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Abstract

Purpose: It is unclear why rates of depression differ by race/ethnicity among young women. This study ex-
amines whether racial/ethnic differences in depressive symptoms are reduced by intimate partner violence
(IPV), traumatic events, and posttraumatic stress disorder (PTSD) symptoms among a clinical sample of low-
income women.
Methods: A cross-sectional sample of 2414 young African American, Hispanic, and white women completed a
survey that included questions about depression, PTSD symptoms, IPV, and trauma. Binary logistic regression
and Poisson regression determined whether reports of PTSD symptoms, IPV, and trauma among white, African
American, and Hispanic women affected the differences in depression found in these groups.
Results: Twenty-four percent reported a level of depressive symptoms that warranted further evaluation for
major depressive disorders. White women had elevated levels of depressive symptoms and were more likely to
report ‡ 4 symptoms. White women also reported higher rates of PTSD symptoms, IPV, and traumatic events
than African American or Hispanic women. Differences in the likelihood of reporting ‡ 4 depressive symptoms
by race/ethnicity were reduced after controlling for PTSD symptoms and trauma. PTSD symptoms attenuated
the differences in the count of depressive symptoms between white and African American women. After
controlling for PTSD symptoms, trauma attenuated the difference in the count of depressive symptoms between
Hispanic and white women.
Conclusions: Elevated levels of trauma and PTSD symptoms among white women compared to African American
or Hispanic women may play a role in observed racial/ethnic differences in depressive symptoms.

Introduction

Women face a high risk of depression compared to
men and are at particularly high risk during their re-

productive years.1,2 Variations in depression among different
racial/ethnic groups have been documented, but it is not clear
which racial/ethnic groups are more likely to experience de-
pression because conclusions vary among studies. Some
studies have observed that Mexican Americans and African
Americans have a higher level of depressive symptoms than
whites, particularly among females.3–5 Other researchers,
however, have shown that whites have higher rates of de-
pression than African Americans or Hispanics.6,7 According
to one national study, white men and women in the United
States have a lower rate of current depression but have the
highest rate of ever receiving a diagnosis of depression.8 It is

unlikely that biologic differences are to blame for racial/eth-
nic differences in rates of depression, as race and ethnicity are
more of a social construct than a result of genetic variation.9,10

More research needs to focus on factors that affect racial/
ethnic disparities in depression among young women from
low-income backgrounds, as these women have an increased
risk of experiencing events that may affect the development of
depression.

González et al.3 found that Mexican Americans and Af-
rican Americans have a higher risk of chronic major de-
pression, but both groups are less likely than whites to report
receiving care for depression, even after reporting severe
depressive symptoms. Another national study indicates that
white men and women in the United States have a lower rate
of current depression but have the highest rate of ever re-
ceiving a diagnosis of depression.8 Other research has shown
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that African Americans or Hispanics have a decreased like-
lihood of reporting lifetime depression compared to whites
or that depressive symptoms do not vary significantly by
race/ ethnicity.6,7,11 Reasons for these variations may be
many, such as differences in measurement of depression
between studies, levels of medication or mental health care
within the population being studied, and differences in life
circumstances.

Explanations for racial/ethnic variations in depression
among women, such as life circumstances, should be eval-
uated to determine their role in racial/ethnic variations
in depression. Some life circumstances, such as intimate
partner violence (IPV), traumatic events, and the develop-
ment of posttraumatic stress disorder (PTSD), may be par-
ticularly important contributors to depressive symptoms
among young low-income women from diverse racial/
ethnic backgrounds.12,13 As life circumstances vary across
racial/ethnic groups because of the differences in environ-
ment and resources within each group, they are likely to
contribute to variations in depression by race/ethnicity
among young women across different studies.14–16

Life circumstances are especially important to consider as
factors in racial/ethnic differences in depression, which is
found among young females. Although IPV is associated with
many health issues among women, its most common mani-
festations are PTSD and depression.17 In addition to the
traumatic effects of IPV, there are more general types of
trauma that occur commonly among women and are likely to
contribute to depression. In a nationally representative sam-
ple of women, 69% reported experiencing at least one type of
trauma during their lifetime, including rape, sexual assault,
physical assault, homicide of family or close friend, crime
victimization, or other noncrime trauma.18 These high rates
of traumatic events among women are of concern, as they
contribute to women’s mental health issues, such as depres-
sion.12,19–21 In addition to depression, traumatic events can
have other serious consequences for women’s mental health,
including PTSD. PTSD can cause women to withdraw from
their normal daily activities and support systems and increase
hypervigilance, which may impact health and well-being and
is a condition that is often a comorbidity of depression.22–24

The prevalence of trauma, IPV, and PTSD may vary be-
tween communities, and these three life circumstances are
associated with depressive symptoms.13,25,26 That these cir-
cumstances have a variable prevalence in different racial/
ethnic groups of women or are more likely to cause de-
pression among a particular group of women could explain
differences in depression by racial/ethnic group. Further,
clustering of violence and other factors that are associated
with trauma, IPV, and PTSD symptoms among different
regions or communities could explain why results have been
inconsistent across different studies.

