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Objective: To assess rates of substance abuse (including tobacco, alcohol, and drug abuse) as 
well as rates of intimate partner violence (IPV) among African-American women seen in an urban 
emergency department (ED).

Methods: Eligible participants included all African-American women between the ages of 21-
55 years old who were seen in an urban ED for any complaint and triaged to the waiting room. 
Eligible women who consented to participate completed a computer-based survey that focused 
on demographic information and general health questions, as well as standardized instruments to 
screen for alcohol abuse, tobacco abuse, and illicit drug use. This analysis uses results from a larger 
study evaluating the effects of providing patients with targeted educational literature based on the 
results of their screening.

Results: Six-hundred ten women were surveyed; 430 women reported being in a relationship in 
the past year and among these, 85 women (20%) screened positive for IPV. Women who screened 
positive for IPV were significantly more likely to also screen positive for tobacco abuse (56% vs. 
37.5%, p< 0.001), alcohol abuse (47.1% vs. 23.2%, p < 0.001), and drug abuse (44.7% vs. 9.5%, 
p<0.001). Women who screened positive for IPV were also more likely to screen positive for 
depression and report social isolation.

Conclusions: African-American women seen in the ED, who screen positive for IPV, are at 
significantly higher risk of drug, alcohol, tobacco abuse, depression and social isolation than women 
who do not screen positive for IPV. These findings have important implications for ED-based and 
community-based social services for women who are victims of intimate partner violence. [West J 
Emerg Med. 2010; 11(3): 252-256.]

INTRODUCTION
Intimate partner violence (IPV), defined as a “pattern of 

assaultive and coercive behaviors in intimate relationships,”1 
is a serious and widespread problem in the United States. 
General population estimates suggest that rates of lifetime 
incidence of IPV among women in the U.S. range from 
25-54%,2 with higher rates noted among women accessing 
medical care, particularly in the emergency department (ED) 

setting.3 Rates of IPV are highest in low-income and inner-city 
populations,4 and among minority populations.5

IPV is associated with both mental and physical health 
problems. Population-based surveys have confirmed the 
association between IPV and depression and chronic health 
problems among both men and women victims.6 A 2001 study 
conducted among minority women in an inner-city hospital in 
New York City also found that women who had experienced 
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IPV in the prior year were significantly more likely to report 
alcohol and drug dependence.4 Other studies conducted in 
our ED setting with a similar population found higher rates of 
posttraumatic stress disorder, suicidal ideation, and depressive 
symptoms among women who were victims of IPV.7,8

These associations with IPV victimization and mental 
health problems, medical problems, and substance dependence 
highlight the fact that IPV exists within a complex web of 
social, cultural, relational, and personal factors.9 This provides 
an opportunity to understand how best to provide interventions 
and services for IPV victims and underscores the importance 
of mental, physical, social, and substance-related challenges 
facing them. 

In this study we endeavored to add to the existing research 
about IPV victims accessing the ED. We focused on African-
American women who access our ED, as this population is 
known to report a relatively high rate of IPV.10 We expanded 
this survey to include both mental health indicators and 
substance abuse screening and indicators of social and 
economic support. Our goal was to define the interconnections 
between these risk factors among at-risk patients in the ED, a 
step which could benefit and inform the development of ED-
based IPV prevention and victim-assistance programs.

We conducted a computer-based survey of African-
American female patients in our inner city ED to evaluate 
prevalence of current IPV in this population and to study the 
correlations between IPV victimization and alcohol, tobacco, 
and drug abuse, as well as depression and social support 
networks.

METHODS
We conducted a descriptive analysis of survey results 

obtained during the enrollment phase of a prospective, 
randomized longitudinal study, which evaluated the impact 
of patient-targeted educational brochures on patient-
initiated contacts with local support resources and patient 
implementation of harm-reduction measures. 

