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Abstract
Objective—To explore the associations among dating violence (DV), aggression, relationship
power, and depressive symptoms.

Design—A cross-sectional survey secondary analysis.

Setting—An urban, school based health center, October, 2009 through May, 2009.

Participants—Low income, adolescent girls (n= 155), ages 14–18.

Methods—Descriptive and bivariate analyses were conducted to illustrate patterns and
associations among variables. Key variables included depressive symptoms, DV victimization and
aggression, and relationship power. We used mediation analyses to determine the direct and
indirect effects among variables.

Results—Both DV victimization and aggression were reported frequently. Furthermore, DV
victimization had a significant direct effect on depression and an indirect effect through
relationship power. Depressive symptoms and relationship power were associated with DV
aggression. Although relationship power did have a significant inverse effect on depressive
symptoms, it was not through DV aggression.

Conclusions—Complex associations remain between mental health and DV; however,
relationship power partially accounts for DV victimization's effect on depressive symptoms.
Depressive symptoms are associated with DV victimization and aggression; therefore, nurses
should address relationship power in clinical and community interventions.
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The incidence of depression in adolescence is staggering. According to a national survey,
over one-third of adolescent girls reported depressive symptoms every day for more than
two consecutive weeks within the past 12 months (Eaton et al., 2010). The human cost of
depression is serious and illustrated by suicide epidemiology; almost 18% of adolescent girls
have seriously considered suicide, 13% have made a suicide plan, and 8% have attempted
suicide within the last year (Eaton). Furthermore, depression has been linked to negative
psychosocial health outcomes in adolescent girls, including low self-esteem, poor school
performance, anxiety, and antisocial outcomes (DiClemente et al., 2005; Repetto, Caldwell,
& Zimmerman, 2004). Depression increases health compromising behaviors such as
substance use, self-injury, peer aggression, antisocial behavior, and sexual risk (DiClemente
et al.; Gomes, Davis, Baker, & Servonsky, 2009; Hall-fors, Waller, Bauer, Ford, & Halpern,
2005; Hankin & Abela, 2011; Waller et al., 2006). A composite of depressive symptoms,
such as feeling hopeless, may indicate a diagnosis of depression; however, symptoms must
be contextualized by a clinician (Brawner & Waite, 2009).

Low relationship power and dating violence (DV) are known to contribute to depressive
symptoms in women (Campbell et al., 2002; Coker, Smith, & Fadden, 2005; Filson, Ulloa,
Runfola, & Hokoda, 2010; Golding, 1999). Relationship power within a sexual relationship
is defined as the ability to act independently despite a partner's wishes, to control the
partner's actions, and to dominate decision-making (Pulerwitz, Gortmaker, & DeJong,
2000). Since relationship power is a relative measure, low relationship power indicates that
the partner has greater relationship power than the person, whereas high relationship power
refers to the person having greater relationship power than the partner (Pulerwitz et al.).
Relationship power is understudied within populations of low-income, urban adolescent
girls (Blanc, 2001).

Dating violence can be examined as two components: DV victimization in which the person
is the target of violence from a dating partner and DV aggression in which the person is the
perpetrator of the violence towards a dating partner (Archer, 2000). Dating violence is
unfortunately common among adolescents; one third of adolescents reported DV
victimization (physical, psychological, or sexual) and more than 10% of adolescent girls and
boys reported physical DV victimization within the last year (Eaton et al., 2010; Halpern,
Oslak, Young, Martin, & Kupper, 2001). In this study, DV victimization is defined as
physical, psychological or sexual victimization of minor and severe violence. Furthermore,
DV aggression is defined as physical, psychological or sexual perpetration of minor and
severe violence. Adolescents most frequently report mutual violence, DV victimization and
aggression, within relationships (Prospero & Kim, 2009; Straus & Douglas, 2004). Although
studies reporting factors associated with DV victimization in adolescent girls are numerous,
factors associated with DV aggression in the same population are less understood. In this
study, we tested the relationship of DV victimization with depressive symptoms through
relationship power in urban, adolescent girls who reported having a boyfriend. In addition,
we explored frequency and severity of DV aggression and its associations among
relationship power and depressive symptoms. We hypothesized that in a sample of urban,
low-income adolescent girls, relationship power mediates the association between DV
victimization and depressive symptoms. Further, based on initial evidence, we predicted that
adolescent girls' DV aggression would be related to relationship power and depressive
symptoms.