It is important to consider whether trauma, IPV, and PTSD
contribute to differences in risk of developing depression
among young low-income women. These life circumstances
are prevalent among low-income women and may contribute
to racial/ethnic variations in depression.14,16 This study ad-
dresses whether differences in the likelihood of reporting a
high number of depressive symptoms among young women
of different racial/ethnic backgrounds are attributable to
traumatic events, IPV, or PTSD symptoms. This study also
investigates if IPV, traumatic events, and PTSD symptoms

reduce the difference in the level of depressive symptoms in
young African American, Hispanic, and white women.

Materials and Methods

Participants and procedure

A survey developed to measure health behaviors was
administered to 3181 females, aged 16–24 years, who visited
one of the five publicly funded family planning clinics that
were included in the study in South Texas between August
2008 and July 2010. The clinics were all located in urban areas,
but women may have traveled from rural locations to ac-
cess the facilities. Each respondent who completed the self-
administered survey, which was available in both English
and Spanish, was compensated $5 for her time. A respondent
could take the survey only one time. The survey was ap-
proved by the Institutional Review Board (IRB) of the Uni-
versity of Texas Medical Branch, Galveston, TX.

Race was self-reported as Hispanic, African American, or
white. Women of Asian, American Indian/Alaskan Native, or
Native Hawaiian or other Pacific Islander were excluded be-
cause not enough women indicated they were of these ethnic
backgrounds to make a meaningful comparison. In addition,
women who participated before the Beck Depression In-
ventory for Primary Care (BDI-PC) was added to the survey
were excluded from this study. After applying the exclusion
criteria, 2414 of the original 3181 participants were included
in the study. Forty-three percent were Hispanic (n = 1042), 27%
were African American (n = 649), and 30% were white (n = 723).
Over half of Hispanic women were born in the United States
(52.5%). Of the Hispanic women not born in the United States,
90% were born in Mexico, 4.4% were born in Honduras, 3.2%
were born in El Salvador, and the remaining 2.2% of foreign-
born Hispanics were from Nicaragua, Guatemala, Puerto Rico,
Uruguay, and Peru or were born in an unknown location. Of
the 2414 women, 319 (13.2%) took the survey in Spanish.

Measures

Depressive symptoms. Depressive symptoms experi-
enced in the past 2 weeks were reported by the respondents
on the BDI-PC. The BDI-PC consists of seven items reflecting
cognitive and affective symptoms, with the score for each item
ranging from 0 to 3 and total possible scores ranging between
0 (no depression) and 21 (the highest level of depression). The
BDI-PC is often used by primary care physicians to screen for
depression among their patients. This measure had a good
internal consistency and good sensitivity and specificity for
diagnosing patients at risk of major depressive disorders
(MDD) in other studies and was moderately correlated with
the Hospital Anxiety and Depression Scale.27,28 For this
study, internal consistency reliability was good (Cronbach’s
alpha = 0.86) for the BDI-PC and was similar to the internal
consistency of 0.85 found in another study.27

For the first part of the analyses, respondents with a score
of ‡ 4 were considered at risk of depression, and respondents
with < 4 symptoms were considered not at risk. A cutoff of 4
was determined to have the best combined sensitivity (97%)
and specificity (99%) for identifying patients with and with-
out MDD in an examination of the measure’s properties in
another study.28 The cutoff value of 4 was also found to yield
the highest sensitivity (91%) and specificity (91%) among
adolescents between the ages of 12 and 17 years.29 Racial/
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ethnic differences in symptoms listed on the BDI-PC were not
significant in other studies, although small sample sizes in
those studies may not have been adequate to fully capture
differences.28,29 In a Spanish-speaking sample, sensitivity
was 82% and specificity was 72%.30 For this study, a dummy
variable was created for analysis using binary logistic re-
gression and respondents who scored ‡ 4 on the BDI-PC were
assigned a 1, and respondents who scored < 4 were assigned
a 0. To examine differences in level of depressive symptoms,
BDI-PC score was included in the second set of analyses as a
continuous variable in case a score of ‡ 4 did not indicate
referral for depression in this sample and to assess whether
the results are similar between the two analyses.

