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ntimate Partner Violence in Latina and
on-Latina Women

my E. Bonomi, PhD, MPH, Melissa L. Anderson, MS, Elizabeth A. Cannon, MS, Natasha Slesnick, PhD,
ichael A. Rodriguez, MD, MPH

ackground: No single study has delineated the prevalence of intimate partner violence (IPV) over
multiple time periods for Latina versus non-Latina women and compared the health of
abused Latina women to the health of abused non-Latina women using multiple health
indicators. The objective of this study was to describe the prevalence of IPV over multiple
time periods and the association between lifetime IPV exposure and current health in
Latina and non-Latina women.

ethods: A total of 3429 women (mean age�47 years) were randomly sampled from a large U.S.
healthcare system; 139 (4%) were Latina. During a telephone survey, past-5-year and
past-year IPV prevalence was assessed using five questions on physical and psychological
abuse from the Behavioral Risk Factor Surveillance System (BRFSS), and ten questions
from the Women’s Experience with Battering Scale; lifetime IPV prevalence was assessed
using the BRFSS questions. Current physical, social, and mental health was assessed using
well-validated questionnaires.

esults: Prevalence of IPV for Latina versus non-Latina women was, respectively: 44.6% vs 44%
lifetime; 20.1% vs 14.5% for the past 5 years; and 11.5% vs 7.8% for the past year. In models
adjusted for age and income, women with a lifetime IPV history had significantly worse
health compared to non-abused women across many health indicators; for example, Latina
women with a lifetime IPV history had Short Form-36 Health Survey (SF-36) subscale scores
that were 5.62 (mental health) to 7.77 (vitality) points lower than those for non-abused
Latina women; depression prevalence more than two times higher; and more physical
symptoms. Adverse IPV-related health was significantly worse for Latina than non-Latina
women for overall mental health functioning (p�0.02), vitality (p�0.01), and emotional
functioning (p�0.01) according to SF-36.

onclusions: This exploratory study showed that IPV is common in Latina and non-Latina women, and
adverse IPV-related mental health was pronounced in Latina women.
(Am J Prev Med 2009;36(1):43–48) © 2009 American Journal of Preventive Medicine
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growing body of literature has shown a high
prevalence of intimate partner violence (IPV) in
Latina women (lifetime: 21%–35%1–3; past year:

%–33%2–7) and increased prevalence of substance
buse,4,8 injury,9 HIV infection,6 depressive symp-
oms,10–12 post-traumatic stress disorder,2,11,13 and poor
hysical and mental health5,14 in Latina women with
buse histories. However, prior studies have not delin-
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ated the prevalence of IPV over multiple time periods
lifetime, past 5 years, and past year) in a single popula-
ion of Latina women. Moreover, with the exception of
ne study showing a higher likelihood of suicidal ideation

n abused Latina compared to abused non-Latina wom-
n,14 studies have not compared the health of abused
atina women to the health of abused non-Latina women
sing multiple health indicators. The present investiga-

ion examined IPV prevalence in a given period (lifetime,
ast 5 years, and past year) and the association between

ifetime IPV exposure and multiple health indicators
mong Latina and non-Latina women.

ethods and Measures

tudy Sample and Data Collection

he study was approved by the IRB of Group Health Coop-

rative, a large healthcare delivery system in the Pacific
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orthwest U.S. The study population consisted of English-
peaking women aged 18–64, randomly sampled from enroll-
ent files for a telephone survey to assess IPV and health

tatus.15,16 A letter was mailed to women describing the
tudy’s focus on women’s health issues, followed by telephone
ontact to ascertain interest and consent to participate.15,16

etails of the study protocol, including safety procedures,
ere published previously.15,16

Of 6666 women sampled, 345 were excluded because they
ither did not meet the sampling criteria (209), were de-
eased (3), were too ill (15), or did not speak English or had
hearing impairment (118). Of the 6321 remaining women,
829 (28.9%) refused participation when initially contacted;
39 (8.5%) started but did not complete the interview; 385
6.1%) could not be located; and 3568 (56.4%) completed
he interview. A propensity score analysis showed that the
robability of participation was similar for women with and
ithout an IPV history.17