Background and Significance
Adolescent DV victimization and aggression are linked to mental health outcomes,
including depression, post-traumatic stress symptoms, and low self-esteem that often persist
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into adulthood (Anderson, 2002; Banyard & Cross, 2008; DiClemente et al., 2005; Howard,
Wang, & Yan, 2007, 2008; Sabina & Straus, 2008). Mental and physical health
repercussions associated with poor relationship conflict and DV victimization persist even
after the abuse has ended (Coker, Smith, Bethea, King, & McKeown, 2000; Jones et al.,
2006; Sabina & Straus; Vujeva, & Furman, 2011). Furthermore, adolescents who reported
DV victimization were more likely to report suicidal thoughts and suicide attempts (Banyard
& Cross; Howard et al.). Psychological DV victimization has a particularly strong, persistent
link to mental health outcomes (Blasco-Ros, Sanchez-Lorente, & Martinez, 2010; Harned,
2001; Straus et al., 2009). However, often DV victimization type, including physical,
psychological, and sexual, is not isolated. This poly-victimization increases risk for
depressive symptoms though often is not included in research (Blasco-Ros et al.; Sabina &
Straus;Sears, Byers, & Price, 2007). Additionally, economically-challenged communities
have the highest rates of DV victimization and aggression (Spriggs, Halpern, Herring, &
Schoenbach, 2009). Therefore, understanding DV and its relationship to mental health
outcomes such as depressive symptoms in adolescents in low-income areas is a public health
priority.

The mechanism explaining the association between dating violence victimization
and depression is not well understood in urban, low-income adolescent girls.

Conceptual Framework of Relationship Power
Connell's Theory of Power and Gender (Connell, 1987) informed this study. Connell
identified the social structures of gender power that put woman at risk for gender violence
and poor health outcomes, including depression. Robust evidence supports the association
between depressive symptoms and DV victimization (Coker et al., 2005; DiClemente et al.,
2005; Filson et al., 2010; Golding, 1999; Sabina & Straus, 2008). Yet there is limited
literature in which the researchers explore the mechanism for this linkage. However, Filson
and colleagues (2010) constructed and tested a mediation model of powerlessness explaining
the link between violence and depression based on Connell's (1987) work. In this work,
powerlessness was conceptualized as low relationship power. Among a sample of
predominantly White, college women, powerlessness partially mediated the relationship
between intimate partner violence (IPV) and depression (Filson et al.). The model of Filson
and colleagues serves as the conceptual model tested in this analysis.

We built on the work of Filson et al. (2010) work by extending the model to urban, low-
income adolescent girls. Adolescence commonly includes the initiation of romantic
relationships, and these affiliations have significant impact on individual developmental
trajectories and long-term health outcomes (Collins, 2003; Furman, Low, & Ho, 2009). We
applied the concepts of relationship dynamics, violence and relationship power, and how
they are associated with mental health of urban, low-income adolescents who are at
significant risk for depressive symptoms and DV victimization (Brawner & Waite, 2009;
Silverman, Raj, & Clements, 2004; Spriggs et al., 2009; Vest, Catlin, Chen, & Brownson,
2002). Moreover, although adolescent girls perpetrate equal or greater amounts of DV
aggression towards dating partners as boys, there is a paucity of information about the
manner in which this influences their mental health or how it may indicate a sense of low
relationship power or economic disempowerment (Banyard & Cross, 2008; Eaton et al.,
2010; Prospero & Kim, 2009).