Trauma. The trauma questions in this survey were
adapted from a questionnaire that was designed to measure
life experiences of military personnel and veterans before
deployment.31 This questionnaire was adapted by using only
the portion of the questionnaire that asked about exposure to
traumatic events that occurred before deployment. In addi-
tion, all references to deployment were removed from the
survey. The revised questionnaire consisted of a series of
14 yes/no questions about whether the respondents had ever
experienced one of the following traumas during their life-
time: (1) natural disaster, (2) combat or war zone, (3) someone
close to them in combat or war zone, (4) mental illness or life-
threatening illness of someone close to them, (5) parent with
substance abuse issues, (6) death of someone close to them, (7)
divorced or been left by a partner, (8) robbed, (9) losing their
job, (10) emotional mistreatment, (11) physical fighting be-
tween caregivers, (12) physical punishment by parent or
caregiver, (13) physically injured by another person, or (14)
unwanted sexual activity. There were two items that asked
women who reported that they were physically injured by
another person or who experienced unwanted sexual activity
if they had experienced those events as children. The re-
sponses to these two questions were not used in this
study because they were asked only of a subsection of the
women and not all the women. A count of all positive re-
sponses was used to create a trauma variable. The trauma
measure exhibited moderate internal consistency (Cronbach’s
alpha = 0.77), which could be expected, as this measure cap-
tured a general count of traumatic experiences and was not
intended to measure any underlying construct.

Intimate partner violence. The four questions about IPV
were developed as a brief measure for use in research studies.
It was adapted from other violence screeners in the literature
and included whether a respondent’s partner (1) yelled at her
or called her names, (2) injured her through physical force, (3)
forced her to have sex, or (4) if respondent lost conscious-
ness or visited a doctor because of a fight with their partner.
Women who currently had a partner recorded how many
times these incidents occurred in the past year using the fol-
lowing choices: this never happened or happened 1 time, 2
times, 3–5 times, 6–10 times, 11–20 times, and 20 + times. Each
answer was assigned a score of 0, 1, 2, 4, 8, 15, and 25, re-
spectively. Women who reported that they did not currently
have a partner were not required to answer the IPV questions.
The scores were summed for a total possible score between 0
and 100. The items for IPV in this survey do not represent an
exhaustive list of all types of IPV but include items that may be

more traumatic in nature. The internal consistency of this
measure was low (Cronbach’s alpha = 0.59), but the IPV ques-
tions were meant to be a general indicator of IPV that may have
occurred in a relationship during the past year.

PTSD symptoms. PTSD symptoms were measured using
a modified subscale from the Psychiatric Diagnostic Screening
Questionnaire (PDSQ), which was developed to screen for
symptoms of Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-IV) axis I disorders. The original version of the
PDSQ subscale was intended to screen for PTSD symptoms,
with a sensitivity of 92% and good reliability and validity.32–34

The PTSD measure in this study included seven items that
had a yes/no response, with a possible score ranging between
0 and 7. The version of the PDSQ subscale used in this survey
has not been validated and is not intended to diagnose PTSD
but to count some symptoms that are part of the PTSD diag-
nosis. If respondents answered that they had experienced a
traumatic event, they were prompted to answer questions
about symptoms from criteria B and C. Symptoms of criterion
B in this study deal with reexperience of the trauma through
thoughts, dreams, or feelings. Questions for criterion C reflect
avoidance of stimuli associated with trauma, such as avoiding
thoughts or activities or experiencing feelings of detachment.
For this study, PTSD symptoms were included in the analyses
so that the effects of IPV and trauma could be evaluated after
controlling for the PTSD symptoms. These seven items had a
good internal consistency (Cronbach’s alpha = 0.90).

Demographic variables. Other variables included in this
study are marital status, education, employment status, and
household income. Marital status had four possible cate-
gories: married, single, separated (including divorced and
widowed), and living with partner. Education had three
categories: currently enrolled or not graduated from high
school, high school completed or GED earned, and some
college or more. Employment status had four categories: not
employed, employed part-time (1–30 hours of work each
week), employed full time (worked 31–40 hours each week),
and overtime (worked 41 or more hours each week). Income
was categorized as household income of < $15,000, between
$15,000 and $29 999, > $30 000, and missing. The missing
category was necessary because a high proportion of Hispanic
women did not report a household income.

Statistical analyses

SAS version 9.2 software of the SAS System for Windows
XP was used to conduct all data analyses. Descriptive data
comparisons were made using chi-square statistics. An anal-
ysis of variance (ANOVA) was used to compare the mean
trauma scores among African American, Hispanic, and white
women. ANOVA was used to determine if there were racial/
ethnic differences in the scores for each item on the depression
questionnaire. Binary logistic regression was used to calculate
the odds of having more > 4 depressive symptoms, as mea-
sured by the BDI-PC. Poisson regression within the GEN-
MOD procedure was used to calculate the estimated Poisson
regression coefficient for the log of the expected count of de-
pressive symptoms, using the Pearson chi-square parameter
to account for overdispersion in the data. Poisson regression
was used because the datum for depression was a count of
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symptom severity that occurred in the past 2 weeks. The
distribution of the count of BDI-PC items was characteristic
of a Poisson distribution, where most respondents reported
no depressive symptoms and few reported a high score.
Relative risks (RR) were estimated from Poisson coefficients to
improve interpretability.

