect of church-based social support on the link between a history of potentially traumatic event 

and current mental distress. Drawing on a representative sample of African-American and 

Caribbean born Blacks, I use linear regression methods to examine the moderating effect of 

church-based social support on the connection between a history of potentially traumatic 

experience and current mental distress.  

3.2 Methods 

3.2.1 Data 

The data used in the current study were obtained from The National Survey of American 

Life: Coping with Stress in the 21st Century (NSAL), a multi-stage national household survey 

conducted between 2001 and 2003.  The study targeted three source populations residing in high 

African-American density neighborhoods: African-Americans, Afro-Caribbeans, and White 

Americans. Data were collected using computer-assisted personal interviews to gather 

information on the quality of life for Black Americans as compared to White-Americans residing 

in the same communities. Specifically, the study aimed to explore racial and ethnic differences in 

mental health and psychological distress in relationship to known and presumed risk and 

protective factors (Pennell et al., 2004). In addition to the 6,082 surveys collected, a 10% 

subsample was re-interviewed using a modified version of the Structured Clinical Interview for 

DSM-IV (SCID) and various severity scales. The subsample was interviewed in order to 

examine the agreement between the lay-administered DSM-IV World Mental Health CIDI 

(WMH-CIDI) diagnoses and those assessed via the SCID (Pennell, et al., 2004). 

Due to the well-documented high-level of religiosity among African-Americans and 

Caribbean-born Blacks as compared to Non-Hispanic Whites (Chatters, Taylor, Jackson, & 
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Lincoln, 2008; Ellison & Flannelly, 2009; Watlington & Murphy, 2006), for the current study the 

sample was restricted to these two groups, which make up 84% of the NSAL sample. 

Information on church-based social support was only collected by the NSAL for individuals who 

reported attending services at a place of worship at “least a few times a year” since the age of 18. 

Nearly 92% of the sample reported ever attending religious services since the age of 18 and of 

that group 88.4% reported attending at least “a few times a year.” Therefore, the current sample 

was restricted to individuals who reported in the affirmative to both questions. Additionally 168 

respondents were missing all data for the main explanatory or outcome variable and were 

therefore not included in the analysis. The final sample consisted of 3974 respondents. 

3.2.2 Main Explanatory Variable – History of Potentially Traumatic Experience 

The exposure of interest in the current study was history of a potentially traumatic 

experience. The NSAL included 27 questions that assessed a respondent’s lifetime history of 

potentially traumatic experience. Survey respondents were asked whether they had experienced, 

either directly or indirectly, any of several different negative life events such as domestic 

violence, child abuse, combat, natural disaster, or life-threatening automobile accident. A binary 

variable was created denoting whether a person reported experiencing any one of these events. 

Due to the structure of the NSAL, when a respondent answered in the affirmative to a question, 

the participant then skipped subsequent traumatic experience questions. Follow-up questions 

asked more detailed questions about the potentially traumatic event experienced. Therefore, it 

was not possible to determine which individuals had experienced more than one type of event.  

3.2.3 Main Outcome Variable – Current Mental Distress 
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The outcome of interest in the current study was current psychological or mental distress. 

The NSAL used the K6 to measure non-specific or generalized distress (e.g., feeling so sad 

nothing could cheer one up) (Kessler et al., 2003; Veldhuizen, Cairney, Kurdyak, & Streiner, 

2007) in the 30 days prior to interview. The K6, a six item scale, assessed the level at which a 

respondent felt: so sad that nothing could cheer them up, nervous, restless or fidgety, hopeless or 

that everything was an effort. The questions were measured on a scale ranging from “none of the 

time” to “all of the time.” The total scores for all six items ranged from 0 to 24. A score of 0 

represented answering “none of the time” to all questions and a score of 24 represented 

answering “all of the time” to all questions. A score of 13 or more denoted evidence of serious 

mental distress (Kessler, et al., 2003). 

3.2.4 Moderator – Church-based Social Support 

Two measures of social support were evaluated. The questions used to measure both 

types of church-based social support (emotional support and negative interaction) in the NSAL 

were adapted from measures created by a panel of experts convened by the National Institutes on 

Aging (NIA) and the Fetzer Institute (Idler et al., 1998). The scales measured dimensions of 

religious involvement salient to mental and physical health (Idler, et al., 1998).     

Church-based emotional support was measured by a scale that asked how often 

individuals from the respondent’s church provided positive emotional support to them. The 

questions measuring emotional support were: (1) “How often do people in your church make you 

feel loved and cared for - very often, fairly often, not too often, or never?”; (2) “How often do 

people in your church listen to you talk about your private problems and concerns - very often, 

fairly often, not too often, or never?”; (3) “How often do people in your church express interest 

and concern in your well-being - very often, fairly often, not too often, or never?” Negative 
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interaction was measured by a scale that asked participants how often people from their church 

were critical or demanding. The questions measuring negative interaction were: (1) “How often 

do people in your church make too demands - very often, fairly often, not too often, or never?”; 

(2) “How often do people in your church criticize you and the things you do - very often, fairly 

often, not too often, or never?”; (3) “How often do people in your church try to take advantage of 

you - very often, fairly often, not too often, or never?” These composite measures had between 

1- 2% missing. The scales were measured as a composite score (range: 0-9) with higher scores 

denoting higher levels of either church-based negative interaction or church-based emotional 

support.  In the current sample, the standardized Cronbach’s alpha for the items measuring 

church-based emotional support was 0.73. The standardized Cronbach’s alpha for the items 

measuring church-based negative interaction was 0.74. 

3.2.5 Confounding Variables and other Covariates 

This analysis included statistical adjustment for several factors shown in previous 

research to be risk factors for both trauma and mental distress (Gall, 2006; Krause, 2006b; 

Lincoln, et al., 2005; Mirowsky & Ross, 2003). These risk factors included: age at the time of 

interview (measured in years),  gender (male, female), education (0-11 years,12 years, 13-15 

years, greater then or equal to 16), poverty index (Census 2001 income-to-needs ratio), marital 

status (married, divorced/separated/widowed, never married); region (Northeast, Midwest, 

South, West), and presence of children in the respondent’s household.  Marital status had 

approximately 0.2% missing data; it was the only demographic factor with missing information.  

3.2.6 Analytic Strategy 
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Data preparation and statistical analysis were conducted using SAS 9.2 for Windows 

(SAS Institute Inc. 2002-2008). The data were weighted to account for the unequal probabilities 

of selection, non-response and post-stratification. To adjust for complex survey design, the 

NSAL included stratification and primary sampling unit variables (Heeringa et al., 2004). 

Univariate and bivariate analyses was conducted on all variables to describe the characteristics of 

the sample. Adjusted Wald Chi-Square and t-tests were used to examine differences by history of 

a potentially traumatic experience among selected categorical and continuous variables. 

The survey linear regression procedure in SAS was used to assess the relationship 

between a history of potentially traumatic experience and current mental distress as well as each 

church-based social support measure and current mental distress. Linear regression models were 

adjusted for demographic characteristics to address possible confounding. Weighted parameter 

estimates and 95% Confidence Intervals (CI) are reported for each regression model. 

Additionally, statistical significance was assessed using 0.05 level two-sided tests. 

I used three approaches to explore whether the effect of church-based social support and 

current mental distress differed between those who have a history of potentially traumatic 

experience and those without a history. First, a statistical interaction term was created from 

history of a potentially traumatic experience and each church-based social support measure. 

Second, the association between church-based social support and current mental distress was 

stratified by a history of potentially traumatic experience. Third, I used a specified level effect 

modification approach (Van Ness & Allore, 2006) to produce social support estimates specific to 

those with and without a history of potentially traumatic experience. This approach allowed for 

direct comparison of the effect of negative interaction on current mental distress among those 

with a history of a potentially traumatic experience and those without. The specified level 
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approach can be used when the modifier of interest has two levels. For this portion of the 

analysis, binary indicator variables were created from the continuous scales of church-based 

emotional support and negative interaction. I defined the emotional support indicator as 1 if the 

respondent reported experiencing any level of emotional support, 0 if not. Similarly, I defined 

the negative interaction indicator as 1 if the respondent reported experiencing any level of 

negative interaction, 0 if not. 

This work received approval from the UCLA Office of the Human Research Protection.  

3.3 Results 

3.3.1 Sample Characteristics 

Table 1 (shown below) presents selected characteristics of NSAL respondents.  

The majority of participants in this sample reported a history of experiencing a potentially 

traumatic event. Approximately, 4.1%  (95% CI: 3.1 - 4.9) of respondents had a mean current 

distress score of 13 or more, which is the classification for serious psychological distress 

(Kessler et al, 2003). Those with a history of experiencing a potentially traumatic event reported 

a significantly higher mean current distress and negative church-based support scores when 

compared to those without a history of experiencing a potentially traumatic event.  

Approximately 44% of respondents reported never experiencing any negative church-

based support from individuals in their church community. Participants with a history of 

experiencing a potentially traumatic event were more likely to report feeling criticized, taken 

advantage of, and that too many demands were being put on them by their church community 

than participants with no history of experiencing a potentially traumatic event (shown in 

Appendix Table 1A). Overall, participants reported a fairly high level of church-based emotional 

support; however, while nearly 50% of respondents reported very often feeling that their church 
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community made them feel loved and cared for and had an interest in their well-being, almost 

40% of the sample indicated they never felt like the members of their congregation would listen 

to them talk about their private problems and concerns (shown in Appendix Table 1A).   
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Characteristics
 Total Sample 

(%) No (%) Yes (%)

Overall 18.1 81.9

K6 Distress Score**, mean (SE) 3.62 (0.13) 2.47 (0.20) 3.88 (0.14)

Age, mean yrs (SE) 42.7 (0.47) 42.8 (0.89) 42.7 (0.47)

Sex
Men 42.0 35.9 43.3
Women 58.0 64.1 56.7

Educational attainment (years)
0-11 22.7 20.4 23.2
12 35.8 43.7 34.1
13-15 25.6 23.3 26.1
Greater than or equal to 16 15.9 12.6 16.6

Poverty Index, mean (SE) 2.76 (0.09) 2.61 (.10) 2.79 (0.10)

Children 
No 66.6 70.6 65.7
Yes 33.4 29.4 34.3

Region
Northeast 17.2 10.8 18.6
Midwest 15.3 12.2 16.0
South 58.5 66.7 56.7
West 9.0 10.3 8.7

Marital Status
Married/Cohabitating 43.9 43.6 44.0
Divorced/Separated/Widowed 26.9 24.6 27.4
Never Married 29.2 31.8 28.6

Church-Based Emotional Support, mean (SE) 5.83 (0.06) 5.66 (0.13) 5.87 (0.05)

Church-Based Negative Interaction, mean (SE) 1.5 (0.04) 1.23 (0.11) 1.56 (0.04)

** K6 = 6-item  Psychological Distress Scale

p=0.09

p=0.002

Table 1

Characteristics of respondents in the National Survey of American Life* by history of potentially 
traumatic experience (N=3974)