Depression and Dating Violence Aggression
Dating violence that is bi-directional between males and females, or mutual violence, is the
most common pattern of violence in adolescence (Straus & Ramirez, 2007). In adult women,
mutual DV has been associated with adverse mental health outcomes, including depression,
anxiety, hostility, and somatization (Anderson, 2002; Prospero & Kim, 2009). A component
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of mutual violence, DV aggression among adolescent females, is a relatively new area of
investigation, despite the fact that relational aggression, which includes DV aggression,
leads to poor health and externalizing behaviors (Williams, Fredland, Han, Campbell, &
Kub, 2009). The lack of examination of DV aggression among females may be because
investigators assume that DV aggression in girls is only in self-defense and not harmful to
either victim or perpetrator (Straus, 2006). However, in a recent meta-analysis, researchers
reported on 15 articles that examined adolescent girls' use of DV aggression and found
ranges of DV aggression varied between 4–79%; other studies demonstrated that DV
aggression had a significant impact on victims and perpetrators (Howard et al., 2008;
Williams et al.; Williams, Ghandour, & Kub, 2008). Predictors of young women's
aggression were partners' use of violence, alcohol use, fathers' use of violence, and
maladaptive problem solving skills (Luthra & Gidycz, 2006).

Foshee and colleagues (2007) found that DV aggression was most often in response to
physical or psychological victimization or an emotional response to transgressions. Almost
half of DV aggression accompanies DV victimization (Williams et al., 2008). Other
investigators corroborated the rationale of emotional responses and found the most frequent
motivators of violence among young women included anger and jealousy (Harned, 2001;
O'Leary, Smith Slep, & O'Leary, 2007; Shorey, Meltzer, & Cornelius, 2010). Notably, a
predictor of adult women's aggression towards their partners is a history of adolescent
aggression (O'Leary et al.). This link supports the need for increased understanding of
factors contributing to and outcomes associated with DV aggression in urban, adolescent
girls.

Relationship Power
Gender-based power inequities in sexual relationships have long been assumed to be
responsible for many of the psychosocial and physical disadvantages women and girls suffer
(Blanc, 2001; Connell, 1987). In a review of descriptive and intervention literature, Blanc
found clear and consistent associations between relationship power and violence among
diverse samples. Gender-based power inequities in sexual relationships, conceptualized as
relationship power, have been consistently defined as the control over one's partner and
decision-making authority (Pulerwitz, Amaro, De Jong, Gortmaker, & Rudd, 2002;
Pulerwitz et al., 2000). In adolescent girls, moderate to strong effects have been
demonstrated between DV victimization and relationship power (Jewkes, Dunkle, Nduna, &
Shai, 2010; Teitelman, Ratcliffe, Morales-Aleman, & Sullivan, 2008). It is important to
determine if relationship power mediates the relationship between DV victimization and
depressive symptoms in urban, adolescent girls as this link has not been established.

Although less frequently studied in women, DV aggression has been associated with
relationship power and controlling behavior that have been conceptualized as a construct of
relationship power (Follingstad, Bradley, Helff, & Laughlin, 2002; Kaura & Allen, 2004;
O'Leary et al., 2007; Timmons Fritz & O'Leary, 2004). However, some evidence indicates
that regardless of gender, dissatisfaction with relationship power is a stronger predictor of
DV aggression than absolute relationship power (Kaura & Allen; Ronfeldt, Kimerling, &
Arias, 1998). These findings in women, suggest that DV aggression may be a manifestation
of frustration with relationship power, a desire to acquire relationship power or increase
relationship control in adolescent girls, or serve to maintain relationship power or
relationship control. Despite initial provocative, contradictory findings, there remains scant
literature on relationship power in adolescents and DV, particularly as it relates to DV
aggression.

In summary, the literature illustrates pressing public health concerns in adolescents related
to DV victimization and depression and a clear linkage between the two. However,
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mechanisms explaining this relationship are unknown, leaving gaps in intervention
strategies. One proposed framework suggests that the DV victimization and depression
linkage works through low relationship power (Filson et al., 2010), but this has yet to be
tested in low-income, urban adolescents. Additionally, there is a paucity of literature
examining DV aggression in adolescent girls, despite its prevalence. Therefore, we tested
the framework of Filson et al. in urban, low-income adolescent girls and then further
explored associations between DV aggression, relationship power, and depressive
symptoms.