Of the 3568 survey respondents, 139 women were excluded
ecause they never had an intimate partner, and three
omen were excluded for not responding to the question on
ispanic ethnicity, reducing the analytic sample to 3426.
onsistent with the western Washington state metropolitan
rea,15 4% (n�139) of the sample reported Hispanic ethnic-
ty. Women were first asked about their health and then about
heir IPV history.16

eneral Health, and Physical, Social, and Psychological
unctioning

omen reported on their physical, social, and psychological
ell-being by responding to 20 questions from the Short
orm-36 Health Survey (SF-36), version 2.18 These 20 ques-
ions were used to create four of the eight SF-36 validated
ubscales (vitality, mental health, emotional functioning, and
ocial functioning in the past 4 weeks) and two overall health
omponent summaries (physical component and mental
omponent).16 One question from the SF-36 was used to
ssess women’s general health.16 The SF-36 subscale scores
nd the physical component summary (PCS) and mental
omponent summary (MCS) continuous scores were stan-
ardized to have an M of 50 and an SD of 10, with higher
cores indicating better functioning; these standardized
cores allow for easy comparisons across subscales and clinical
opulations.18 The general health item was dichotomized
fair/poor versus good/very good/excellent).19

epression. Women rated the frequency of depressive symp-
oms (range: 0��1 day per week to 3��5 days per week)
sing five validated questions from the 20-item Center for
pidemiological Studies-Depression (CES-D) scale.20,21 Scores

or each of the five items were summed, and the summary
core was dichotomized to categorize women according to
heir depressive symptom status; a summary score of �4
range: 0–15) indicated minor depressive symptoms, and �6
ndicated severe depressive symptoms.21

hysical symptoms. Using questions from the National Insti-
utes of Mental Health Diagnostic Interview Schedule,22

omen indicated how frequently they were bothered by 14

ommon physical symptoms in the past 6 months (range: �

4 American Journal of Preventive Medicine, Volume 36, Num
�none of the time to 5�all of the time). The mean number
f symptoms experienced by women at least some of the time
as estimated.

ociodemographic Variables and Child Abuse History

omen were asked about their age, household income,
mployment status, educational level, and number of chil-
ren living in the home using questions from the U.S. Census
ureau.23 They were also asked about their history of child-
ood physical abuse (Before you were 18, was there any time when
ou were punched, kicked, choked, or received more serious physical
unishment from a parent or other adult guardian?) and child-
ood sexual abuse (Before you were 18, did anyone ever touch you

n a sexual place or make you touch them when you did not want them
o?) using two questions from the Behavioral Risk Factor
urveillance System (BRFSS).15

ntimate partner violence. IPV victimization since age 18 was
ssessed using the Women’s Experience with Battering Scale
WEB),24,25 and five questions from the BRFSS on physical
one question), sexual (two questions), and psychological
two questions) abuse (see Appendix online at: www.ajpm-
nline.net). The ten-item WEB was designed to ascertain
omen’s experience of loss of power and control in relation

o an abusive partner. To minimize respondent burden, the
EB questions were asked for women’s three most recent

eterosexual or homosexual intimate partners, including
heir current partner.15 Women who scored �20 on the WEB
score range: 10–60) for any given partner were considered
ositive for abuse.25 After women completed the WEB for
ach partner, they were asked what year and month they first
tarted and stopped feeling this way about their partner; this
nformation was used to construct past-year and past-5-year
buse exposure according to the WEB.
To establish prevalence in a given time period for each type

f IPV assessed by the BRFSS questions, women were first
sked if they had ever experienced each particular abuse type
ince age 18; if they had, they were asked if the abuse
ccurred during the past 5 years and during the past year. To
urther examine the type of abuse women reported, two
ategories of abuse were defined based on the BRFSS ques-
ions. Women were defined as having experienced physical
PV if they reported physical and/or sexual abuse; they were
efined as having experienced psychological IPV if they
eported threats and/or controlling behavior. The data were
ollapsed into these two broad abuse categories (physical and
sychological) in order to provide meaningful estimates
ecause of the small number of Latina women.

nalytic Methods

hi-square tests were used to compare the demographic
haracteristics of Latina versus non-Latina women. IPV prev-
lence (including 95% CIs) was estimated for Latina and
on-Latina women over lifetime, past 5 years, and past year.
ifetime prevalence was estimated using the BRFSS questions
nly (because the WEB questions were asked only in regard to
he three most recent partners), and past-5-year and past-year
PV was estimated using both the BRFSS and WEB questions.
revalence estimates with relative standard errors (RSEs)

30% are considered unstable. Although estimates with RSE

ber 1 www.ajpm-online.net
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30% are reported, they are noted as unstable estimates;
aution should be exercised when referring to these estimates.