History of Potentially 
Traumatic Experience

Note:  Differences for categorical variables estimated from Wald χ2. Differences for continuous 
variable estimated from t-test statistic.
*Sample restricted to African-American and Caribbean-Born Black respondents attending 
religious services at least ‘a few times a year’

p=0.008

p=0.03

p=0.38

p=0.16

p< .0001

p< 0.0001

p=0.02
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3.3.2 Traumatic Events and Mental Distress 

Results from the current analysis support the first hypothesis – that individuals with a 

history of experiencing a potentially traumatic event would have a higher current distress score 

as compared to those without a history of experiencing a potentially traumatic event. On average, 

participants reporting a history of experiencing a potentially traumatic event had an almost 1.5 

point higher estimated current distress score (β=1.47, 95% CI: 1.09-1.85) than those who 

reported no history after adjustment for demographic confounders (Table 2).  Additionally, age, 

gender, educational attainment, and poverty level were all associated with current mental 

distress. On average, participants with higher current distress scores tended to younger, female, 

less-educated, and living in poverty when compared those with lower distress scores. 
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Characteristics
β 

coefficient 95% CI
β 

coefficient 95% CI

Potentially traumatic experience 1.41 1.01,1.80 1.47 1.09, 1.85

Age (years) -0.03 -0.05,-0.02 -0.04 -0.06, -0.03

Sex
Female REF REF
Male -0.51 -0.87, -0.15 -0.37 -0.72, -0.01

Educational attainment (years)
0-11 REF REF
12 -1.19 -1.76, -0.61 -1.21 -1.77, -0.65
13-15 -1.87 -2.45, -1.30 -1.90 -2.46. -1.35
Greater than or equal to 16 -2.48 -3.13, -1.83 -2.10 -2.69, -1.49

Poverty Index (income-to-needs ratio) -0.33 -0.42, - 0.24 -0.20 -0.30, -0.10

Children 
No REF REF
Yes 0.47 0.14, 0.77 -0.22 -0.60, 0.15

Region
South REF REF
Northeast 0.03 -0.57, 0.63 0.17 -0.32. 0.66
Midwest 0.31 -0.57, 1.19 0.49 -0.12, 1.09
West -0.25 -1.12, 0.62 0.21 -0.44, 0.85

Marital Status
Married/Cohabitating REF REF
Divorced/Separated/Widowed 0.36 -0.05, 0.77 0.14 -0.31, 0.60
Never Married 1.09 0.66, 1.53 0.13 -0.29, 0.55

Results of multiple linear regression analysis predicting psychological distress* from history 
of potentially traumatic experience and demographic factors in NSAL**

Table 2

Mental Distress
Unadjusted Adjusted

* K6 = 6-item  Psychological Distress Scale
**Sample restricted to African-American and Caribbean-Born Black respondents attending 
religious services at least "a few times a year "  
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3.3.3 Church-Based Social Support and Mental Distress 

There was no evidence to support the second hypothesis, which asserted that, on average, 

higher reported church-based emotional support scores would be associated with  

lower current mental distress scores (after controlling for confounders). There did not appear to 

be a positive or negative association between church-based emotional support score and current 

mental distress (Model 1, Table 3). In contrast, the current findings provided support for the third 

hypothesis, which predicted that a higher reported church-based negative interaction score would 

be associated with higher average current distress score (after controlling for confounders). A 

positive association was found between negative church-based support and current mental 

distress (β=0.30, 95% CI: 0.19-0.40), after adjustment for confounders (Model 2, Table 3). 
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Characteristics β 

coefficient 95% CI
β 

coefficient 95% CI
β 

coefficient 95% CI
β 

coefficient 95% CI

Emotional Support 0.01 -0.05, 0.08 0.00 -0.06, 0.06 -- -- -- --

Negative Interaction -- -- -- -- 0.29 0.18, 0.40 0.30 0.19, 0.40

Age (years) -0.04 -0.06, -0.03 -0.04 -0.06, -0.03

Sex
Female REF REF
Male -0.28 -0.66, 0.09 -0.35 -0.71, 0.01

Educational attainment (years)
0-11 REF REF
12 -1.3 -1.86, -0.75 -1.25 -1.78, -0.71
13-15 -1.92 -2.49, -1.36 -1.90 -2.44, -1.36
Greater than or equal to 16 -2.08 -2.72, -1.44 -2.11 -2.72, -1.51

Poverty Index (income-to-needs ratio) -0.20 -0.30, -0.09 -0.19 -0.29, -0.09

Children 
No REF REF
Yes -0.16 -0.53, 0.21 -0.15 -0.50, .20

Region
South REF REF
Northeast 0.30 -0.22, 0.82 0.24 -0.28, 0.76
Midwest 0.57 -0.10, 1.25 0.53 -0.10, 1.15
West 0.20 -0.53, 0.94 0.19 -0.49, 0.87

Marital Status
Married/Cohabitating REF REF
Divorced/Separated/Widowed 0.20 -0.24, 0.64 0.16 -0.27, 0.59
Never Married 0.12 -0.33, 0.56 0.13 -0.29, 0.54

Table 3
Partial results of multiple linear regression analysis predicting psychological distress* from church-based social support and demographic 
factors  in NSAL**

Mental Distress
Model 1 Model 2

Unadjusted Adjusted Unadjusted Adjusted

**Sample restricted to African-American and Carribean-Born Black respondents attending religious services at least "a few times a year"
* K6 = 6-item  Psychological Distress Scale

 

3.3.4 Trauma, Church-Based Social Support and Mental Distress 

The fourth hypothesis predicted heterogeneity in the effect of church-based emotional 

support and negative interaction on current mental distress when examining those with a history 

of experiencing a potentially traumatic event and those without a history of experiencing a 

potentially traumatic event. I explored this hypothesis in 3 ways: interaction terms between 

trauma and each social support measure, stratification by history of experiencing a potentially 

traumatic event, and the specified level effect modification approach. First, a statistical 
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interaction term between church-based emotional support and history of experiencing a 

potentially traumatic event was added to Model 1. Church-based emotional support did not 

appear to modify the effect of experiencing a potentially traumatic event (β=0.10, 95% CI: -0.04, 

0.24) after adjustment for age, sex, education, poverty index, children, region, and marital status.  

Second, I stratified Model 1 by history of experiencing a potentially traumatic event to assess the 

difference, if present, in the association between church-based emotional support and current 

mental distress after adjustment for confounders. There was no significant effect of church-based 

emotional support on current distress after restricting to those with a history of experiencing a 

potentially traumatic event (β=-0.11, 95% CI: - 0.24, 0.01) and those without (β=0.01, 95% CI: - 

0.06, 0.08). Last, I employed a specified levels approach to get trauma-specific estimates of 

church-based emotional support (see Table 4, Model 1A). No effect of church-based emotional 

support on current mental distress was detected among those with a history of experiencing a 

potentially traumatic event or those without a history of experiencing a potentially traumatic 

event.  

The same approach was used to explore heterogeneity in the effect of negative church-

based support on current mental distress when examining those with a history of experiencing a 

potentially traumatic event and those without. First, a statistical interaction term between 

negative church-based support and a history of experiencing a potentially traumatic event was 

added to Model 2. Negative church-based support did not appear to modify the effect of history 

of experiencing a potentially traumatic event on mental distress (β= −0.23, 95% CI: −0.47, 

0.005) after adjustment for age, sex, education, poverty index, children, region, and marital 

status.  
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Next, I stratified Model 2 by history of experiencing a potentially traumatic event to 

assess the difference, if present, in the association between negative interaction and current 

mental distress after adjustment for confounders. The results indicated that negative church-

based support was associated with higher current mental distress among those with a history of 

experiencing a potentially traumatic event (β=0.46 95% CI: 0.27, 0.67) and those without a 

history of experiencing a potentially traumatic event (β=0.24, 95% CI: 0.13, 0.36). Using the 

specified level approach I then explored the effect of negative church-based support for 

participants with a history of experiencing a potentially traumatic event and those without a 

history. This approach indicated that negative church-based support was associated with a 

greater degree of mental distress among respondents with and without a history of experiencing a 

potentially traumatic event (sees Table 4, Model 2A).   
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Characteristics β coefficient 95% CI β coefficient 95% CI

Potentially traumatic experience 0.89 -2.40, 4.19 1.73 1.33-2.13

Age (years) -0.041 -0.06, -0.03 -0.041 -0.06, -0.03

Sex
Female REF REF
Male -0.37 -0.73, -0.01 -0.38 -0.73, -0.03

Educational attainment (years)

0-11 REF REF
12 -1.21 -1.77, -0.65 -1.19 -1.73, -0.64
13-15 -1.91 -2.47, -1.35 -1.90 -2.44, -1.34
Greater than or equal to 16 -2.09 -2.70, -1.49 -2.13 -2.71, -1.53

Poverty Index (income-to-needs ratio) -0.20 -0.29, -0.10 -0.20 -0.30, -0.10

Children 
No REF REF

Yes -0.22 -0.60, 0.15 -0.28 -0.59, 0.13

Region
South REF REF
Northeast 0.17 -0.32, 0.67 0.16 -0.34, 0.66
Midwest 0.48 0.12, 1.09 0.46 -0.12, 1.05
West 0.21 -0.44, 0.85 0.20 -0.45, 0.84

Marital Status
Married/Cohabitating REF REF
Divorced/Separated/Widowed 0.14 -0.32, 0.59 0.12 -0.32, 0.58
Never Married 0.13 -0.30, 0.55 0.14 -0.26, 0.54

Effect of having emotional support for those 
with a history of trauma -0.17 -1.23, 0.89

Effect of having emotional support for those 
without a history of trauma -0.76 -3.65, 2.14

Effect of having negative interaction for those 
with a history of trauma 1.10 0.41, 1.79

Effect of having negative interaction for those 
without a history of trauma 0.50 0.16, 0.85

Table 4

Exploration of the effect modification between history of potentially traumatic experience and church-based 
social support on psychological distress* in the NSAL**

Mental Distress
Model 1A Model 2A

**Sample restricted to African-American and Caribbean-Born Black respondents attending religious 
services at least "a few times a year"

* K6 = 6-item  Psychological Distress Scale
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Figure 1 (shown below) provides a graphical presentation of the predicted current distress 

score for negative church-based support using the specified levels approach.  In the graph, 

potential effect modifier levels are shown as separate lines. The predicted distress scores are 

graphed versus history of experiencing a potentially traumatic event. The figure depicts the 

finding that respondents with a history of experiencing a potentially traumatic event had, on 

average, a higher current distress score than those with no history, after adjustment for 

demographic confounders. On average, participants who reported negative church-based support 

had a consistently higher current distress level. The figure shows a consistent difference in 

current distress level between those who had experienced negative church-based support and 

those who had not; moreover, this difference decreases among respondents with a history of 

experiencing a traumatic event when compared to those without a history.  