Methods
Design and Participants

This study was a secondary analysis of cross-sectional data from a parent study designed to
evaluate partner age and sexual risk behavior among a sample of adolescent girls (Volpe,
2010). In this descriptive analysis, we examined associations among relationship power, DV
victimization and aggression, and depressive symptoms in a sample of low-income,
adolescent girls. Participants were recruited in a school-based health center (SBHC) in an
urban high school in the Northeastern, United States. The high school consists of grades 7–
12, has a population of more than 2,000 students, and 80% of the school population qualifies
for free or reduced lunch. The SBHC enrolls approximately 80% of the student population.

During the study enrollment period (November 2008–May 2009), adolescent girls who were
enrolled in the SBHC were invited to learn more about a “Healthy Relationships” study by
the center's staff or providers during a confidential visit. If interested, the girls were
introduced to the principal investigator and were screened in a private office. The screening
tool was written at a 6th grade reading level by Flesch–Kincaid reading test and included
questions assessing inclusion criteria as well general health questions to mask eligibility
criteria. Inclusion criteria included girls who were age 14–18 and sexually active (vaginal,
anal, or oral) within the past 90 days with a boyfriend. Adolescent girls in relationships that
include sexual intercourse are most likely to experience DV victimization (Kaestle &
Halpern, 2005). Exclusion criteria included pregnancy.

We invited 412 adolescents to participate, and 257 were ineligible. The most frequent reason
for not meeting the inclusion criteria was not having a boyfriend or not currently being
sexually active. The final sample included 155 participants with a mean age of 16 years,
predominantly Black, and low-income. Details on the sample description are presented in
Table 1.

Procedure
The university's Institutional Review Board (IRB) approved this study. Eligible, interested
participants were consented (>18 years old) or assented (ages 14–17). Obtaining parental
consent for the study would have compromised the adolescents' right to confidential
reproductive health care and therefore was waived by the IRB. Participants were verbally
informed about the study's purpose and procedures and received written consent or assent
forms. They were asked if they had any questions or concerns before they began the survey.
Participants had the option of having the survey read to them if they felt more comfortable,
and one participant used this option. They were reminded they could withdraw at any time
although no one selected this option.

Participants completed an anonymous, computer-assisted self-interview survey (CASI) in a
private area, which improves reporting of sensitive issues, such as sexual activity (Morrison-
Beedy, Carey, & Tu, 2006). Participants were given a 3-month calendar to assist with recall
(Bralock & Koniak-Griffin, 2007; Jemmott, Jemmott, Fong, & Morales, 2010). The CASI
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was adapted from Promote Health, a survey tool that provides a written health report and a
local referral list targeted to individual responses (Rhodes, Lauderdale, He, Howes, &
Levinson, 2002). Promote Health has been validated with low-income and minority
populations (Rhodes & Levinson, 2003; Rhodes & Pollock, 2006). Promote Health was
adapted to a 6th grade reading level and pilot tested before study initiation. Participants were
given the individual local referral resources and a $15 payment for participation.

Measures
Demographic variables included participants' reported age, race and ethnicity. In addition,
the survey asked if the participant had ever taken part of the free lunch program, a proxy
measure of socioeconomic status (Morrison-Beedy, Carey, Crean, & Jones, 2010). We
assessed the length of relationships in months. Relationship duration was a categorical
variable with response options of less than one month, 1–3 months, 3–6 months, greater than
six months, or greater than 12 months.

Dating violence victimization and aggression were assessed using a modified version of the
Conflict Tactic Scale-Short form (Straus & Douglas, 2004). Participants reported minor and
severe dating violence incidents as victims and aggressors. Examples of items included, “I
pushed, shoved, or slapped my partner” (DV aggression) and “my partner pushed, shoved,
or slapped me” (DV victimization). Both victimization and aggression response sets
included violence frequency reported as 1) never, 2) 1 time, 3) 2 times 4) 3 times and 5) 4 or
more. The CTS-Short Form had concurrent validity with the CTS long form (0.77 to .89 for
DV aggression and 0.65 to 0.94 for DV victimization), which is the most common scale
used in DV research (Straus & Douglas). Modifications from the original CTS-SF included
reduced time frame to three months and a smaller increment response set to account for
shorter duration of adolescent relationships (Collins, Welsh, & Furman, 2009).