The study took place at an ED based in the only Level 
One trauma hospital of a large, southeastern U.S. city. The 
hospital is academically affiliated and staffed by faculty and 
residents from two local medical schools, and the ED sees 
approximately 105,000 patient visits each year. This study was 
reviewed and approved by the institutional review boards of 
our university and the hospital research oversight committee.

All African-American women seeking medical care in 
the ED who were in the waiting room between the ages of 
18-55 were eligible for participation in this study, regardless 
of chief complaint. Women were excluded if they did not 
speak English, if they were acutely intoxicated, critically ill, 
currently taking anti-psychotic medication, or if they were 
otherwise unable to stand for 15 minutes. 

Eligible patients were approached by research assistants 
(who were present in the ED Monday through Wednesday, 
12pm to 8pm) informed about the nature of the study and 

asked if they were willing to participate. Women who agreed 
then read and completed an informed consent form and were t 
taken to a private booth in the ED to complete the survey on a 
touch-screen computer. The survey was designed with a skip 
pattern, with the first question in each section inquiring about 
relationship status or substance use in the prior 12 months. If 
participants answered “no” to this initial question, the survey 
advanced to the next section.

The survey included questions from several previously 
validated instruments, including the Index of Spousal Abuse 
(ISA),11 the Tolerance, Worried, Eye openers, Amnesia, 
K(Cut) down survey (TWEAK, an alcohol-abuse survey),12 
Drug Abuse Screening Test (DAST),13 the Hooked on Nicotine 
Checklist (HONC),14 the Beck Depression Inventory (BDI),15 
as well as a brief questionnaire assessing participants’ self-
report of their general health, health behaviors, as well as 
economic and interpersonal resources.

The Index of Spousal Abuse is a 30-item scale designed to 
detect spousal abuse in women. There are two subscales, the 
ISA-P (measuring severity of physical abuse) and the ISA-NP 
(measuring severity of nonphysical abuse).16 Each question 
is answered on a Likert-type scale and scored on a scale of 
1-5 points each. The questions are phrased in the present 
tense and focus on detection of abuse at the time of survey 
administration. For the purposes of this study, any woman 
with an ISA-P score ≥ 10, or an ISA-NP score of ≥ 25 was 
considered to have a positive IPV screen.17

We used the TWEAK (Tolerance, Worried, Eye openers, 
Amnesia, K(C)ut down) scale for detecting alcohol abuse. 
This instrument, which consists of five questions, was 
developed by combining elements from both the MAST and 
CAGE questionnaires.18 The questions are all answered yes/
no, and the test is scored on a seven-point scale. In this study, 
a score of ≥ 2 was used to identify a positive screen.19,20

The Drug Abuse Screening Test (DAST) is a 
questionnaire consisting of yes/no answers. In this survey, 
we utilized the DAST-20, an abbreviated format shown to 
correlate nearly perfectly (r=0.99) with the longer 28-item 
survey.21 In this survey, we utilized a score of ≥ 6 to indicate a 
positive screening for drug dependence.

The Hooked on Nicotine Checklist (HONC) is a 10-
item tool initially developed to assess adolescents’ loss of 
autonomy over tobacco, and has since been validated for use 
in adults.22 In this yes/no questionnaire, we utilized a score of 
≥ 1 to indicate a positive screen. 

The Beck Depression Inventory, II (BDI- II) was used to 
assess the presence and severity of depressive symptoms.23 In 
this study, we used a BDI-II score of 20 or greater, consistent 
with moderate to severe depression, as a positive depression 
screen. Prior validation studies have established an overall 
classification rate of 88% using this cut point (sensitivity 71%, 
specificity 88%).24

The survey also included a series of questions about 
general health and well-being, including questions about 
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patients’ perceived state of health, family medical history, 
social and family situation, and health-related behaviors. 

We analyzed the survey data utilizing t-test and chi square 
analysis to determine the associations between IPV status and 
presence of mental health symptoms, alcohol or substance 
abuse, and general health assessment and social/family 
support. All usable data were included for participants who 
were unable to finish the survey.