However, upon closer examination, a contrast test of the difference in slopes for negative 

interaction demonstrated a statistical trend but no significant difference between those with a 

history and those without a history of experiencing a potentially traumatic event (F (1, 54) = 

3.09, p= 0.08).  Overall, there was insufficient evidence to support the fourth hypothesis, that 

there would be a detectable modifying effect between a history of experiencing a potentially 

traumatic event and church-based social support. 
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Figure 1:
Trauma, Mental Distress and Negative Interaction
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3.4 Discussion 

Overall, this study confirms prior research (Delany-Brumsey, et al., 2011; Edwards, et 

al., 2009; Hughes, et al., 2007; Lincoln, Chatters, et al., 2003; Lincoln, et al., 2005; Petkus, et al., 

2009; Ross, 1989; Watlington & Murphy, 2006) on the positive association between potentially 

traumatic experiences and current mental distress. A history of experiencing a potentially 

traumatic event was positively associated with current mental distress among this sample of 

African-Americans and Caribbean-Born Blacks. Negative church-based social support was 

positively associated with current mental distress; although no association was found between 

church-based emotional support and current distress. Additionally, negative church-based 

support was also positively associated with mental distress among those with a history of 

experiencing a potentially traumatic event and those without a history of experiencing a 

potentially traumatic event. Also consistent with previous studies (Gall, 2006; Krause, 2006b; 
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Lincoln, et al., 2005; Mirowsky & Ross, 2003), demographic factors including gender, age, 

education and poverty were all significantly associated with current mental distress.  

The first hypothesis predicted that individuals with a history of experiencing a potentially 

traumatic event would have a higher average current distress score than individuals without a 

history of experiencing a potentially traumatic event. Consistent with prior studies, there was a 

detectable association between history of experiencing a potentially traumatic event and mental 

distress. Many studies, in various populations, have found similar positive associations between 

lifetime trauma exposure and psychological distress as well as its components - anxiety and 

depressive symptoms (Delany-Brumsey, et al., 2011; Edwards, et al., 2009; Hughes, et al., 2007; 

Lincoln, Chatters, et al., 2003; Lincoln, et al., 2005; Petkus, et al., 2009; Rook, 1990b; Silove et 

al., 2010; Watlington & Murphy, 2006). 

The current analysis also found evidence to support the third hypothesis predicting a link 

between higher negative church-based support and current mental distress. This finding is 

consistent with the small body of literature that has examined the effect of negative church-based 

support on mental health. A 2009 study (Ellison, Zhang, et al.) that examined negative 

interaction and psychological distress in a large sample of active members and elders of the U.S 

Presbyterian Church also found that negative support (measured as how much a respondents’ 

congregation made too many demands or were critical of the respondent) was associated with 

increased distress in cross-sectional and longitudinal analyses.  

Of the limited research on the effects of negative church-based support on mental health, 

few other studies besides the current analysis has looked at its effects on mental health in a 

population-based sample. Nooney and Woodrum (2002) used information from 337 respondents 

from the 1998 General Social Survey. The study found that perceived positive support (measured 
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as how much a respondent’s congregation would help them out in the event of an illness or 

comfort the respondent in the event of a personal problem) was negatively correlated with 

depressive symptoms, and negative support (measured as how much a respondents’ congregation 

made too many demands or were critical of the respondent) was positively correlated with 

depressive symptoms. However, the effects of positive and negative support on depressive 

symptoms were not examined separately. The authors combined positive support and negative 

interaction together to create one measure of church-based social support.  

 While a significant effect of church-based negative support was found, the same 

association was not observed for church-based emotional support. Previous analyses have come 

to different conclusions on whether church-based emotional support has a true beneficial effect 

on health. Some studies have found positive effects on mental health (Krause, et al., 1998) and 

health behaviors (Debnam, Holt, Clark, Roth, & Southward, 2012), while others have found no 

evidence of an association between church-based emotional support and health (Krause, 2002, 

2006b; Krause & Wulff, 2005) or even harmful effects (Krause, 2006a). It is possible that the 

effect of church-based emotional support on mental health may differ across church roles. For 

instance Krause (1998) examined the association between church-based emotional support and 

psychological well-being in a sample of clergy, lay leaders and rank-in-file members from the 

Presbyterian Church USA. The study found that the clergy and lay leaders received more church-

based emotional support than members and that the effect of church-based emotional support on 

psychological well-being was greater for clergy and lay leaders than for church members. 

Evidence for the fourth hypothesis predicting effect measure modification by church-based 

social support was not found in the current study. The findings from previous studies that have 

examined the modifying effect of church-based social support have been mixed. Two studies 
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from Krause (2006a, 2006b) found evidence of modification of the effect of financial strain on 

self-rated physical health and mortality by church-based emotional support in elderly White and 

African-American adults. In contrast, a 2009 study (Ellison & Flannelly) found no evidence that 

emotional support from a religious community buffered the effects of several stressors including 

health problems, interpersonal conflict, criminal victimization and racism on major depression in 

a sample of African-American adults. The authors suggested that one explanation for this finding 

may be that emotional support and other measures of religiousness only interact with specific 

stressors such as discrimination. Additionally, it is possible that the moderating effect of church-

based emotional support maybe more evident in older populations. Krause postulated that social 

ties within a church community may take on special meaning in later life as relationships with 

family and friends begin to decline, as people grow older, are widowed or children reach 

adulthood and move away (Krause, 2005).   

The current findings should be evaluated in light of several considerations. First, it is possible 

that the use of a binary trauma measure obscured the relationship between specific potentially 

traumatic experiences and church-based support measures (Ellison & Flannelly, 2009). 

Participants who had more severe traumatic experiences or a higher cumulative number of events 

may have reported different levels of emotional social support and negative interaction than 

those with less severe or fewer traumatic experiences (Delany-Brumsey, et al., 2011; Lincoln, et 

al., 2005). Second, it is possible that an overall history of experiencing a potentially traumatic 

event or specific events themselves influenced the level and type of church-based social support 

received by respondents. Previous analyses have evidenced mediating effects of secular support 

(social support received from relationships outside of church) measures when assessing the effect 

of lifetime trauma on psychological distress (Lincoln, et al., 2005).  Third, it is possible that 
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differences in congregation characteristics influenced how support was perceived and received 

(Ellison, Krause, Shepherd, & Chaves, 2009). Factors such as the size of the congregation as 

well as formal and informal opportunities for social interaction between congregants before and 

after religious services have been found to be associated with lower levels of anticipated support 

(or the belief that help would be provided if needed) (Idler, et al., 1998). It is possible that lower 

levels of anticipated support influence how an individual perceives the support actually given by 

other congregants. A recent study (Debnam, et al., 2012) that examined anticipated support and 

perceived emotional support from a faith community found moderate correlations (r=.64) in 

African-American samples. Fourth, this study did not assess whether the potentially traumatic 

event reported resulted in an actual traumatic experience. In the current analysis, those who 

reported a history of experiencing a potentially traumatic event includes individuals who did not 

have increased mental distress score due to exposure to a potentially traumatic experience, 

attenuating the effect of history of experiencing a potentially traumatic event on current mental 

distress. Finally, since data were collected at one point in time, it is possible that the association 

between church-based social support and current mental distress is bi-directional. Current 

distress levels may predict perceived church-based emotional support and negative church-based 

support in this sample.  

There are some limitations to this study that warrant discussion. First, responses to the 

potentially traumatic event questions were dependent on the willingness of the respondent to 

report sensitive experiences and the respondent’s ability to recall the event. Therefore, 

underreporting was possible (Hussey, Chang, & Kotch, 2006). To reduce response bias the 

NSAL conducted specialized training with its interviewers on how to handle sensitive topics 
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(Pennell, et al., 2004). Second, the measures of social support were subjective and dependent on 

the respondent’s perception of the level of support received (Nooney & Woodrum, 2002). 

Given the limitations, there are a number of strengths to this study. The study was 

conducted in a large population-based sample of African-Americans and Caribbean-born Blacks. 

Additionally, a history of potentially traumatic experience was assessed using a very 

comprehensive list of negative life events. Previous research has shown that assessing histories 

of a potentially traumatic experience with a list of events may be more reliable that open-ended 

questions about traumatic events (Franklin, Sheeran, & Zimmerman, 2002). Validation studies of 

the K-6 show that it has good precision (Kessler et al., 2002) and its scale properties appear 

stable in minority populations (Kessler, et al., 2002; Kessler, et al., 2003).  Last, church-based 

social support and current psychological distress were measured using standardized scales, 

allowing for comparability with other research using the same measurement items.   

3.5 Conclusion 

Overall, the current analysis contributes to the growing body of literature highlighting the 

deleterious effects of negative church-based support on mental health in a large population-based 

sample. As researchers contemplate ways of implementing interventions in faith settings, they 

should be cognizant of the important influence social support from a faith community, 

specifically negative interaction, can have on the health and well-being of individuals. Additional 

longitudinal studies are needed to determine how changes in negative forms of church-based 

social support affect health-related outcomes over time. Researchers have not examined the long 

term effects of negative interaction as well as the possible bi-directional relationship between 

church-based social support and health and well-being (Ellison, Zhang, et al., 2009). From the 

perspective of creating a healthy congregational experience for attendees and members, religious 
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clergy and lay leaders should seek to address this issue within their own faith communities by 

educating congregants on the effect of even modest levels of negative support. Moreover, leaders 

should attempt to identify areas in congregational life where an attendee or member might feel 

taken advantage of or that unnecessary demands are being made of them.  
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3.6 Appendix 

 

Total Population
Weighted (%) No (%) Yes (%)

Emotional Support
Feel loved

Very Often 58.21 57.23 58.43
Fairly Often 30.51 30.06 30.61
Not Too Often 7.95 9.77 7.55
Never 3.32 2.93 3.41

Listen to Problems
Very Often 23.4 22.81 23.53
Fairly Often 17.18 14.84 17.69
Not Too Often 22.66 24.36 22.29
Never 36.76 37.99 36.49

Interest in well-being
Very Often 47.04 43.79 47.76
Fairly Often 28.91 27.28 29.27
Not Too Often 14.11 17.72 13.31
Never 9.94 11.22 9.66

Negative Interaction
Too many Demands

Very Often 7.14 6.07 7.37
Fairly Often 10.2 5.62 11.21
Not Too Often 32.33 32.89 32.2
Never 50.33 55.41 49.21

Criticize you
Very Often 4 2.28 4.38
Fairly Often 4.5 3.06 4.82
Not Too Often 25.48 23.49 25.92
Never 66.03 71.17 64.89

Take Advantage
Very Often 2.64 1.45 2.91
Fairly Often 3.06 2.89 3.09
Not Too Often 15.29 13.98 15.57
Never 79.02 81.68 78.43

**Differences estimated from Wald χ2

Table 1A

*Note: Sample restricted to respondents attending religious services at 
least ‘a few times a year’

Church-based emotional support and negative interaction items by history 
of potentially traumatic event (unweighted N=3974)*

p=0.001

p=0.02

p=0.19

p=0.57

p=0.04

History of potentially 
traumatic event **

p=0.59
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Chapter 4: Race/ethnicity and gender differences in the link between a history of childhood 
maltreatment and recent alcohol dependence in the 1995-1996 MIDUS (Study 3) 

 

4.1 Background 

According to the National Child Abuse and Neglect Data System (NCANDS), 11.9 per 

1000 children were victims of some form of child abuse in 2004 (U.S. Department of Health and 

Human Services, 2006). There are four major types of childhood maltreatment: sexual abuse, 

physical abuse, emotional abuse and neglect (Gilbert et al., 2009). One study that used 

information available in the National Longitudinal Study of Adolescent Health (Add Health) 

found a 28% self-reported prevalence of child physical assault, defined as being “slapped, kicked 

or hit before the 6th grade” (Hussey, Chang, & Kotch, 2006). A 2006 report from the U.S. 