To calculate the variable DV victimization, counts of minor and severe victimization in
domains of physical, psychological, and sexual violence were summed. The same was with
done DV aggression. To account for frequency of poly-victimization, reports of physical,
psychological, and sexual violence were added together for a composite score (Filson et al.,
2010; Sabina & Straus, 2008). Mutuality typologies of DV physical and psychological
violence were calculated to measure if the participants reported both, either or neither DV
victimization and DV aggression (Straus & Douglas, 2004). The categorical variable had
options of “no violence,” “male-only violence,” “female-only violence,” and “mutual
violence” for both physical and psychological violence (Straus & Douglas).

Relationship power was measured using the Sexual Relationship Power Scale (SRPS),
(Pulerwitz et al., 2000). This scale was developed in a culturally diverse sample of women
to conceptualize two domains of interpersonal relationship power, relationship control and
decision-making dominance within a sexual relationship. Initial items were developed
through focus groups to identify important domains within relationship power (Pulerwitz et
al.). The relationship control subscale (RCS) has 15 items that were used to measure the
participant's agreement about their partner's command or influence within the relationship.
An example of an RCS item is “when my partner and I disagree, he gets his way most of the
time.” Responses for the RCS were on a 4-likert scale from “strongly agree” to “strongly
disagree.” The DMDS had eight items that questioned the participant about “who had more
say” in each item. An example of a DMDS item is “who usually has more say about what
you do together?” Responses for the DMDS were “my partner,” “both of us equally,” or
“me.” Scores for the SRPS, RCS, and DMDS were calculated according to methods
recommended by Pulerwitz and colleagues. Subscale score means were calculated
separately, reweighted from 1– 4, and then combined for total SRPS score. The 23-item
SRPS had an internal reliability of 0.82 in this sample. Construct validity was demonstrated
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by significant correlations with a number of variables hypothesized to represent relationship
power, such as relationship satisfaction, relationship physical and sexual violence, and
similar scales, such as the Sexual Pressure Scale (Jones & Gulick, 2009; Pulerwitz et
al.;Pulerwitz et al., 2002).

Depressive symptoms were measured using a modified version of the Center for
Epidemiological Studies Depression Scale (CES-D). The CES-D was developed by the
National Institute of Mental Health Center for Epidemiologic Studies (Radloff, 1977). Nine
items were chosen to assess mood frequency over the last week. An example of an item was,
“I felt sad.” The participant was instructed to respond how many times over the last week
she felt this way. The response selection was as follows: 0 = less than 1 day per week, 1 =
1– 2 days per week, 2 = 3–4 days per week, or 3 = 5–7 days per week. To calculate a score
for depressive symptoms, two depressive symptoms items were reverse scored because they
indicated happy moods. Participants' scores were totaled so that higher scores represented
increased depressive symptoms. This scale has demonstrated good validity among
adolescents, with sensitivity of 0.83 and specificity of 0.77 for clinical diagnosis of
depression among adolescent girls using a cutoff score of 22 (Garrison, Addy, Jackson,
McKeown, & Waller, 1991; Prescott et al., 1998; Radloff, 1991). The internal reliability for
this scale was 0.80 in this sample.

Data Management and Analysis
Participants' survey responses were recorded by study identification numbers not associated
with signed consent or assent forms to maintain anonymity. The Promote Heath survey was
downloaded in groups of 20, cleaned, and stored in a password secured file.

Descriptive statistics were conducted to describe the sample. Sociodemographic factors were
not included in the final model due to lack of variability in the sample and non-significance
correlations with outcomes. Relationship duration was also not included in the final model
as its relationship to major variables of relationship power and depressive symptoms had a
significance level of greater than 0.20. The CES-D scale, measuring depressive symptoms,
was log transferred to account for skewness; the skew was reduced from 1.01 to −0.45 and
the log used in subsequent analysis. To address the research question and primary
hypothesis, analysis was conducted using asymptotic and resampling strategies (Preacher &
Hayes, 2008) for assessing indirect effects. This method estimates the total, direct, and
indirect effects of the predictor variable, DV victimization, on the outcome variable
depressive symptoms through a proposed mediator variable, relationship power. The indirect
effect of DV victimization on depressive symptoms through relationship power was
conducted through percentile-based, bias-corrected, and accelerated bootstrap confidence
intervals (Preacher & Hayes). This method was selected over causal steps and the Sobel's
test due to its increased statistical power to detect indirect effects of variables within a model
and to account for a non-normal distribution of indirect effect (Fritz & Mackinnon, 2007;
Preacher & Hayes).