Results

Descriptive statistics

Chi-square analyses indicated that there were significant
differences in marital status ( p < 0.001), household income
( p < 0.001), education ( p < 0.001), work status ( p < 0.001), de-
pressive symptoms ( p < 0.01), and PTSD symptoms (p < 0.01)
in young women of different racial/ethnic groups (Table 1.)
More African American women reported that they were sin-
gle, and more Hispanics reported that they lived with a
partner or were married. More African Americans reported
a household income < $15,000, a higher proportion of white
women reported a household income > $29,999, and a high
proportion of Hispanic women did not report their income.
A higher proportion of Hispanic women reported that they
had not yet graduated from high school or had a high school
diploma, whereas African American and white women re-
ported similar rates of college attendance. A higher propor-
tion of Hispanics were not working, and more white women
worked full-time or overtime. A higher proportion of white

women reported having experienced IPV, PTSD symptoms,
or ‡ 4 symptoms of depression than did Hispanic or African
American women.

The types of trauma reported by women of different racial/
ethnic groups varied (Table 2). In general, a greater propor-
tion of white women experienced each of the trauma types
except direct combat. There were some differences observed
between African American and Hispanic women. A higher
proportion of African American women reported experienc-
ing a natural disaster, death of someone close to them, and
job loss or had been punished physically. Overall, ANOVA
comparisons revealed that Hispanic women reported 0.60
fewer traumatic events than white women ( p < 0.05). African
American women reported 1.4 fewer traumatic events than
white women ( p < 0.05).

Symptoms of depression also varied somewhat by racial/
ethnic groups. ANOVA revealed differences in the scores
for four questions on the BDI-PC by race/ethnicity among
women who reported ‡ 1 symptoms of depression. Differences
were observed; African Americans reported a higher score
for sadness (F = 5.75, p = 0.002) than white or Hispanic women,
white women and Hispanic women reported higher scores for
self-failure (F = 7.83, p < 0.001) than African American women,
white women reported higher scores for self-dislike (F = 10.59,
p < 0.001) than both African Americans and Hispanics, and
white women reported higher scores for self-criticism (F = 3.15,
p = 0.04) than African Americans.

Table 1. Descriptive Characteristics of Respondents (n = 2414)

Total African American Hispanic White
n (%) n (%) n (%) n (%) DF Chi-square p value

Race/ethnicity 649 (26.9) 1042 (43.2) 723 (29.9)
Marital status

Single 1469 (61.2) 541 (84.0) 472 (45.4) 456 (63.6)
Living together 487 (20.3) 59 (9.2) 288 (27.7) 140 (19.5)
Married 329 (13.7) 28 (4.3) 218 (21.0) 83 (11.6)
Separated/ widowed/divorced 115 (4.8) 16 (2.5) 61 (5.9) 38 (5.3) 6 259.09 < 0.001

Household income
< $15,000 1253 (51.9) 392 (60.4) 520 (49.9) 341 (47.1)
$15,000–$29,999 573 (23.7) 129 (19.9) 257 (24.7) 124 (11.9)
> $29,999 330 (13.7) 71 (10.9) 124 (11.9) 135 (18.7)
Missing 258 (10.7) 57 (8.8) 141 (13.5) 60 (8.3) 6 51.9 < 0.001

Education
< High school 899 (37.7) 211 (32.5) 451 (44.6) 237 (32.8)
High school 774 (32.5) 210 (32.4) 338 (33.4) 226 (31.3)
College 710 (29.8) 228 (35.1) 223 (22.0) 259 (35.9) 4 58.0 < 0.001

Work status
None 1311 (54.5) 329 (50.8) 636 (61.5) 346 (47.9)
Part-time 538 (22.4) 161 (24.9) 191 (18.4) 186 (25.8)
Full-time 453 (18.8) 128 (19.8) 171 (16.5) 154 (21.3)
Overtime 102 (4.3) 29 (4.5) 37 (3.6) 36 (5.0) 6 36.85 < 0.001

Intimate partner violence
Reported no incidents 1315 (67.9) 329 (70.0) 599 (68.9) 387 (64.7)
Reported ‡ 1 incidents 622 (32.1) 141 (30.0) 270 (31.1) 211 (35.3) 2 4.15 0.13

PTSD symptoms
0 1891 (78.8) 536 (82.8) 844 (81.5) 511 (71.3)
‡ 1 509 (21.2) 111 (17.2) 192 (18.5) 206 (28.7) 2 35.08 < 0.001