RESULTS
A research assistant screened 1,250 women, of whom 

610 (49%) agreed to participate in this survey. Of these, 430 
women (69.9%) stated they had been in a relationship in the 
prior year and were queried about IPV. Of women who had 
been in a recent relationship, 85 (20%) screened positive for 
any type of IPV, with 55 women (12.9%) screening positive 
for both physical and non-physical IPV; 12 (2.7%) screened 
positive for isolated physical IPV, and 18 women (4.2%) 
screened positive for isolated non-physical violence.

There was no significant difference between IPV victims 
and women who did not report IPV with respect to marital 
status or chief complaint. The groups were significantly 
different with respect to education and age, with IPV victims 
less likely to have achieved an educational level of a high 

school graduate or beyond, and significantly older than 
women who were not victims of IPV (Table 1). Among 
women who screened negative for IPV, the mean age was 
36.6 years of age, with 241 women (70.9%) listing their 
marital status as “single.” Among this group, 138 (40.6%) had 
completed high school, and 137 (40.3%) had attended and/
or completed college. By chief complaint, 22 women without 
IPV (6.5%) presented for evaluation after an injury, which was 
not significantly different from the rate among women who 
were positive for IPV (7.1%) (Table 1).

Women who were IPV victims were at significantly higher 
risk of screening positive for tobacco dependence (Relative 
risk of positive HONC: 1.72 [95% CI: 1.2-2.5]), alcohol abuse 
(RR of positive TWEAK: 2.13 [95% CI: 1.5-3.1]), drug abuse 
(RR of positive DAST: 3.90 [95% CI: 2.8-5.5]), and depression 
(RR of positive BDI-II: 4.49 [95% CI: 3.1-6.3]) (Table 2).

Participants also responded to a general health 
questionnaire, which included questions about past medical 
history, individual preventive health practices, and social 
and financial resources. We found that IPV victims were 
significantly less likely to respond affirmatively to question 
about economic security, (RR 0.48 [95% CI: 0.31-0.76]), 
and were also significantly less likely to report current 
employment (RR 0.50 [95% CI: 0.33-0.75]). IPV victims were 
also significantly less likely to report daily social contact (RR 
0.38 [95% CI: 0.26-0.73]), the presence of a social support 
structure (RR 0.48 [95% CI: 0.32-0.71]), or friends/relatives 
who they could stay with in an emergency situation (RR 0.56 
[95% CI: 0.38-0.84]) (Table 3).

DISCUSSION
In this cross-sectional survey of African-American 

women presenting to an urban, inner-city hospital, we found 
that among women who had been in a relationship in the 

Table 1. Demographic characteristics by intimate partner violence 
screening.

IPV + 
(total: 
85 women)

IPV -
(total: 
340 women)

Age 39.6 years= 36.6 years= P=0.02
Marital Status P=0.39

Single 51 (60%) 241 (70.9%)
Separated 10 (11.8%) 28 (8.2%)

Divorced 12 (14.1%) 33 (9.7%)
Widowed 1 (1.2%) 5 (1.5%)

Married 11 (12.9%) 33 (9.7%)
Education P < 0.01

< 9th Grade 9 (10.6%)= 11 (3.2%)=

Some High School 21 (24.7%)= 54 (15.9%)=

High School 31 (36.5%)= 138 (40.6%)=

Some College 18 (21.2%)= 99 (29.1%)=

College 6 (7.1%)= 38 (11.2%)=

Chief Complaint P=0.43
Genitourinary 5 (5.9%) 21 (6.2%)

Injury 6 (7.1%) 22 (6.5%)
Medical 50 (58.8%) 210 (61.8%)
Physical 20 (23.5%) 69 (29.3%)

Unknown 1 (1.18%) 0

=, denotes P<0.05

Table 2. Rates of positive screens for substance dependency and 
depression by intimate partner violence victimization.