Dating violence victimization directly affects depressive symptoms in adolescent
girls and partially affects them through relationship power.

Exploratory analysis of adolescent girls' DV aggression was examined using the DV
aggression severity score and a mutual DV typology for both physical and psychological
violence. Correlations between key variables and DV aggression were also taken into
account. Then a mediation analysis was proposed based on initial findings and background
literature that suggested significant relationships among DV aggression, low relationship
power, and depressive symptoms. Because the literature suggested that low relationship
power predicted DV aggression and initial analysis of this study's variables found that low
relationship power was related to both DV aggression and depressive symptoms, model 2

Volpe et al. Page 7

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2013 July 10.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



was tested according to Preacher and Hayes' (2008) methods as described above. The
relationship of low relationship power to depressive symptoms through DV aggression was
tested.

Results
The sample characteristics and scores on the scales are described in Table 1. The majority of
the sample was African-American/Black (69%) and low-income (81%). The vast majority of
the sample of adolescent girls reported violence aggression. Most (67%) reported mutual,
psychological DV, and more than one third (34%) reported mutual, physical violence. One
fourth (25%) of the sample reported female-only psychological violence, and 14% reported
female-only physical violence. The majority of the sample (76%) indicated that their
relationship duration was more than four months.

Bivariate Correlations
Significant bivariate correlations among major variables are presented in Table 2.
Depressive symptoms were correlated with DV victimization (.304,p< .001) and DV
aggression (.237,p< .001). Depressive symptoms were moderately correlated with
relationship power (.434,p< .001). The RCS had a strong inverse correlation with both
depressive symptoms (−.434,p< .001) and DV aggression (−.455,p< .001). However, the
other subscale, DMDS, was not correlated with either depressive symptoms or DV
aggression. Relationship power demonstrated a strong correlation with DV victimization (.
−494,p< .001) and a moderate correlation with DV aggression (−.307,p< .001).

Mediation Analysis
We conducted mediation analysis based on Preacher and Hayes (2008) to account for the
small sample size and non-normal distribution of the indirect effect.Figure 1 illustrates
indirect and direct effects between DV victimization, relationship power, and depressive
symptoms. Furthermore the total model demonstrated statistical significance (R2 =
0.106,p= .000) and accounted for 11% of the variance in depressive symptoms. The indirect
effect of DV victimization on depressive symptoms through relationship power was
analyzed and 95% confidence was constructed around the point estimate. This was
statistically significant since the confidence interval did not cross zero. The indirect effect of
DV victimization on depressive symptoms through relationship power was 0.0070 (95% CI
= .001–.015) (see Table 3). The first hypothesis was supported; DV victimization had an
indirect effect on depressive symptoms through relationship power.

Exploratory Analysis of Adolescent Girls Dating Violence Aggression
Based on initial exploration of the characteristics of DV aggression, its association with
increased depressive symptoms and decreased relationship power, and the background
literature, a model was tested to determine if the inverse association between relationship
power and depressive symptoms had an indirect effect through DV aggression (see Fig. 2).
In this mediation analysis (see Table 3), the total model was significance (R2 = 0.090,p= .
000) and accounted for 9% of the variance in depressive symptoms (see Fig. 2). However,
the indirect effect of low relationship power on depressive symptoms did not have a
significant pathway through DV aggression.

Discussion
The relationship between mental health and DV remains complex. This analysis illustrated
that not only did DV victimization directly affect depressive symptoms, but also worked
indirectly through relationship power to increase depressive symptoms. These results, found
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within a sample of urban, low-income, adolescent girls, extended previous work that
demonstrated that relationship power partially mediated the association between DV
victimization and depression in college women (Filson et al., 2010). In this sample of
adolescent girls, there was a larger effect size between DV victimization and depressive
symptoms than found in the adult sample, but in both cases the mediation effect of
relationship power was significant.