Depression status
< 4 symptoms 1836 (76.1) 506 (78.0) 814 (78.1) 516 (71.4)
‡ 4 symptoms 578 (23.9) 143 (22.0) 228 (21.9) 207 (28.6) 2 12.46 0.002

DF, degrees of freedom; PTSD, posttraumatic stress disorder.
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Depression

Almost one fourth (23.9%) of women reported a score of ‡ 4
on the BDI-PC. Logistic regression was used to compare the
difference in likelihood of women who reported ‡ 4 symp-
toms of depression to women who reported < 4 symptoms
of depression. For these analyses, four models were used to
describe the associations. The first model controlled for de-
mographics and economic variables, the second model added
PTSD symptoms, the third model added IPV, and the fourth
model included variables from the second model and added
traumatic events. African American women were 29.2% (95%
confidence interval [CI] 8.6%-45.1%) less likely to report ‡ 4
symptoms of depression (Table 3) than white women. In
model 2, however, PTSD symptoms reduced the difference
in risk for depression between the groups, and the differences
in the likelihood of reporting ‡ 4 symptoms of depression
were no longer statistically significantly.

Hispanics were 32.2% (95% CI 14.6%-46.2%) less likely to
report ‡ 4 symptoms of depression than white women in
model 1. After PTSD symptoms were controlled for, Hispanic
women were 26.4% (95% CI 6.2%-42.2%) less likely than white
women to report ‡ 4 depressive symptoms. Hispanic women
were still 25.5% (95% CI 2.3%-43.2%) less likely than white
women to report ‡ 4 depressive symptoms after IPV and
PTSD symptoms were controlled for in model 3. When the
total reported traumas were included in model 4, the differ-
ence in likelihood of having ‡ 4 depressive symptoms be-
tween Hispanic and white women was no longer significant.

BDI count of depressive symptoms

Poisson regression with adjustment for Pearson over-
dispersion revealed that African American ( p < 0.05) and
Hispanic women ( p < 0.01) reported a lower risk of an in-
creased count of depressive symptoms than white women
in model 1 (Table 4) after controlling for age, marital status,
household income, education, and work status. PTSD re-
duced the association between race and depressive symptoms
in model 2, reducing the difference in risk of increased de-
pressive symptoms between African American and white
women ( p > 0.05), and the difference in risk between Hispanic

and white women was reduced ( p < 0.05) but not completely
eliminated. IPV was included in model 3, but the difference in
risk of reporting increased depressive symptoms between
Hispanic and white women remained significant ( p < 0.05).
The fourth model included the sum of 14 traumatic events in
the analysis. Trauma reduced the risk of reporting increased
depressive symptoms between Hispanic women and white
women ( p > 0.05), so that the difference between these groups
was no longer significant.

Discussion

There are inconsistencies in the literature that examines the
differences in depression by race/ethnicity, with no racial or
ethnic groups showing a consistent advantage across studies.
Although this study cannot establish in a larger population
whether any particular racial/ethnic group of women has a
higher risk for depression, it does show that in a clinical
sample of young women from low-income households,
racial/ethnic differences in the level of depressive symptoms
exist and that life circumstances, such as trauma and PTSD
symptoms, may contribute to these differences. This research
also illustrates that depression among young women is
complicated and there may be nonbiologic factors that affect
racial/ethnic differences in depressive symptoms. It may
not be adequate to assess only depression, especially among
women, in a clinical setting. Other risk factors, such as trauma,
IPV, and PTSD, should also be assessed when determining
whether to refer the patient for mental healthcare. Assessing
all these variables can help healthcare providers better un-
derstand their patients’ mental health needs and devise better
treatment modalities.

The overall rate of depression in this study was comparable
to that in other studies; 24% of the women in this sample had
‡ 4 depressive symptoms, which is consistent with the 20%–
25% of young women in other clinical and community-based
surveys who reported moderate to severe depression.11,35 In
this study, a higher proportion of white women reported ‡ 4
depressive symptoms, at 29%, compared to 23% of Hispanic
and 22% of African American women. This finding is in
agreement with a nationally representative study of Hispanic
and African American men and women who demonstrated

Table 2. Chi-Square Analysis Describing Trauma Types by Race/Ethnicity (n = 2414)

Total Black Hispanic White
Trauma type n (%) n (%) n (%) n (%) DF Chi-square p value