IPV + IPV - Relative Risk:
HONC +
(Tobacco
Dependent) 

48 
(56.5%)

135 
(39.7%)

P<0.01 RR: 1.72 
(1.2 - 2.5)

TWEAK +
(Alcohol
Dependent)

40 
(47.1%)

85 
(25.0%)

P<0.01 RR: 2.13
(1.5-3.1)

DAST +
(Drug
Dependent)

38 
(44.7%)

35 
(10.3%)

P<0.01 RR: 3.90 
(2.8 - 5.5)

BDI +
(Depression)

42 
(49.4%)

34 
(10.0%)

P<0.01 RR: 4.49 
(3.2 - 6.3)

HONC, Hooked on Nicotine Checklist; TWEAK, Tolerance, Wor-
ried, Eye Opener, Amnesia, (K)cut down; DAST, Drug Abuse 
Screening test; BDI, Beck’s Depression Inventory.
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prior year, 20% disclosed current IPV. This figure is mid-way 
between the point prevalence of IPV found in previous ED-
based studies (11.7% acute incidence among women seen in 
the ED for any complaint)25 and prior estimates of the annual 
prevalence (36%) of IPV in ED patients, found in a prior study 
by our group performed among the same population.26 

The differences in rates of IPV found in these different 
studies may be due to several factors. First, this study queried 
only women who reported being in a relationship in the 
prior year. Adding this limiter may skew results upward 
or downward, depending on women’s definitions of the 
relationships in their lives. It may be that women in our 
population are at risk of violent injury by people such as ex-
husbands, in addition to current boyfriends/husbands. These 
variations may also be related to differences between point 
prevalence of IPV versus annual prevalence, slight differences 
of test characteristics of different screening tools in these 
patient populations over time, or to changes over time in IPV 
rates or willingness to disclose among patients in different 
communities over time.

We found that IPV victims were likely to be slightly 
older than non-victims (mean age 39.6 vs. 36.6, p=0.02) and 
were significantly less likely to have completed high school 
and/or have some college education. Furthermore, we found 
that respondents who were victims of IPV were less likely to 
report access to financial resources such as a job or having 
“enough money to meet [their] needs.” We also found that IPV 
victims have a weaker social network and fewer sources of 
social support.

Identification of social isolation and economic distress 
among a population at risk for IPV is critical, given that 
both of these factors are known risk factors for IPV, as well 
as modifiers of women’s ability to remove themselves from 
abusive relationships.27,28 Furthermore, the strong correlation 

between IPV victimization and depression as well as alcohol 
and substance abuse highlight the importance of identifying 
and providing resources geared at depression and addiction in 
conjunction with support services for victims of IPV.29

LIMITATIONS
This study is limited by the use of a single study site, an 

inner-city academic ED located in a major southeastern U.S. 
city, as well as the focus on a single demographic group - 
African-American women. While the chosen study group may 
limit generalizability of our findings, it provides data about a 
population at high risk for IPV and underlines the importance 
of learning about substance abuse, depression, economic 
stressors, and social isolation among other populations in 
other medical and non-medical settings. 

An additional limitation is the use of a survey design 
with reliance on patient self-reported data. We addressed 
this limitation through the use of previously validated 
survey instruments, but the possibility of recall bias or social 
desirability bias impacting patient responses does remain. 

CONCLUSION
African-American females who experience IPV are at 

risk for tobacco dependence, alcohol and substance use, and 
depression. In addition, these women have less social support 
and economic stability. Future directions include extending 
this computer-based kiosk survey technology to other 
settings and to other patient populations. Additionally, these 
findings highlight the need for prevention and victim-support 
interventions that provide support for substance dependency 
and social isolation, in addition to IPV. To this end, future 
research might aim to evaluate the effectiveness of hospital-
based substance abuse programs among women who are 
victims of IPV, as well as mechanisms to encourage women 
with substance dependency and limited social support to leave 
abusive relationships. 
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