Department of Health and Human Services reported that in the majority of documented cases 

(84%) the perpetrator was a parent (U.S. Department of Health and Human Services, 2006). 

Abuse in childhood is associated with several short and long term health consequences 

for its victims. Depending on the type of abuse in childhood, the consequences for survivors can 

be diverse. Researchers have identified immediate effects such as lower intellectual achievement, 

negative social behavior including aggression, as well as psychological problems including 

depression and hopelessness (Briere & Jordan, 2009; Malinosky-Rummell & Hansen, 1993). 

Additionally, adolescents and adults with childhood histories of maltreatment have reported 

increased alcohol and drug use, and violent behavior (Hussey, et al., 2006; Jasinski, Williams, & 

Siegel, 2000; Scerbo & Kolko, 1995). Physical abuse in childhood has been linked to several 

negative health outcomes in adulthood such as post-traumatic stress disorder, depression, general 

anxiety disorder (Briere & Jordan, 2009; Libby et al., 2005), obesity, eating disorders and 



 

 94

substance abuse disorders (Briere & Jordan, 2009; Kunitz, Levy, McCloskey, & Gabriel, 1998). 

One area that warrants further study is the effect of abuse in childhood on alcohol use and misuse 

in adolescence and adulthood (Gilbert, et al., 2009). 

Retrospective and cross-sectional studies have shown a link between abuse in childhood 

and aberrant alcohol use in later life. In this regard, authors have presented numerous hypotheses 

to explain the observed connection (See Widom et al., 2001 for a review of this literature). For 

example, victims of abuse and neglect in childhood often use alcohol as a coping mechanism, a 

way to reduce the feeling of isolation or loneliness, a method of self-medication, or a way to 

increase self-esteem. Alcohol misuse may also be associated with self-destructive behavior. 

Prospective studies that examined the association between abuse in childhood and alcohol 

misuse in adulthood, have often been conducted within special populations including children in 

the foster care system, juvenile hall settings, and health clinics (Dube, Anda, Felitti, Edwards, & 

Croft, 2002; Kendall-Tackett, 2002; Wilsnack, Vogeltanz, Klassen, & Harris, 1997).  

Sexual and physical abuse in childhood are the most commonly examined types of 

maltreatment with comparatively fewer studies exploring the effects of verbal or psychological 

abuse in childhood (Allen, 2011; Dube, et al., 2002; Greenfield & Marks, 2009, 2010; Widom & 

Hiller-Sturmhöfel, 2001). Although both men and women have shown evidence of a link 

between abuse in childhood and alcohol dependence (AD), it appears that women may be more 

strongly affected (Gilbert, et al., 2009; Widom & Hiller-Sturmhöfel, 2001).  

Using information from the 1995-1996 National Survey of Midlife Development in the 

United States (MIDUS), the current study investigates the association between a history of abuse 

in childhood and recent AD in adulthood. The current project focuses on the following questions: 

(1) Are there racial-ethnic and gender differences in the retrospective self-report of emotional 
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and physical abuse in childhood? (2) Are there racial-ethnic and gender differences in the 

prevalence of recent AD in adulthood? (3) Is the association between retrospective reports of 

abuse in childhood and recent AD in adulthood modified by race/ethnicity and/or gender?  

4.1.1 Race/Ethnicity, Gender and Abuse in Childhood 

An important risk factor for abuse in childhood is race/ethnicity. Researchers using 

information from the Add Health study noted some important racial-ethnic differences in 

reported child abuse experiences. Hussey et al. (2006) compared the abuse experiences of non-

Hispanic Whites to all other racial-ethnic groups. The authors found significantly higher odds of 

abuse in childhood among minority respondents as compared to non-Hispanic White 

respondents. Specifically minority respondents had higher odds of reporting physical assault, 

contact sexual abuse, and physical neglect in childhood after adjustment for several demographic 

factors including age, gender, parental education, family income, immigrant status and region. 

Additionally, the 2006 report from the U.S. Department of Health and Human Services found 

that African-American children had the highest rate of maltreatment (19.9/1000 children of the 

same race/ethnicity) when compared to Pacific Islander, American Indian/Alaskan Native, White 

and Hispanic children. The same report also found that girls (51.7%) were only slightly more 

likely than boys (48.3%) to be victims of abuse in childhood. Therefore, I predict no substantial 

differences in childhood histories of abuse by gender in the current study.  Based on the 

presented evidence, the following hypothesis is suggested:  

Hypothesis 1:  On average, minority respondents will report a higher prevalence of positive 
histories of physical abuse in childhood than White respondents after adjusting for 
confounders. 
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4.1.2 Race/Ethnicity, Gender and Alcohol Dependence 

Clinically important racial-ethnic differences exist when comparing alcohol use and AD; 

although race-specific prevalence estimates differ depending on the survey. For instance, Grant 

et al. (2004) using information available from the 2001-2002 National Epidemiologic Survey on 

Alcohol and Related Conditions (NESARC) found that Hispanics had a slightly higher 

prevalence of AD as compared to Whites (3.95% vs. 3.83%) or Blacks (3.57%) ; a similar 

pattern for Hispanics was seen in a study that used information from the 2005 National Alcohol 

Survey. Here Hispanics also had the highest AD prevalence (4.4%) followed by African-

Americans (3%) and Whites (2.1%) (Mulia, Ye, Greenfield, & Zemore, 2009). Pair-wise tests 

revealed that while African-Americans were similar to Whites, Hispanics were significantly 

more likely to have a higher AD prevalence as compared to Whites. In contrast, authors who 

used information from the 1992 National Longitudinal Alcohol Epidemiologic Survey (NLAES) 

reported a slightly different racial pattern. Specifically, Grant (1997) found that Whites were 

more likely than Blacks to be diagnosed as alcohol dependent but no more likely than Hispanics 

were. Based on the presented evidence, the following hypothesis is suggested:  

Hypothesis 2:  There will be detectable racial-ethnic differences in the prevalence of recent 
AD in adulthood and symptoms of recent AD in adulthood, in the 12 months prior to 
interview, after adjusting for confounders. 

 
Research (Grant, 1997; Hawkins et al., 1997) has also shown that alcohol patterns differ by 

gender. Among alcohol users, men are more likely than women to report lifetime alcohol 

dependence. This difference is maintained when stratified by age (Grant, 1997). In the case of 

the NESARC sample, the difference was partly due to an overall lower reported alcohol use 

among women as compared to men. Researchers using information from the 1992 NLAES, 

2001-2002 NESARC, and the 2005 National Comorbidity Survey Replication (NCS-R) (Grant, 
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1997; Grant, et al., 2004) have found that women are less likely than men to be diagnosed with 

an alcohol use disorder such as alcohol abuse and dependence. One reason postulated for this 

difference is that women often delay seeking care for alcohol problems longer then men, until the 

symptoms become more severe (Weisner & Schmidt, 1992). This delay in help-seeking 

translates into a lower diagnosis rate of alcohol use disorder for women. Based on the presented 

evidence, the following hypothesis is suggested:  

Hypothesis 3:  On average, men will report a higher prevalence of recent AD in adulthood 
and recent AD symptomology in adulthood, in the 12 months prior to interview, than women 
after adjusting for confounders.  

 

4.1.3 Abuse in Childhood and Alcohol Dependence in Adulthood 

The findings from research connecting abuse in childhood and later AD are mixed. For 

instance, a 2000 study (Kilpatrick et al.), which used information from the National Survey of 

Adolescents, explored the connection between sexual and physical assault in childhood and 

adolescent diagnosis with alcohol abuse/dependence in the year prior to interview. The authors 

found, after controlling for demographic confounders and familial alcohol problems, an OR=1.71 

(p < .01) for the association between physical assault and alcohol abuse/dependence and an OR= 

2.40 (p < 0.01) for the association between sexual assault and alcohol abuse/dependence. 

However, this study did not examine whether the association between abuse in childhood and 

adolescent AD differed by race/ethnicity.  

A second study explored the connection between experiences of abuse in childhood and 

AD in adulthood. A 2001 retrospective study by Horwitz et al. investigated the connection 

between abuse (physical and sexual) and neglect in childhood and lifetime alcohol abuse and 

dependence among 641 adults who had court documented cases of childhood maltreatment. 

After adjusting for current age, race and childhood welfare status, the authors reported that abuse 
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in childhood was associated with alcohol abuse and dependence among adult women but not 

men. However, the association was no longer observed when the authors controlled for other 

stressful life events including unemployment, homelessness and money problems.  

A third study (Fergusson, Boden, & Horwood, 2008) examined the longitudinal effect of 

both physical and sexual abuse in childhood (before age 16) on several mental health disorders in 

early adulthood including substance dependence. The substances examined included alcohol, 

cannabis and other illicit drugs. The authors found that both physical and sexual abuse in 

childhood were associated with increased rates of a number of mental health disorders including 

substance dependence. However, after controlling for several measures of family socio-economic 

background and family functioning, parental behavior, IQ and gender, the association remained 

between sexual abuse in childhood and substance dependence, but not physical abuse in 

childhood and substance dependence.  

A fourth study, Roustit et al. (2009) examined witnessing intimate partner violence in 

childhood (a form of emotional abuse) (U.S. Department of Health and Human Services, 2006) 

and alcohol dependence among a longitudinal cohort in Paris, France. After controlling for 

demographics, parental AD, measures of household dysfunctions such as domestic violence and 

parental incarceration, and childhood histories of physical and sexual, the authors reported that 

witnessing intimate partner violence in childhood was positively associated with AD (OR=1.75; 

95% CI: 1.19 to 2.57).  

While the Horwitz et al. (2001) and Kilpatrick et al. (2000) studies point to a link 

between abuse in childhood and alcohol dependence in adolescence and adulthood, each was 

conducted in restricted populations and did not examine racial-ethnic differences. Additionally, 

the Horwitz et al. study used only court documented cases of abuse in childhood, which typically 
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represent the most severe cases of childhood maltreatment (Hardt & Rutter, 2004), limiting the 

generalizability of their findings to the general population.  

 A strength of Fergusson et al. (2008) and Roustit et al. (2009) studies is that the authors used 

information from population-based samples. However, while Fergusson et al. (2008) did 

examine the association between abuse in childhood and substance dependence, the study did not 

examine alcohol use separately from other substances. Additionally, Roustit et al. (2009) did not 

explore racial-ethnic differences. Based on the previous research linking abuse in childhood to 

alcohol and substance abuse disorders in adulthood, the following hypothesis is suggested:  

Hypothesis 4: On average, participants who report a history of any type of abuse in 
childhood will evidence higher odds of recent AD in adulthood and recent AD 
symptomology in adulthood, in the 12 months prior to interview, when compared to those 
who do not report a history of any type abuse in childhood after adjusting for 
confounders. 