Multivariate models included indicator variables for the
ain effects of IPV exposure and Hispanic ethnicity and their

nteraction term to allow estimation of the relationship
etween lifetime IPV and current health separately for Latina
nd non-Latina women. In these models, the exposed group
ncluded women with any IPV since age 18 according to the
RFSS or WEB questions, and the unexposed (control)
roup consisted of women without such histories. General-
zed linear models with a log link were used to obtain
revalence ratios for dichotomous health indicators for
omen with a lifetime IPV history compared to women
ithout a lifetime IPV history. Multivariate ordinary least

quares regression was used to estimate mean differences in
F-36 scores and number of symptoms. Models were adjusted
or age and income, factors that could confound the relation-
hip between IPV history and health.

esults
haracteristics of Participants

ompared to non-Latina women, Latina women tended
o have lower household income (50.4% vs 38% re-
orted annual income of �$50,000), were less likely to
ave completed at least some college (77.7% vs 87.9%),
ere younger (30.2% vs 17.9% were aged �35), and
ere more likely to have experienced physical or sexual
hild abuse (47.8% vs 33.2%) (Table 1).

revalence of IPV

s ascertained by the BRFSS questions, lifetime IPV
revalence was comparable in Latina (44.6%) and
on-Latina (44%) women (Table 2). Similar lifetime
revalence was observed for both physical IPV (38.8%
s 34%) and psychological IPV (37.4% vs 35.3%).
ccording to the BRFSS and WEB questions, IPV
revalence tended to be higher for Latina versus non-
atina women in the past 5 years (20.1% vs 14.5%,
�0.06) and the past year (11.5% vs 7.8%, p�0.11), but
he differences were not statistically significant. The
xception was physical abuse within the past 5 years,
hich was significantly higher among Latina women
11.5% vs 4.9%, p�0.05).

ealth Associated with IPV History

n adjusted models, women with any exposure to IPV
on lifetime BRFSS or WEB questions for any of the
hree most recent partners) reported worse health than
on-abused women (Table 3). SF-36 subscale scores for
bused Latina women were, on average, 5.62 (mental
ealth) to 7.77 (vitality) points lower than those for
on-abused Latina women, and the MCS score was 7.52
oints lower for abused Latina women than for non-

bused Latina women. Moreover, Latina women with a m

anuary 2009
ifetime IPV history had significantly more physical
ymptoms, depression prevalence more than twice that
f non-abused Latina women, and were more likely to
eport distrust of people in their residential community
prevalence ratio�1.84).

Non-Latina women with IPV histories also had worse
ealth than non-abused women across many indicators,
ut the differences were not as pronounced. For exam-
le, for non-Latina women, SF-36 scores were, on
verage, 0.96 (PCS) to 3.87 (MCS) points lower for
bused women than for non-abused women.

The significance of the interaction term between
ispanic ethnicity and IPV exposure was tested to
etermine if the association between IPV and health
iffered according to ethnicity. Latina women suffered
ignificantly more adverse IPV-related mental health
ssues than non-Latina women, both in their overall

able 1. Characteristics of study participants

Latina
n �139

Non-Latina
n � 3287

n (%) n (%)

ge (years)*
18–24 21 (15.1) 250 (7.6)
25–34 21 (15.1) 338 (10.3)
35–44 27 (19.4) 663 (20.2)
45–54 39 (28.1) 1116 (34.0)
55–64 31 (22.3) 920 (28.0)
ousehold income ($)*
�25,000 21 (16.0) 345 (10.8)
25,000–49,999 45 (34.4) 866 (27.2)
50,000–74,999 33 (25.2) 837 (26.3)
�75,000 32 (24.4) 1136 (35.7)

mployed (at least part time)
No 25 (18.0) 637 (19.4)
Yes 114 (82.0) 2648 (80.6)

ducation*
High school or less 31 (22.3) 397 (12.1)
At least some college 108 (77.7) 2889 (87.9)
umber in household (M, SD) 3.0 (1.5) 2.9 (1.5)
hildren in home for whom

respondent is guardian
No 92 (66.2) 2187 (66.6)
Yes 47 (33.8) 1099 (33.4)

ntimate partner relationship
status

In past, but not current 22 (15.8) 584 (17.8)
Current 117 (84.2) 2703 (82.2)
istory of abuse as a child
Physically abused as a child**

No 110 (79.7) 2823 (86.5)
Yes 28 (20.3) 442 (13.5)

Sexually abused as a child*
No 82 (60.3) 2363 (73.0)
Yes 54 (39.7) 875 (27.0)