Experienced natural disaster 1213 (50.5) 341 (52.7) 450 (43.6) 422 (58.5) 2 39.7 < 0.001
Directly experienced combat 31 (1.3) 11 (1.7) 10 (1.0) 10 (1.4) 2 1.7 0.43
Close to someone in combat 323 (10.1) 65 (10.1) 105 (10.2) 153 (21.3) 2 53.4 < 0.001
Close to someone with mental or

physical illness
567 (23.6) 121 (18.7) 174 (16.9) 272 (37.7) 2 114.0 < 0.001

Parent abused drugs or alcohol 744 (30.9) 168 (26.0) 250 (24.1) 326 (45.2) 2 98.1 < 0.001
Death of someone close 1500 (62.5) 428 (66.5) 531 (51.4) 541 (74.9) 2 106.2 < 0.001
Divorced or left by partner 575 (23.9) 123 (19.0) 213 (20.6) 239 (33.2) 2 48.42 < 0.001
Burglarized 418 (17.4) 106 (16.4) 160 (15.4) 152 (21.1) 2 10.0 0.007
Lost job 621 (25.9) 186 (28.8) 186 (18.1) 249 (34.5) 2 63.7 < 0.001
Emotional mistreatment 824 (34.3) 214 (33.1) 292 (28.2) 318 (44.0) 2 47.8 < 0.001
Parents physically fought 751 (31.3) 194 (30.1) 254 (24.6) 303 (42.0) 2 60.3 < 0.001
Punished physically 490 (20.5) 134 (20.8) 128 (12.4) 228 (31.7) 2 96.4 < 0.001
Injured by another person 543 (22.7) 133 (20.7) 196 (19.1) 214 (29.7) 2 29.2 < 0.001
Unwanted sexual activity 362 (15.53) 84 (13.5) 123 (12.2) 155 (22.1) 2 33.3 < 0.001
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a lower risk of psychiatric disorders than white women.6,7

However, one other study that used a longer version of the
BDI-PC, the Beck Depression Inventory (BDI), among women
in a similar study to detect depressive symptoms did not find
significant differences in depression by race/ethnicity.11

We observed increased reports of IPV, trauma, and PTSD
symptoms among white women compared to Hispanic and
African American women. This finding is consistent with a
study that was also conducted in a clinical setting, where
white and African American women had elevated levels of
IPV.36 Our results for IPV however, are in contrast to the
findings from the Behavioral Risk Factor Surveillance Study
(BRFSS), which found that IPV did not vary by race after
accounting for age, marital status, and income.37 Our results
also could have been affected by the high proportion of
women who reported that they did not have a partner and did
not respond to the IPV questions. Those women may have
experienced IPV in the past, which could have affected their
level of depressive symptoms at the time of the survey, as
it has been found that IPV contributes to higher levels of
depressive symptoms across time.38

In the trauma literature, violent trauma has been shown to
be more common among minorities than nonminorities.39,40

There was some evidence to the contrary, also. A nationally
representative study found that African American and His-

panic men and women were at lower risk of experiencing
most types of trauma compared to whites, with the exception
of child maltreatment and assaultive violence.41 Compared
to white females, African Americans were similar in trauma
exposure and PTSD development in a study of female veter-
ans who visited a primary care facility, with the exception of
increased exposure to physical assault and sexual abuse in
childhood among white women.42

In our study, the presence of PTSD symptoms reduced the
difference in depressive symptoms between white and Afri-
can American women, and trauma reduced the differences
in depressive symptoms between Hispanic and white women
after controlling for PTSD symptoms. IPV did not signifi-
cantly affect the differences in depressive symptoms between
racial/ethnic groups. There is abundant research that docu-
ments the short-term and long-term effects of IPV, trauma,
and PTSD on depression among many diverse groups of men
and women. However, this study directly examined whether
PTSD symptoms, IPV, and trauma affected racial/ethnic dif-
ferences in depression in a clinical sample. This is important
information because it indicates that there is a high prevalence
of depression in the communities where women are accessing
publicly funded reproductive healthcare and that elevated
levels of depressive symptoms among white women in these
communities may be due to higher levels of traumatic events,

Table 3. Binary Logistic Regression of Effect of Posttraumatic Stress Disorder Symptoms,

Intimate Partner Violence, and Lifetime Trauma on Association Between Race/Ethnicity

and At-Risk for Depression Status ( ‡ 4 Symptoms) Among Young Women (n = 2414)

Model 1 Model 2 Model 3 Model 4
Demographics OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Agea 0.965 (0.921-1.011) 0.976 (0.930-1.025) 0.985 (0.934-1.040) 0.970 (0.923-1.020)
Race/ethnicity

African Americanb 0.708 (0.549-0.914) 0.798 (0.611-1.042) 0.855 (0.628-1.166) 0.968 (0.734-1.275)
Hispanicb 0.678 (0.538-0.854) 0.736 (0.578-0.938) 0.745 (0.568-0.977) 0.963 (0.747-1.241)

Marital status
Singlec 1.202 (0.860-1.679) 1.110 (0.785-1.570) 1.072 (0.743-1.547) 1.014 (0.714-1.439)
Living togetherc 1.450 (1.017-2.069) 1.370 (0.947-1.982) 1.379 (0.946-2.010) 1.269 (0.873-1.844)
Separated/widowed/divorcedc 2.965 (1.844-4.767) 2.645 (1.617-4.328) 2.198 (1.234-3.916) 2.043 (1.234-3.381)