 
As mentioned previously, research (Hussey, et al., 2006) has indicated differences in the 

odds of specific types of abuse in childhood by race/ethnicity. Additionally, racial-ethnic 

differences have been reported for rates of alcohol dependence (Hawkins, et al., 1997). However, 

there is a paucity of research examining racial-ethnic differences in the association between 

abuse in childhood and AD in adulthood. Based on the presented evidence the following 

hypothesis will be investigated:  

Hypothesis 5:   The observed association between a history of any type of abuse in 
childhood and recent AD in adulthood will be larger for minority respondents than White 
respondents. 

 
Several studies have observed that gender is an important moderator for the outcomes of 

abuse in childhood (Bolger & Patterson, 2001; Esposito & Clum, 2002; Horwitz, et al., 2001; 

Kim, 2008). Horwitz et al. (2001) and Widom, Ireland and Glynn (1995) examined the 

association between abuse in childhood and alcohol abuse/dependence in adulthood. Both studies 
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found evidence of an association between abuse in childhood and alcohol misuse in adulthood 

but when stratified by gender the link only remained among women. Based on the presented 

evidence the following hypothesis is suggested:  

Hypothesis 6:  The observed association between a history of any type of abuse in 
childhood and recent AD in adulthood will be larger for female respondents than male 
respondents. 

 
The current study explores how retrospectively reported emotional and physical abuse in 

childhood are related to recent AD and AD symptomology in adulthood in a large population-

based sample. The current study investigates how certain types of abuse in childhood are related 

to AD. This study expands the current understanding of abuse in childhood and adult alcohol 

dependence by focusing on how these factors relate between men and women and among 

different racial-ethnic groups in a population-based sample. 

4.2 Methods 

4.2.1 Data 

The current analysis used data from the 1995-1996 National Survey of Midlife 

Development in the United States (MIDUS). The original purpose of the survey was to 

investigate how behavioral, social and psychological factors are associated with age-related 

changes in health. The survey consisted of an administered telephone interview and mail-in (self-

administered) questionnaire (SAQ). The SAQ was completed by respondents who had previously 

participated in the telephone survey. Subjects were selected from the English speaking, non-

institutionalized population between the ages of 25-74 years. Men and older persons were over-

sampled. An estimated 70% of contacted individuals participated in the telephone interview. 

Approximately 86.8% of the telephone interview participants successfully completed the SAQ, 

resulting in an overall cooperation rate of 60.8%. The current study was restricted to the national 
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probability sample (random digit dialing) of the 1995-1996 wave of data collection, which has a 

sample size of 3,485.  

The questions pertaining to the main exposure variables, a history of physical and 

emotional abuse in childhood were asked only in the SAQ; therefore the sample was restricted to 

respondents completing both the telephone interview and the SAQ (N=3034). Due to the 

objectives of this study, only individuals with complete information on race/ethnicity and gender 

were included in the analysis (N=2946).  Additionally, individuals who reported no mother 

(maternal figure) and father (paternal figure) relationship or who were missing data for both 

parental figures were excluded from the analysis, leaving a sample size of 2610 (weighted 

N=2604).  

4.2.2 Main Explanatory Variable--Childhood maltreatment 

The exposure of interest in the current study was retrospectively reported physical and 

emotional abuse in childhood perpetrated by  members of the participant’s family, specifically 

abuse in childhood received from the respondent’s mother (or maternal figure) and/or father (or 

paternal figure). A history of emotional abuse, as well as minor and severe forms of physical 

abuse were assessed using a modified version of the Conflict Tactics Scale (CTS) (Straus, 

Hamby, BoneyMcCoy, & Sugarman, 1996) designed to measure experiences of abuse in 

childhood. The CTS has been validated and shown to have good reliability in varying population 

samples (Straus & Hamby, 1997). 

 The questionnaire measured each type of maltreatment by providing a list of possible 

behaviors the respondent may have experienced in childhood. The instructions given for the 

questions were “below, are three lists of things that happened to some children. After each list, 

please indicate how often your parents, siblings or anyone else did things like this to you.” The 
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list pertaining to emotional or psychological abuse included the following: (1) ‘Insulted you or 

swore at you’, (2) ‘Sulked or refused to talk to you’, (3) ‘Stomped out of the room’, (4) Did or 

said something to spite you’, (5) ‘Threatened to hurt you’, (6) ‘Smashed or kicked something in 

anger’. The list pertaining to minor physical abuse included the following: (1) ‘Pushed, grabbed 

or shoved you’, (2) ‘Slapped you’, (3) ‘Threw something at you’. The list pertaining to severe 

physical abuse included the following: (1) ‘Kicked, bit, or hit you with fist’, (2) ‘Hit or tried to 

hit you with something’, (3) ‘Beat you up’, (4) ‘Choked you’, (5) ‘Burned or scalded you’. Each 

category was asked in reference to maternal and paternal abuse. For maternal abuse the question 

stated ‘during childhood, how often did your mother or the woman who raised you do any of the 

things on the list to you’. For paternal abuse the questions stated ‘during childhood, how often 

did your father or the man who raised you do any of the things on the list to you’. The frequency 

of each type of abuse was assessed using four levels (often, sometimes, rarely, never). 

 Categorization of the different levels of abuse in childhood was based on recommended 

analysis strategies from previous research (Corliss, Cochran, & Mays, 2002; Mancini, 

Vanameringen, & Macmillan, 1995; Straus, et al., 1996). Respondents who answered ‘often’ or 

‘sometimes’ to one or more of the emotional abuse items were categorized as having a history of 

emotional abuse (Corliss, et al., 2002).  A history of  any form of physical abuse in childhood 

was defined as answering ‘often’ or ‘sometimes’ to one or more of the minor physical abuse 

items, or replying ‘often’, ‘sometimes’, or ‘rarely’ to one or more of the items on the severe 

physical abuse list. The category of severe physical abuse was defined as reporting ‘often’ or 

‘sometimes’ to one or more of the severe abuse items (Corliss, et al., 2002; MacMillan et al., 

1997; Mancini, et al., 1995). A history of any abuse in childhood was defined as answering 
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‘rarely’, ‘sometimes’ or ‘often’ to any of the emotional, physical or severe physical abuse items. 

The missing data for each of the CTS questions was less than 1%. 

4.2.3 Main outcome variable -- Alcohol Dependence 

The outcomes of interest in this study were recent AD and AD symptomology in 

adulthood. The MIDUS used the CIDI-SF (Composite International Diagnostic Interview- Short 

Form), a shortened version of the WHO-CIDI constructed for use by lay interviewers (Kessler, 

Andrews, Mroczek, Ustun, & Wittchen, 2006), to measure AD. The CIDI-SF in the MIDUS was 

composed of 7 items; 5 items were measured as binary ‘Yes/No’ and 2 items were measured 

using 6 levels ranging from ‘never’ to ‘more than 20 times.’ The 5 binary questions asked the 

respondent whether he or she experienced any of the following problems while drinking or 

because of drinking alcohol in the 12 months prior to interview. The AD questions included: (1) 

‘Were you ever, during the past 12 months, under the effects of alcohol or feeling its after-effects 

in a situation which increased your chances of getting hurt - such as when driving a car or boat, 

or using knives or guns or machinery?’ (2) ‘Did you ever, during the past 12 months, have any 

emotional or psychological problems from using alcohol -- such as feeling depressed, being 

suspicious of people, or having strange ideas?’ (3) ‘Did you ever, during the past 12 months, 

have such a strong desire or urge to use alcohol that you could not resist it or could not think of 

anything else?’ (4) ‘Did you have a period of a month or more during the past 12 months when 

you spent a great deal of time using alcohol or getting over its effects?’ (5) ‘Did you ever, during 

the past 12 months, find that you had to use more alcohol than usual to get the same effect or that 

the same amount had less effect on you than before?’ The last 2 questions were also asked within 

the time frame of the last 12 months. These questions included: (6) ‘How many times did you 

use much larger amounts of alcohol than you intended to when you began, or used them for a 
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longer period of time than you intended to- never, once or twice, 3-5 times, 6-10 times, 11-20 

times, or more than 20 times?’ (7) ‘How many times have you been under the effects of alcohol 

or suffering their after-effects while at work or school, or while taking care of children - never, 

once or twice, 3-5times, 6-10 times, 11-20 times, or more than 20 times?’ Two-level indicator 

variables were created for these two items denoting never versus ever. The CIDI-SF questions in 

the MIDUS were mapped to the symptoms for AD given in the DSM-IV (Diagnostic and 

statistical manual of mental disorders : DSM-IV-TR, 2000). The missing data for each CIDI-SF 

item was between 1% and 2%. 

The CIDI-SF questions match well with two discrepancies. First, one of the seven 

symptoms of AD is physiological withdrawal, which can be defined by either reporting 

characteristic withdrawal symptoms for alcohol use or if alcohol is taken to relieve or avoid 

withdrawal symptoms. The MIDUS did not include a question on withdrawal. Second, the 

MIDUS alcohol questions only asked about emotional or psychological problems from drinking 

and did not include physical problems. The DSM-IV criteria for AD diagnosis states that an 

individual must indicate three or more of the seven criteria during the same 12-month period to 

be diagnosed as AD; no one symptom is sufficient for diagnosis. A respondent was classified as 

being probably dependent on alcohol if he or she had an AD score of 3 or more (Wittchen, 

1994), consistent with the modified DSM-IV (Diagnostic and statistical manual of mental 

disorders : DSM-IV-TR, 2000). A respondent was classified as having AD symptoms if they had 

an AD score of 2 or more. 

4.2.4 Confounding Variables and Other Covariates 
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Several demographics factors were included in the analysis. These factors included 

race/ethnicity (coded as White, Black or Other), gender (male or female), parental education 

(coded as high school or less versus more than high school for the parent with the highest 

reported education level), respondents’ education (coded as high school or less versus more than 

high school), current age (in years), childhood public assistance (yes or no to family receiving 

welfare or Aid to Dependent Children as a child), marital status (married, separated/divorced, 

never married, or widowed), currently employed (coded as yes or no), and personal income in 

the 12 months prior to interview (coded as none, $1 to less than $20,000 or $20,000 or more). 

4.2.5 Analytical Strategy 

Analysis for the current project was conducted in SAS 9.2 for Windows (SAS Institute 

Inc. 2002-2008).  Survey sampling weights were used to account for differences in the 

probability of selection and non-response. Univariate analysis was performed on all variables to 

describe the sample characteristics and determine the distribution of each variable. The Wald 

Chi-Square and t-test statistic were used to identify categorical and continuous variables 

associated with recent AD and AD symptomology in adulthood.   

Weighted logistic regression was used to assess the connection between the four exposure 

types (emotional abuse, any form of physical abuse, severe physical abuse and any type of abuse 

in childhood) and the two outcomes (recent AD and AD symptomology in adulthood). The 

demographic characteristics were included in the regression analysis as potential confounders of 

these associations.  Models were estimated separately for each gender and race/ethnicity group 

examined. Odds ratios (OR) and 95% Confidence intervals (CI) are reported. Additionally, 

statistical significance was evaluated at the 0.05 level.  
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The current study was approved by the UCLA Office for the Protection of Research 

Subjects. 