Physically or sexually abused
as a child*

No 72 (52.2) 2186 (66.8)
Yes 66 (47.8) 1087 (33.2)

ignificance for differences between Latina and non-Latina women:
p�0.01; **p�0.05
ental health functioning (MCS) (p�0.02) and in the

Am J Prev Med 2009;36(1) 45
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pecific areas of vitality (p�0.01) and role emotional
unctioning (p�0.01) (Table 3, last column).

iscussion

n this population, the prevalence of lifetime, past-5-
ear, and past-year IPV was similar for Latina and

able 2. Prevalence of IPV, by instrument of detection and t

Latina n

n % (95% C

ifetime
BRFSS 62 44.6 (36.2,
BRFSS physical 54 38.8 (30.7,
BRFSS psychological 52 37.4 (29.4,

ast 5 years
Any IPV (BRFSS and/or WEB) 28 20.1 (13.8,
BRFSS 24 17.3 (11.4,
BRFSS physical 16 11.5 (6.7, 1
BRFSS psychological 20 14.4 (9.0, 2
WEB 18 12.9 (7.9, 1

ast 1 year
Any IPV (BRFSS and/or WEB) 16 11.5 (6.7, 1
BRFSS 10 7.2b (3.5, 1
BRFSS physical 4 2.9b (0.8, 7
BRFSS psychological 8 5.8b (2.5, 1
WEB 8 5.8b (2.5, 1

Categories of abuse are not mutually exclusive; for example, wome
hysical abuse. Additionally, we could not measure lifetime exposure
EB rows of the table are not included for lifetime exposure.

Estimates with RSE �30% are considered unstable and should be u
RFSS, Behavioral Risk Factor Surveillance System; RSE, relative stan

able 3. Health status, symptoms, and social connectedness

IP

Latina

No IPV
ever
n�75

IPVa

n�64 IPV vs no IPV e

F-36 subscale scoresb M (SD) M (SD) �c (95% CI)
Role emotional 51.3 (6.7) 44.1 (10.1) �6.85 (�9.56, �
Vitality 53.8 (8.4) 46.0 (10.9) �7.77 (�10.91,
Mental health 52.7 (7.2) 46.7 (11.0) �5.62 (�8.51, �
Social functioning 50.6 (8.9) 44.3 (12.6) �5.90 (�8.99, �
PCS 50.4 (9.7) 48.4 (10.4) �0.39 (�3.52, 2
MCS 52.4 (7.9) 45.2 (11.6) �7.52 (�10.56,
umber of physical

symptomsd
2.5 (2.4) 3.7 (2.8) 0.91 (0.13, 1.6

% % P

air/poor health 9.3 18.8 1.
epressive symptoms 16.0 43.8 2.
evere depressive symptoms 8.0 23.4 2.
ot active in group activities 44.0 53.1 1.
o not trust people in community 30.7 51.6 1.

IPV exposure included women who reported any IPV since age 18
The SF-36 scores were standardized to M�50 and SD�10, with high
Adjusted for age and income
Fourteen possible symptoms: joint pain, back pain, insomnia, fatigu
onstipation, shortness of breath, facial or jaw pain, dizziness, nause

PV, intimate partner violence; MCS, mental component summary; PCS,
orm-36 Survey

6 American Journal of Preventive Medicine, Volume 36, Num
on-Latina women. In models adjusted for race/ethnicity,
dverse IPV-related mental health issues were more
ronounced in Latina women.
Intimate partner violence prevalence reports vary

idely depending on how, where, and when women are
sked about abuse, how abuse is categorized, and the
haracteristics of the women; these methodologic con-

erioda

9 Non-Latina n � 3287

RSE n % (95% CI) RSE

9 1447 44.0 (42.3, 45.7) 2
11 1116 34.0 (32.3, 35.6) 2
11 1160 35.3 (33.7, 37.0) 2

17 476 14.5 (13.3, 15.7) 4
19 377 11.5 (10.4, 12.6) 5
24 160 4.9 (4.2, 5.7) 8
21 330 10.0 (9.0, 11.1) 5
22 260 7.9 (7.0, 8.9) 6