Household income
< $15,000d 1.029 (0.739-1.434) 0.946 (0.670-1.336) 1.233 (0.858-1.772) 1.080 (0.789-1.479)
$15,000-$29,999d 1.174 (0.871-1.581) 1.076 (0.789-1.466) 1.122 (0.752-1.675) 0.931 (0.656-1.320)
Missingd 1.094 (0.734-1.632) 1.152 (0.762-1.740) 1.092 (0.667-1.790) 1.236 (0.814-1.878)

Education
< High schoole 1.205 (0.913-1.590) 1.261 (0.945-1.683) 1.263 (0.917-1.738) 1.370 (1.020-1.840)
High schoole 0.983 (0.762-1.269) 0.958 (0.734-1.251) 0.926 (0.686-1.250) 1.015 (0.775-1.331)

Work status
Nonef 1.158 (0.881-1.523) 1.152 (0.866-1.533) 1.200 (0.869-1.658) 1.153 (0.864-1.537)
Part-timef 0.951 (0.696-1.298) 1.034 (0.747-1.430) 1.020 (0.704-1.478) 1.050 (0.756-1.458)
Overtimef 1.889 (1.163-3.067) 1.803 (1.087-2.991) 1.934 (1.098-3.407) 1.752 (1.044-2.941)

PTSD
PTSD symptomsa 1.333 (1.273-1.396) 1.267 (1.201-1.337) 1.222 (1.162-1.286)

IPV
Violence from partnera 1.038 (1.025-1.051)

Trauma event
Combined traumasa 1.174 (1.130-1.221)

aIncluded in model as continuous variable.
bWhite women as comparison category.
cMarried women as comparison category.
dHousehold income > $29,999 as comparison category.
eCollege as comparison category.
fWork 35–40 hours/week (full-time) as comparison category.
CI, confidence interval; IPV, intimate partner violence; OR, odds ratio.
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IPV, and PTSD symptoms. It is unclear why white women in
our study reported more trauma, IPV, and PTSD symptoms
than African American or Hispanics women. The way that
trauma, IPV, and PTSD were measured may have been the
source of some differences. It is possible, however, that com-
munity characteristics play a role, or there may be other fac-
tors that prevent depressed African American and Hispanic
women from using the services of the clinics where the
questionnaire was administered.

Although the methodologies to measure IPV, PTSD, and
trauma varied and likely contributed to differences between
studies, these differences could also indicate that life circum-
stances occur in clusters. These clusters may be especially
apparent when measured at the community level and could
be influenced by cultural, socioeconomic, or educational fac-
tors. It is known that economic vulnerability, community
character, and levels of education may affect IPV, child abuse,
and homicide within a community.14–16 These circumstances
may then contribute to increased mental health issues within
at-risk communities, including PTSD and depression.

Some symptoms that were measured by the BDI-PC dif-
fered among white, African American, and Hispanic women.
White women reported greater dislike for themselves and

higher self-criticism than women from other racial/ethnic
backgrounds, results that are similar to those of another
study that found that white adolescent females with MDD
report more feelings of worthlessness than other adoles-
cents with MDD.5 It is possible that a traumatic past and
PTSD symptoms may be more likely to cause white women to
feel higher levels of dislike for themselves and more self-
criticism, which could help to explain why PTSD symptoms
and trauma reduced racial/ethnic differences in depressive
symptoms among white, African American, and Hispanic
women.

This study has some limitations. This sample is not gener-
ally representative of a population of young low-income
women and cannot determine causality as a cross-sectional
study. However, it does offer insight into some possible
reasons for racial/ethnic differences in depression among
women as well as direction for future studies. Further,
this study used a PTSD measure that could not diagnose
PTSD and did not include symptoms for criterion D or
symptoms of hyper-arousal as required for diagnosis of
PTSD by the DSM IV. However, it offers insights into
whether PTSD symptoms account for some differences in
depressive symptoms among young, low-income African

Table 4. Poisson Regression Modeling the Effects of Posttraumatic Stress Disorder Symptoms, IPV,
and Trauma Events on the Association between Race/Ethnicity

and Beck Depression Inventory Depressive Symptoms (n = 2414)

Model 1 Model 2 Model 3 Model 4

Demographics RR 95% CI RR 95% CI RR 95% CI RR 95% CI

Agea 0.997 (0.967-1.027) 1.010 (0.979-1.037) 1.016 (0.984-1.048) 1.003 (0.975-1.032)
Race/ethnicity