4.3 Results 

4.3.1 Sample Characteristics 

Table 1 presents characteristics of respondents in the 1995-1996 MIDUS. Overall, 47% 

of respondents reported a history of some form of physical or emotional abuse in childhood with 

over 1/4 reporting at least two symptoms of recent AD in adulthood in the twelve months prior to 

interview. Approximately 14% of the sample reported a minority race/ethnicity. On average, 

Black participants and respondents who reported being of a race other than Black or White 

(including Asian- and Native-American) were younger and reported higher use of public 

assistance in childhood when compared to White participants. Moreover, there was a higher 

proportion of separated, divorced or never married individuals among minority respondents as 

compared to Whites. White respondents reported the highest prevalence of having a paternal 

figure with an education beyond high school; respondents who reported a race other than Black 

or White reported the highest prevalence of having a maternal figure with an education beyond 

high school. Additionally, when compared to female respondents, males were more educated and 

reported a higher personal income. Male participants were also more likely to report being 

married and currently employed.  

Table 2 shows the unadjusted associations between race/ethnicity and a history of abuse 

in childhood, as well as gender and a history of abuse in childhood. Overall, while no Black-

White differences were observed for history of any type of abuse, respondents reporting a race 

other than Black or White had significantly higher unadjusted odds of having a history of any 

type of abuse when compared to Whites but the association diminished after adjustment for 
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demographic confounders. The first hypothesis asserted that minority respondents would have a 

higher prevalence of childhood histories of physical abuse after adjusting for demographic 

confounders. A test of the first hypothesis produced mixed results. No Black-White differences 

were found when examining a history of all types of abuse in childhood. However, participants 

who reported a race other than Black or White had higher unadjusted and adjusted odds of a 

history of any physical abuse and severe physical abuse when compared to White respondents. 

Male participants and respondents who reported using public assistance in childhood had a 

higher probability of reporting a history of physical and severe physical abuse (Table 2).  
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Total 
Characteristics Population White Black Other Male Female

% (weighted N) 2604 85.9(2237) 9.4 (244) 4.7 (123) 44.4 (1156) 55.6 (1448)

Age (mean + SD) 46.6 + 13.0 47.1 + 13.1 43.7 + 11.7 41.2 + 12.1 46.3 +  13.0 46.9 + 13.1

Maternal Education
High School or Less 73.9 73.4 81.1 71.2 73.5 74.2
More than High School 26.1 26.6 18.9 28.8 26.5 25.8

Paternal Education
High School or Less 77.3 76.0 85.1 87.2 77.5 77.2
More than High School 22.7 24.0 14.9 12.8 22.5 22.8

Respondents Education
High School or Less 50 50.5 51.2 38.5 46.6 52.7
More than High School 50 49.5 48.8 61.5 53.4 47.3

Childhood Public Assistance 
Yes 6.3 5.8 10.9 7.1 6.0 6.6
No 93.7 94.2 89.1 92.9 94.0 93.4

Marital Status
Married 69.6 72.1 51.8 59.1 74.6 65.7
Separate/Divorced 15 13.9 24.2 17.0 12.2 17.3
Never Married 11.1 9.6 20.3 19.3 11.8 10.5
Widowed 4.3 4.3 3.7 4.6 1.5 6.5

Currently Employed
Yes 73 72.7 72.4 78.8 81.4 66.2
No 27 27.3 27.6 21.2 18.6 33.8

Income in past 12 months     
None 17.8 18.1 16.9 14.3 10.5 23.7
US$ 1 - <20,000 34.4 33.7 38.5 37.6 21.7 44.6
US $20,000 or more 47.8 48.2 44.6 48.1 67.9 31.7

Any Abuse
Yes 47.4 46.3 52.7 58.3 49.8 54.8
No 52.3 53.7 47.3 41.7 50.2 45.2

Emotional Abuse
Yes 38.9 38.0 43.7 46.9 38.5 39.2
No 61.1 62.0 56.3 53.1 61.5 60.8

Physical Abuse
Yes 35.4 34.2 40.6 48.5 39.3 32.4
No 64.6 65.8 59.4 51.5 60.7 67.6

Severe Physical Abuse
Yes 12.4 11.7 14.1 21.3 13.5 11.4
No 87.6 88.3 85.9 78.7 86.5 88.6

Alcohol Dependence
Yes 6.6 6.7 4.2 8.8 9.4 4.3
No 93.4 93.3 95.8 91.2 90.6 95.7

Alcohol Dependence 
Symptomology

Yes 26.8 27.2 22.6 27.7 35.7 19.6
No 73.2 72.8 77.4 72.3 64.3 80.4

p=0.48

p=0.006

p=0.02 p=0.03

p<0.0001

p<0.0001

p=0.005

p<0.0001

p<0.0001

p<0.0001

p= 0.64

*Restricted to the respondents who completed the telephone survey and self-administered questionnaire

p=0.75

p=0.001

p= 0.1

p=0.15p=0.03

Actual sample size is 2320 White, 147 Black, 141 Other, 1293 Men and 1315 Women.  Weighted estimates 

shown. Differences for categorical variables estimated from Wald Chi-Square. Differences for continuous variable 

estimated from unadjusted weighted linear regression model.

p=0.32

p=0.04

p<0.0001

p= 0.31

p=0.68

p= 0.21

p= 0.001

Table 1: Characteristics of respondents in the 1994-1995 MIDUS by gender and race/ethnicity*

p<0.0001 p= 0.67

p=0 .15 p=0.70

Race/Ethnicity Gender

p= 0.84
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4.3.2 Race, Gender and Abuse in Childhood 

Several demographic factors were found to be associated with a history of abuse in 

childhood. Parental education level and childhood public assistance were both associated with a 

history of abuse in childhood. Specifically, participants who reported their parent’s highest 

education level as high school or less had a higher probability of reporting a history of any abuse 

and emotional abuse when compared to respondents whose parents had more than a high school 

education. Moreover, individuals whose families were on public assistance in childhood had 

between two and three times higher odds of retrospectively reporting all types of abuse as 

compared to participants whose families were not on public assistance (Table 2). Individuals 

who reported being employed had lower odds of reporting a history of emotional abuse when 

compared to those not employed. Being separated or divorced were both associated with higher 

odds of reporting childhood histories of any abuse and emotional abuse when compared to 

respondents who were married. 
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4.3.3 Race, Gender and Alcohol Dependence 

No evidence was found to support the second hypothesis − that there would be detectable 

race differences in the prevalence of recent AD and AD symptomology in adulthood after 

adjusting for confounders (Table 3).  No significant differences were detected between minority 

respondents and White respondents in of the probability of recent AD or AD symptomology in 

adulthood. However, there was strong evidence to support the third hypothesis − that men would 

report higher odds of recent AD and AD symptomology in adulthood as compared to women 

after adjustment. When compared to women in this sample, men had over twice the unadjusted 

and adjusted odds of recent AD (Adjusted OR: 2.16) and AD symptomology (Adjusted OR= 

2.26) in adulthood (Table 3). Additionally, respondents who reported being never married, 

separated or divorced had nearly twice the adjusted odds of recent AD and AD symptomology in 

adulthood when compared to those who were married. 
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Unadjusted OR 
(95% CI)

Adjusted  OR    
(95% CI)*

Unadjusted OR 
(95% CI)

Adjusted  OR 
(95% CI)*

Race/Ethnicity
White 1.00 1.00 1.00 1.00
Black 0.61 (0.24, 1.58) 0.52 (0.19, 1.45) 0.78 (0.51, 1.20) 0.67 (0.42, 1.07)
Other 1.35 (0.68, 2.67) 0.86 (0.40, 1.87) 1.03 (0.68, 1.56) 0.63 (0.40, 1.01)

Gender
Female 1.00 1.00 1.00 1.00
Male 2.33 (1.62, 3.35) 2.16 (1.45,3.22) 2.27 (1.86, 2.77) 2.26 (1.79, 2.85)

Age (years) 0.95 (0.93, 0.97) 0.96 (0.95, 0.97)

Parental Education
More than High School 1.00 1.00
High School or Less 1.34 (0.83, 2.15) 0.94 (0.71, 1.26)

Respondents Education
More than High School 1.00 1.00
High School or Less 0.79 (0.53, 1.18) 0.78 (0.62, 0.98)

Childhood Public Assistance 
No 1.00 1.00
Yes 1.25 (0.62, 2.53) 1.11 (0.68, 1.82)

Marital Status
Married 1.00 1.00
Separate/Divorced 2.10 (1.34, 3.29) 2.14 (1.62, 2.84)
Never Married 2.28 (1.43, 3.64) 1.81 (1.30, 2.52)
Widowed 0.97 (0.28, 3.31) 1.10 (0.53, 2.28)

Currently Employed
No 1.00 1.00
Yes 1.97 (0.95, 4.06) 1.04 (0.73, 1.48)

Income in past 12 months     
None 1.00 1.00
US$ 1 - <20,000 0.64 (0.27, 1.51) 0.92 (0.59, 1.44)
US $20,000 or more 0.76 (0.31, 1.91) 1.15 (0.72, 1.84)

CI: Confidence Interval; OR: Odds Ratio

*Adjusted models include:  Age, Gender, Respondent Education, Parental Education, Marital Status, 
Employment, Income and Public Assistance in Childhood

Alcohol Dependence
Alcohol Dependence 

Symptomology

Table 3: Partial results of logistic regression analysis of the association between race/ethnicity and 
alcohol dependence in the 1995-1996 MIDUS
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4.3.4 Abuse in Childhood and Alcohol Dependence 

Participants with positive childhood histories of emotional abuse and any abuse 

evidenced higher unadjusted prevalence’s of recent AD and AD symptomology in adulthood 

(data shown in Appendix Table 1a). However, the multivariate analysis (shown in Table 4) 

provided no support for the fourth hypothesis − i.e., participants with a history of any type of 

abuse in childhood would evidence higher odds of recent AD and AD symptomology in 

adulthood when compared to those with no history of abuse in childhood. Among the total 

sample an unadjusted association was observed between a history of any abuse and recent AD 

and AD symptomology in adulthood but the association weakened after adjustment. Similarly, 

though unadjusted models demonstrated a moderate association between a history of emotional 

abuse and recent AD as well as symptomology, the effect diminished after adjustment. There 

was no observed association between a history of any physical or severe physical abuse in 

childhood and recent AD or AD symptomology in adulthood in unadjusted and adjusted models.  