24 256 7.8 (6.9, 8.8) 6
30 187 5.7 (4.9, 6.5) 7
49 51 1.6 (1.2, 2.0) 14
34 167 5.1 (4.4, 5.9) 8
34 130 4.0 (3.3, 4.7) 9

o are positive for BRFSS psychological abuse may also have BRFSS
use with the WEB. Thus, the Any IPV (BRFSS and/or WEB) and the

ith caution.
error; WEB, Women’s Experience with Battering Scale

V exposure

osure status

IPV effectNon-Latina

No IPV
ever
n�1760

IPVa

n�1527 IPV vs no IPV ever

Latina vs
non-Latina
p value

M (SD) M (SD) �c (95% CI)
51.2 (7.0) 47.8 (9.0) �3.07 (�3.63, �2.51) �0.01

) 52.9 (8.6) 49.1 (9.9) �3.47 (�4.12, �2.83) �0.01
53.8 (7.6) 49.7 (9.5) �3.68 (�4.28, �3.09) 0.20
51.5 (8.1) 47.6 (10.0) �3.48 (�4.12, �2.84) 0.13
51.2 (8.8) 49.6 (9.9) �0.96 (�1.60, �0.31) 0.73

) 52.8 (7.7) 48.7 (10.1) �3.87 (�4.49, �3.24) 0.02
2.0 (2.1) 2.9 (2.5) 0.69 (0.53, 0.85) 0.60

% CI) % % PRc (95% CI)

.57, 3.42) 6.8 10.4 1.30 (1.02, 1.66) 0.89

.35, 4.39) 13.6 26.6 1.85 (1.59, 2.15) 0.37

.07, 6.00) 6.3 15.4 2.18 (1.74, 2.73) 0.74

.84, 1.45) 37.0 45.7 1.21 (1.11, 1.31) 0.74

.18, 2.89) 22.8 30.6 1.31 (1.17, 1.47) 0.15

ing to the BRFSS or WEB questions.
ores indicating better functioning.

ominal pain, severe headache, numbness in hands or feet, diarrhea,
miting, and chest pain
ime p

� 13

I)

53.3)
47.5)
46.0)

27.8)
24.6)
8.0)
1.3)
9.7)

8.0)
2.8)
.2)
1.0)
1.0)

n wh
to ab

sed w
by IP

V exp

ver

4.15)
�4.62
2.74)
2.80)

.74)
�4.47
8)

Rc (95

39 (0
44 (1
53 (1
11 (0
84 (1

accord
er sc

e, abd
a or vo
physical component summary; PR, prevalence ratios; SF-36, Short

ber 1 www.ajpm-online.net
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iderations constrain cross-study comparisons. These
imitations noted, the observed lifetime IPV level
mong Latina women (44.6%) was higher than the
evel reported for roughly 250 Latina women (35%)
ecruited from community hospital emergency depart-
ents3 and was within the range of lifetime IPV re-

orted in a survey of 292 Latina women receiving
ommunity health services (33.9% for physical assault;
0.9% for sexual coercion; and 82.5% for psychological
ggression).26 The level of past-year IPV in Latina
omen (11.5%) was consistent with prior estimates
4%–33%),2–7 particularly in one study that showed a
ast-year physical or sexual IPV level of 10.8%.5

The results corroborate prior findings of higher rates
f depression10–12 and poor mental health and somatic
ymptoms5,12 among Latina women with IPV histories.
or example, a significant relationship was found be-
ween depression and physical assault and psychologi-
al maltreatment and between somatization and emo-
ional abuse in Latina women.12 The results also
onfirm that poor overall health is associated with IPV
n women in general.16,25,27–29

In addition, findings suggest that abused Latina women
ad more compromised mental health than abused non-
atina women, both in overall mental health functioning
nd in vitality and emotional functioning—an important
ddition to the sparse literature focused on IPV-related
ealth in Latina compared to non-Latina women. In
nother study, suicidal ideation tended to be more com-
on in abused Latinas than in other abused women.14

lthough Latina participants had access to mental
ealth services through their insurance, they may per-
eive greater barriers to accessing these services.30–32

Caution should be used in generalizing the findings
ecause of the small number of Latina women, the

nability to assess subgroups and acculturation status of
atinas, the fact that the sampled women had health

nsurance, and the data-collection method. Although
elephone surveys are widely used to assess violence and
ealth,33–35 it is possible that the most severely abused
omen do not participate in such surveys because they
re isolated.36 The response rate was low; however, a
ropensity score analysis showed that the likelihood of
esponse was similar for women with and without IPV
istories.17 The cross-sectional nature of the study
recludes statements about causality.
The present study provides information warranting

roader investigations of abuse in Latina women and
upports the ongoing case for screening and interven-
ion development in women with abuse histories.37 We
ecommend screening Latina women for abuse in
ealthcare settings, particularly those presenting with
ental health concerns, and the development of abuse

nterventions that are sensitive to the cultural needs of

atinas.38–48

anuary 2009
o financial disclosures were reported by the authors of this
aper.
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