Blackb 0.837 (0.715-0.980) 0.922 (0.793-1.071) 0.954 (0.802-1.137) 1.035 (0.888-1.206)
Hispanicb 0.797 (0.690-0.920) 0.864 (0.753-0.991) 0.831 (0.716-0.964) 1.018 (0.882-1.175)

Marital status
Singlec 1.150 (0.928-1.425) 1.083 (0.880-1.332) 1.045 (0.846-1.292) 1.015 (0.828-1.243)
Living togetherc 1.340 (1.071-1.675) 1.289 (1.037-1.602) 1.281 (1.033-1.589) 1.216 (0.980-1.509)
Seperated/widowed/

divorcedc
2.096 (1.587-2.769) 1.873 (1.424-2.465) 1.693 (1.237-2.316) 1.551 (1.180-2.038)

Household income
< $15,000d 1.177 (0.979-1.415) 1.084 (0.912-1.288) 1.192 (0.979-1.450) 1.072 (0.904-1.274)
$15,000–$29,999d 1.086 (0.886-1.332) 1.020 (0.840-1.239) 1.135 (0.914-1.410) 1.003 (0.828-1.215)
Missingd 1.022 (0.793-1.317) 1.041 (0.816-1.329) 1.046 (0.791-1.384) 1.086 (0.851-1.385)

Education
< High schoole 1.112 (0.940-1.316) 1.152 (0.987-1.346) 1.131 (0.955-1.339) 1.195 (1.024-1.394)
High schoole 0.963 (0.820-1.131) 0.952 (0.818-1.109) 0.949 (0.803-1.122) 0.986 (0.849-1.146)

Work status
Nonef 1.394 (1.055-1.841) 1.129 (0.935-1.364) 1.376 (1.037-1.826) 1.256 (0.959-1.645)
Part-timef 1.067 (0.876-1.300) 1.322 (1.008-1.733) 1.152 (0.931-1.426) 1.121 (0.930-1.352)
Overtime ( > 40 hours)f 1.239 (1.046-1.468) 1.226 (1.048-1.435) 1.303 (1.091-1.555) 1.209 (1.037-1.410)

PTSD
PTSD symptomsa 1.193 (1.167-1.219) 1.160 (1.130-1.191) 1.126 (1.097-1.56)

IPV
Violence from partnera 1.014 (1.009-1.020)

Trauma event
Combined traumasa 1.100 (1.077-1.123)

aIncluded in model as continuous variable.
bWhite women as comparison category.
cMarried women as comparison category.
dHousehold income > $29,999 as comparison category.
eCollege as comparison category.
fWork 35–40 hours/ week (full-time) as comparison category.
RR, relative risk.
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American, Hispanic, and white women in a diverse clinical
sample.

The questions that were included in the trauma ques-
tionnaire and the IPV questionnaire may have introduced
bias into the study. The trauma questionnaire was developed
for a military population, and the changes that were made
may have lowered the validity of the measure in our popu-
lation. Further, the IPV measure was limited to women who
had been in a relationship in the past year and has not been
validated.

It must also be noted that events after Hurricane Ike in the
communities assessed in this study could have influenced the
outcomes. The BDI-PC was administered during a period of
economic recession after Hurricane Ike, an event the affected
many of the communities where the clinics were located. It
is possible that employed white women were disproportion-
ately affected by Ike and visited the clinics after losing em-
ployment, when related depression and memories of the
traumatic experience would be at their peak. More white
women reported that they had lost a job, and this could have
been as a result of the poor economic conditions in their
communities after the devastation of Hurricane Ike.

Another possible reason for the differences in the focal
variables in this study is that low-income African American
and Hispanic women who experience trauma and PTSD-
related depression may not use publicly funded family
planning clinics at the same rate as white women. If so, these
results may have important implications for the communities
where the clinics are located. Depression increases the like-
lihood of becoming pregnant at a younger age, having a
poor birth outcome, and contracting a sexually transmitted
infection; therefore, depression is relevant to reproductive
healthcare.43 To reduce disparities in reproductive and
mental healthcare in these communities, mental health pro-
grams may need to target these populations. In addition, this
study shows that routine screening for depression, trauma,
IPV, and PTSD would be a positive addition to family
planning clinics that focus on providing reproductive health
services to low-income women.

Conclusions

This study suggests that PTSD and trauma may affect ra-
cial/ethnic variations in depressive symptoms in a clinical
sample of young women from low-income households.
Clinicians, especially those serving women from low-income
households, should be aware of the high rates of women who
are at risk of depression among their patients and that these
high rates may be influenced by trauma, PTSD, and IPV.
Future research should consider including IPV, PTSD, and
evaluations of traumatic events when assessing whether there
are racial/ethnic differences in depression among women.
Future research using longitudinal data from a nationally
representative data source would help to establish temporal
relationships and to determine if IPV, PTSD, and traumatic
events affect racial/ethnic variations in depression in a more
representative sample.
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