4.3.5 Race: Abuse in Childhood and Alcohol Dependence 

The fifth hypothesis, which stated that the association between a history of any type of 

abuse in childhood and recent AD in adulthood would be larger for minority respondents than 

Whites, could not be tested. Due to an insufficient number of minority participants, valid 

parameter estimates could only be obtained for a subgroup analysis of White respondents (data 

shown in Appendix Table 2A).  Among Whites, the analysis did not indicate an association 

between recent AD in adulthood and a history of any type abuse, any physical abuse or severe 

physical abuse in adjusted or unadjusted models. An unadjusted association was observed 

between recent AD in adulthood and a history of emotional abuse (Unadjusted OR: 1.48; 95% 
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CI: 1.04-2.12) in White participants, but this association weakened after adjustment (Adjusted 

OR: 1.35; 95% CI: 0.92 -1.98).  Even though racial-ethnic comparisons were not possible for the 

association between abuse in childhood and recent AD in adulthood, the link between a history 

of abuse and recent AD symptomology in adulthood was investigated in all race subgroups (data 

shown in Appendix Table 2A). In parallel to the analysis of recent AD in adulthood, White 

respondents demonstrated an association between a history of emotional abuse in childhood and 

recent AD symptomology in adulthood in the unadjusted model (unadjusted OR: 1.29; 95% CI: 

1.05-1.59), but not the adjusted model (adjusted OR: 1.15; 95% CI: 0.91, 1.46). The subgroup 

analysis among Blacks also evinced higher unadjusted odds of recent AD symptomology in 

adulthood when comparing those with and without childhood histories of emotional abuse. The 

unadjusted effect estimate for Black respondents was nearly twice that of Whites; however, 

similar to the White subgroup analysis, the association between a history of emotional abuse and 

recent AD symptomology in adulthood weakened after adjustment (Adjusted OR: 2.02; 95% CI: 

0.56, 6.95). 

4.3.6 Gender: Abuse in Childhood and Alcohol Dependence 

Table 4 also presents results of the association between a history of abuse in childhood 

and recent AD and AD symptomology in adulthood stratified by gender. The final hypothesis 

proposed that the association between a history of any type of abuse in childhood and recent AD 

in adulthood would be greater for women than men. However, the analysis provided evidence for 

the opposite conclusion. When stratifying the association of interest by gender, men evidenced a 

moderate association between a history of any type of abuse and recent AD in adulthood in 

unadjusted and adjusted logistic regression models. Moreover, after examining specific types of 

abuse, higher odds of recent AD as well as AD symptomology in adulthood were observed 
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among men with a history of emotional abuse in childhood as compared to men without a history 

of emotional abuse. 
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4.4 Discussion 

The current study did not find an overall association between retrospective recall of abuse 

in childhood and recent AD or AD symptomology in adulthood in the total MIDUS population; 

however, there is evidence for a link between a history of emotional abuse in childhood and 

recent AD and AD symptomology in adulthood in men. While previous research (Fergusson, et 

al., 2008; Horwitz, et al., 2001; Kilpatrick, et al., 2000) has found a connection between 

childhood histories of abuse and recent AD in adulthood in different populations, this analysis 

suggests that the effect of history of emotional abuse in childhood is particularly important for 

men. In addition, the current analysis produced several findings consistent with similar research 

that should be noted. First, this study confirms prior findings (Horwitz, et al., 2001) of a higher 

prevalence of recent AD and AD symptoms in adulthood among men as compared to women. 

Second, the current study demonstrated that, when compared to women, men had higher odds of 

reporting a history of any physical and severe physical abuse. Recent studies (Nayak, Lown, 

Bond, & Greenfield, 2011; Strine et al., 2012) have also found a higher prevalence of childhood 

histories of physical abuse among men. Third, comparable to other studies examining racial-

ethnic differences in a history of child abuse (Hussey, et al., 2006), participants who reported a 

race other than Black or White were more likely to report a history of any physical abuse and 

severe physical abuse in childhood when compared to White participants. Fourth, when 

examining demographics, the current study found that participants who reported receiving public 

assistance in childhood, lower parental education, and a marital status of separated or divorced 

had higher odds of recent AD and AD symptomology in adulthood. 
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An association between a history of any (emotional, physical or severe physical) abuse in 

childhood and recent AD and AD symptomology in adulthood, predicted by the fourth 

hypothesis, was not found. One possible explanation is that much of the prior research performed 

in the area of child maltreatment and adult substance abuse has been conducted within more 

vulnerable populations such as the foster care system and addiction treatment centers where the 

burden of childhood maltreatment and AD is often much higher (Dube, et al., 2002; Schaefer et 

al., 2010; Wu, Schairer, Dellor, & Grella, 2010). Additionally, the current study did not examine 

factors related to intensity of abuse in childhood such as how frequently the abuse occurred. 

Previous studies (Greenfield & Marks, 2009, 2010) that have used information from the MIDUS 

have found associations between frequent psychological and frequent physical abuse in 

childhood, and poorer adult health and less psychological well-being. These findings suggest that 

a closer examination of factors related to intensity of childhood maltreatment, are important to 

understanding the long-term consequences on health.  

 The current analysis was unable to assess the fifth hypothesis, which predicted that the 

association between a history of any type of abuse in childhood and recent AD in adulthood 

would be larger for minority respondents than White respondents. The sample sizes of minority 

groups were relatively small in this sample, limiting the power to detect any racial-ethnic 

differences, if present, in the association between a history of abuse in childhood and recent AD 

in adulthood. The current analysis and previous research (Bryant-Davis, Chung, Tillman, & 

Belcourt, 2011; Hussey, et al., 2006; U.S. Department of Health and Human Services, 2006) 

have demonstrated racial-ethnic differences in reported abuse in childhood. Additionally, authors 

using information available from several national samples including the 1992 NLAES, 2001-

2002 NESARC and 2005 National Alcohol Survey have demonstrated racial-ethnic differences 
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in alcohol use disorders (AUD) including alcohol dependence (Grant, 1997; Grant, et al., 2004; 

Mulia, et al., 2009). Research findings differ on whether minorities truly carry a greater burden 

of AD (Chartier & Caetano, 2010; Dawson et al., 2005; Grant, 1997; Grant, et al., 2004; Mulia, 

et al., 2009; Mulia, Ye, Zemore, & Greenfield, 2008); however, evidence has shown that once 

alcohol dependent, Blacks and Hispanics experience higher rates of persistence in dependence 

(Chartier & Caetano, 2010; Grant, 1997). Furthermore, research has indicated that minorities 

report a greater burden of alcohol-related medical and social consequences and are less likely to 

use alcohol treatment services when compared to Whites with similar alcohol-related problems 

(Chartier & Caetano, 2010; Cunradi, Caetano, Clark, & Schafer, 1999).  

While the current study did not detect an association between a history of any abuse and 

recent AD in adulthood in the overall sample, an association was found between history of abuse 

in childhood and recent AD in adulthood or men. This study found that a history of any type 

abuse in childhood was associated with probable AD in men, and moreover, that a history of 

emotional abuse in childhood was associated with probable AD and AD symptomology in 

adulthood in men. The associations found are inconsistent with most previous research (Gilbert, 

et al., 2009; Horwitz, et al., 2001; Lansford, Dodge, Pettit, & Bates, 2010; Widom, et al., 1995), 

where gender stratified analyses have observed associations between retrospectively and 

prospectively reported childhood maltreatment and negative mental health consequences in 

women only. One explanation postulated by researchers (Greenfield & Marks, 2010; Kerig, 

1999) is that the process by which childhood family violence affects mental health may differ 

between men and women. It is possible that the pathway in which emotional abuse in childhood 

affects alcohol dependence, due to factors such as maladaptive coping skills, is not the same for 

men and women (Widom & Hiller-Sturmhöfel, 2001).  



 

 120

Interpretation of the results from the current study should be done in recognition of several 

potential biases. First, the cross-sectional design of the study does not allow for a definitive 

description of the relationship between a history of abuse in childhood and recent AD in 

adulthood. Given, that childhood histories of abuse were collected retrospectively, it is possible 

that the association between abuse in childhood and AD in adulthood is bi-directional. 

Individuals with recent AD or AD symptomology in adulthood may be more likely to recall 

negative childhood experiences. It is also possible that alcoholism is associated with failure to 

recall childhood maltreatment (Young-Wolff KC et al). This misclassification could attenuate or 

inflate observed effects.  

Second, previous research (Keyes, Hatzenbuehler, & Hasin, 2011; Straus, Hamby, Finkelhor, 

Moore, & Runyan, 1998) has indicated that retrospective self-reports of abuse can be unstable 

and lead to under-reporting of child abuse prevalence and therefore an attenuation of the effect of 

abuse in childhood. Straus and Hamby (1997) discuss that, due to concerns over social 

desirability bias, maltreatment estimates from the CTS should be considered a lower bound 

estimate of the actual prevalence of childhood maltreatment. Under-reporting of abuse in 

childhood in the current analysis could have biased effect estimates downward, attenuating the 

effect of history of abuse in childhood on recent AD in adulthood.  

Third, a disruptive family environment stemming from factors such as parental alcohol use or 

psychiatric comorbidities have also been associated with abuse in childhood (Ryan, Kilmer, 

Cauce, Watanabe, & Hoyt, 2000; Trickett & McBride-Chang, 1995). Child maltreatment has 

been shown to occur at a higher rate among alcohol dependent parents, and that the children of 

dependents are also more likely to be alcohol dependent themselves (Dawson, Harford, & Grant, 

1992; Harford, 1992; Widom & Hiller-Sturmhöfel, 2001). A review of research from family, 
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twin and adoption studies estimated the heritability of AD or alcoholism to be over 50% 

(Köhnke, 2008).Moreover, a family environment that gives rise to childhood maltreatment may 

also increase rates of alcohol abuse and dependence among parents and their offspring (Gordon, 

1989; Young-Wolff, Kendler, Ericson, & Prescott, 2011). Unfortunately, information on parental 

alcohol use and family dysfunction in childhood or appropriate proxies was not available in the 

1995-1996 MIDUS.  

Previous analyses (Kendler et al., 2000; Young-Wolff, et al., 2011) have shown that 

adjusting for common causes of childhood maltreatment and alcohol abuse/dependence such as 

parental alcohol use results in an attenuation of the effect observed. Twin studies have been used 

to address the impact of environment and genetics on the association between child abuse 

histories and alcohol use disorders. Both studies found that abuse in childhood is associated with 

higher odds of AD, but that the observed association is at least partly explained by familial risk 

factors. Taken together, these factors make it difficult to ascertain the specific effects of 

childhood maltreatment on AD.  

 Fourth, previous studies (Kendler, et al., 2000; Sartor et al., 2007) have shown consistent 

associations between sexual abuse and AD.  The 1995-1996 MIDUS did not collect information 

on childhood histories of sexual abuse, making it difficult to disaggregate the effect of sexual 

abuse from emotional and physical abuse (Greenfield & Marks, 2010). Finally, the MIDUS did 

not include a question on withdrawal symptoms for recent AD in adulthood; this may have 

resulted in an underestimate of recent AD and AD symptomology.  

Despite the limitations there are several key areas for exploration suggested by the current 

analysis. First, the current study suggests that a history of emotional abuse in childhood may 

have a disparate effect on men and women and warrants further study. Unlike other types of 
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abuse, emotional abuse is less easily identified because it is not accompanied by physical signs, 

and therefore often goes unrecognized for longer periods of time than other types of abuse (Rees, 

2010; Widom & Hiller-Sturmhöfel, 2001). Additionally, previous research (Spaventa, Shin 

Tang, & Freyd, 2007) examining non-disclosure rates among men and women has demonstrated 

that men are less likely to disclose a history of emotional abuse in childhood than women are. 

Lower disclosure rates may translate into delayed help-seeking for any mental health 

consequences. Long-term emotional abuse in early childhood has been associated with several 

negative health outcomes such as delayed brain growth (Rees, 2010) and depression (Grilo & 

Masheb, 2001; Mullen, Martin, Anderson, Romans, & Herbison, 1996). Additional research is 

needed to investigate gender differences in the association between emotional abuse in childhood 

and mental health as well as the process by which emotional abuse in childhood affects adults 

(Hunter, 1991; Kerig, 1999). 

The strengths of this study include its data sample and scales used to measure the outcome 

and exposure of interest. The MIDUS is a population-based sample of men and women in the 

U.S., which gives representative prevalence estimates of childhood maltreatment and recent AD 

in adulthood. The modified CTS and CIDI-SF, used to measure the predictors and outcomes of 

interest, are standardized scales that have a well-documented consistency and reliability (Kessler, 

et al., 2006; Straus & Hamby, 1997; Straus, et al., 1996; Straus, et al., 1998). Moreover, the use 

of these standardized scales allows for comparability with other literature using these items. 

4.5 Conclusion 

Continuing investigation of the impact of traumatic events in childhood and their 

subsequent consequences is of utmost importance. Research has demonstrated the myriad of 

negative effects associated with childhood trauma (Briere & Jordan, 2009; Gilbert, et al., 2009; 
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Springer, Sheridan, Kuo, & Carnes, 2003). Recognizing triggers for alcohol dependence can help 

identify individuals at risk for future alcohol abuse and dependence. Moreover, a more complete 

understanding of the differential effect that abuse has on men and women assists in the creation 

of properly designed treatment programs and interventions targeted towards these groups. 

4.6 Appendix 

 

Yes No Yes No

Total Population            
% (Weighted N) 6.6 (171) 93.4 (2433) 26.8 (697) 73.2 (1907)

Emotional Abuse
Yes 8.3 91.7 30.7 69.3
No 5.5 95.5 24.4 75.6

Physical Abuse
Yes 7.5 92.5 26.8 73.2
No 5.9 94.1 26.9 73.1

Severe Physical Abuse
Yes 8.3 91.7 28.5 71.5
No 6.2 93.8 26.6 73.4

Any Abuse
Yes 7.8 92.2 29.4 70.6
No 5.6 94.4 24.8 75.2

Weighted estimates shown. Differences for categorical variables estimated from Wald 
Chi-Square. 

p=0.17 p=0.99

p=0.25 p=0.52

p=0.04 p= 0.02

p=0.002

Table 1A: Prevalence of alcohol dependence in the MIDUS by childhood 
maltreatment type

Alcohol Dependence
Alcohol Dependence 

Symptomology

p=0.02
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Chapter 5: Summary of findings and conclusions 
 

5.1 Food insecurity and intimate partner violence: Results from the California Women’s Health 

Survey 

The first study in this dissertation explored the association between food insecurity in the last 

12 months and self-reported IPV in the last 12 months in the CWHS. I was interested in 

assessing what factors may be potential effect modifiers of this association and whether minority 

women were at increased risk for food insecurity and IPV. The results indicated that respondents 

reporting IPV were more likely to report African-American or Hispanic ethnicity as compared 

the participants reporting no IPV. Moreover, respondents reporting IPV were more likely to be 

food insecure, be less educated, report children living in the home and be part of an unmarried 

couple. Both African-American and Hispanic women had higher odds of food insecurity when 

compared to White Non-Hispanic Women. Additionally, African-American women had higher 

odds of IPV when compared to White Non-Hispanic Women.  

Upon examining the association between food insecurity and IPV, I found that being food 

insecure was associated with increased odds of IPV. Moreover, I observed a dose response 

relationship between these two factors. Specifically, women reporting food insecurity without 

hunger had 2-fold higher odds of IPV and women reporting food insecurity with hunger had 

almost 5-fold higher odds of IPV when compared to food secure women. Additionally, the study 

indicated that marital status was an important effect modifier of this association. While 

unmarried women had a higher probability of IPV, as compared to married women, for all levels 

of food insecurity examined, the difference in IPV probability between married and unmarried 
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women reduced among those categorized as food insecure with hunger. These findings suggest 

that the level of distress in this group is particularly severe, off-setting the protective affect of 

marriage. Overall, the study was able to explore the connection between food insecurity and IPV 

among two very vulnerable groups, women and African-Americans. 

5.2 Modeling the cross-sectional relationship between potentially traumatic experience, church-

based social support and mental distress 

The second study in this dissertation explored the association between a history of a 

potentially traumatic event and mental distress in the last 30 days in the NSAL. I was interested 

in assessing whether positive and negative forms of social-support from a church community 

were potential effect modifiers of this association. The study found that participants with a 

history of a potentially traumatic event had, on average, a higher mental distress score and a 

higher negative church-based social support score as compared to those with no history of an 

event.  

When examining the association between a history of a potentially traumatic event, church-

based social support and mental distress, I found that reporting a history of any event and having 

higher levels of negative church-based social support were positively associated with current 

mental distress. Additionally, I observed that among respondents with and without a history of a 

potentially traumatic event distress levels, negative church-bases support was positively 

associated with mental distress. Moreover, the difference in distress levels between those with 

and without negative support appeared smaller among those with a history of an event as 

compared to those without a history of a potentially traumatic event. However, upon closer 

examination, a test of the difference demonstrated a statistical trend but no significant difference. 
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Overall, the current study contributes to the growing body of literature highlighting the 

deleterious effects of negative church-based social support. 

5.3 Race and gender differences in the associations between abuse in childhood and alcohol 

dependence in adulthood 

The third study in this dissertation explored the association between a history of childhood 

maltreatment and alcohol dependence in the last 12 months in the MIDUS. I was interested in 

assessing whether race/ethnicity and gender were potential effect modifiers of this association. 

The current study showed that respondents reporting a race other than Black or White reported 

the highest level of maltreatment and male respondents reported the highest level of physical 

maltreatment in childhood. Moreover, I observed higher odds of any form of physical abuse and 

severe physical abuse in childhood when comparing respondents who reported a race other than 

White or Black to White respondents, after taking into account several demographic factors. 

Furthermore, men had higher odds of any form of physical abuse and severe physical abuse in 

childhood when compared to female respondents. Male respondents also had a higher prevalence 

of probable alcohol dependence and symptoms of alcohol dependence when compared to female 

participants. Specifically, men had an over 2-fold higher odds of probable alcohol dependence 

and symptoms of alcohol dependence as compared to women.  

While no association between a history of childhood maltreatment and alcohol dependence in 

adulthood was found in the total population, a connection was found upon stratification by 

gender. Male respondents evidenced an association between a history of any type of abuse and 

recent AD in adulthood. Moreover, upon examining specific types of abuse histories, I observed 

higher odds of probable alcohol dependence and alcohol dependence symptomology among men 
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with childhood histories of emotional maltreatment when compared to men with no childhood 

histories of emotional maltreatment. 

5.4 Overall strengths and limitations 

The three studies that encompass this dissertation have several limitations in common. 

First, all three studies used data from cross-sectional surveys. Each study collected information 

on the exposure and outcome at the same point in time, therefore, no conclusions on causality 

can be made. The current studies only assess the concurrent association between the exposure 

and outcome of interest in each study. Second, all of the studies collected self-reported 

information on sensitive topics related to potentially traumatic events including IPV and abuse in 

childhood. In this regard, social desirability bias and therefore under-reporting of these events is 

always a concern. The NSAL, in particular, trained its interviewers on how to deal with sensitive 

topics, in order to limit the bias. However, it is possible that under-reporting of these events 

could have attenuated the effects observed. 

The three studies included this dissertation also have several strengths in common. First, 

each study performed used information from a population-based survey. This allowed me to 

obtain representative estimates of the exposures and outcomes for each study. Second, the 

surveys for each study used measures and scales for the exposure and outcome of interest that 

have demonstrated good consistency and reliability in previous research. Additionally these 

measures have been previously used in the literature; therefore the estimates obtained in the 

current analyses are comparable to other studies that have used the same or similar measures.  

5.5 Public health implications 
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The findings from this dissertation have several important implications. Because this 

project includes three separate studies, I will discuss the most important implications for each 

study separately. The first study indicated that food insecurity was an important risk indicator for 

IPV among coupled women. This suggests that interventions focused on reducing the incidence 

of IPV should seek to contact at-risk women in places such as food banks and food stamp offices 

where food insecure women would be expected to frequent.  

 Not-for-profit organizations have begun to couple emergency food and family violence 

intervention services. These services can include safety planning, access to counselors, and 

support groups for the victims of family violence, as well as professional help for the perpetrator. 

The recognition by these organizations of the need for both types of assistance further 

underscores the importance of screening for intimate partner violence in these settings. Research 

(Koepsell, Kernic, & Holt, 2006; Niolon et al., 2009) has shown that providing economic 

assistance to women in the form of emergency food and housing assistance, aids women in 

escaping abusive relationship thus reducing their exposure to violence. However, is important to 

remember that IPV interventions designed to increase access to helpful resources for victims as 

well as aid the victim in leaving an abusive partner may have the unintended consequence of 

causing backlash or retaliation (Dugan, Nagin, & Rosenfeld, 2003). Researchers (Dugan, et al., 

2003) have observed that the outcomes of IPV interventions are often based on the design of the 

intervention and the characteristics of the victim and perpetrator. Therefore, it is important that 

interventions based in these settings be tailored to the individual needs of the population served, 

in order to reduce the likelihood of retaliation by an abusive partner.  

 Findings from the second study highlighted the importance of assessing church-based 

social support when examining how faith-based organizations (FBO) such as church 
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congregations can promote health and well-being among congregants and community members.  

Initiatives such as Carolina-Shaw Partnership for the Elimination of Health Disparities allow for 

direct collaborations between FBO and public health professionals, resulting in the development 

of new and innovative ways of targeting specific health outcomes (Asomugha, Derose, & Lurie, 

2011). Health programs in faith settings, including church congregations, have demonstrated 

significant beneficial health effects ranging from improvement in overall health status to 

decreases in weight and blood pressure (DeHaven, Hunter, Wilder, Walton, & Berry, 2004). 

Positive forms of social support from close family and friends have been shown to influence the 

effectiveness of health interventions (Reblin & Uchino, 2008). It is possible that the social 

support received from members of a faith community may also have a similar effect on 

interventions enacted in faith settings, and would be an area for future research. 

Results from the third study suggest that a history of emotional maltreatment may have a 

disparate effect on men and women. Previous research (Widom & Hiller-Sturmhöfel, 2001) 

suggests that the pathways by which between men and women cope with experiences of 

childhood maltreatment may be different. However, additional research is needed to determine 

what these pathways are and how they may differ by gender. Additionally, research has also 

shown that men are less likely to disclose emotional maltreatment in childhood (Spaventa, Shin 

Tang, & Freyd, 2007) and therefore may be less likely to engage in help-seeking. Researchers 

have found evidence that failure to disclose experiences of abuse in childhood affects an 

individual’s mental well-being (Ullman & Filipas, 2005). Future research is needed to further 

investigate: reasons for non-disclosure, what factors may influence disclosure and whether lower 

disclosure rates among men influence the development of maladaptive coping mechanisms, such 

as problem drinking, in adulthood. 
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