These findings are important because they increase our understanding of mental health of
adolescent girls by explaining that DV victimization increases depressive symptoms partly
through relationship power. The premise of relationship power as the mechanism through
which violence works supports Connell's (1987) theories that society is structure in which
violence, in this case DV victimization, works through interpersonal power, in this case
relationship power, to influence the health of women and girls. Therefore, to decrease the
risk of depression in urban adolescent girls, health initiatives should address relationship
power for those in sexual relationships. Targeting relationship power in adolescent girls
could capitalize on a critical stage in romantic relationship development that predicts present
and individual psychosocial functioning (Collins et al., 2009). Furthermore, the RCS
demonstrated a stronger association to both DV victimization and depression, than DMDS.
Therefore, strategies increasing equality in relationship control should be the focus of mental
health interventions for urban adolescent girls in sexual relationships.

The path between DV victimization and increased depressive symptoms was also
significant, while accounting for relationship power. This supports a multifactor relationship
between DV victimization and depression that includes but is not limited to relationship
power. This sample's high rates of DV victimization and its relationship to depressive
symptoms make identifying additional pathways a public health priority for urban
adolescents. Depression in adolescents also predicts current and future relationship quality,
including conflict and negative problem solving (Vujeva & Furman, 2011). Our results
emphasize early intervention to identify and address depressive symptoms through both DV
victimization and relationship power.

Furthermore, this sample of urban, adolescent girls reported high rates of DV aggression,
physical and psychological, consistent with previous evidence (Williams et al., 2008). These
findings are concerning because girls' DV aggression increases their risk for immediate
injury and links to mental health status, high-risk sexual behavior, substance use, and future
relationship violence for their male partners (Harned, 2001; Howard et al., 2008). In
addition, this analysis adds new information to the field of DV and mental health; depressive
symptoms have a moderate correlation with DV aggression. Dating violence aggression is
associated with victimization emotional responses to transgressions, including jealously and
anger (Foshee, Bauman, Linder, Rice, & Wilcher, 2007; Harned). As seen in this sample,
DV victimization is related to depressive symptoms. It is plausible that poor relationship
quality and interactions that motivate anger and jealous predict depressive symptoms as well
as DV aggression.

The associations between DV aggression and low relationship power may lend support to
findings that dissatisfaction with the relationship or an attempt to increase relationship
power or control precipitates violence (Harned, 2001; Kaura & Allen, 2004; Ronfeldt et al.,
1998; Smith Slep, Foran, Heyman, & Snarr, 2010). However, the connection between low
relationship power and depressive symptoms was not through DV aggression, which
suggests an increased understanding of motives, precipitating factors and contexts for DV
aggression in girls is needed to address this common, concerning behavior (Dichter,
Cederbaum, & Teitelman, 2010; Foshee et al., 2007). Other mediators that may explain the
relationship between low relationship power and depressive symptoms could be relationship
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dynamics that foster jealousy, anger or self-defense in light of threatening behavior
(Harned).

Nurses are well-positioned to identify depressive symptoms and dating violence
victimization and aggression and to improve outcomes with interventions that
address relationship power.

Limitations
These results must be discussed in light of the study's limitations. The cross-sectional design
limits causal attribution and generalizability. However, for shorter causal effects, such as
effects in relatively short-term adolescent relationships, cross sectional designs are able to
provide stronger inferences (Rindfleisch, Malter, Ganesan, & Moorman, 2008). Studies that
examine relationship power, depression, and DV over time will be able to further explore
longer term causation but most likely the variables will continue to dynamically affect each
other.

Self-report is also a study limitation, however, efforts were made to assure participants of
confidentiality. Such efforts were shown to improve adolescent self-report in other studies
assessing sensitive topics (Jones, 2003). In addition, DV is measured by incident counts that
limit understanding of DV context, meaning, and motivation (Dichter et al., 2010).
Furthermore, due to intercollinearity of the variables DV aggression and victimization, they
could not be explored as multiple mediators. Increased sensitive measures of DV would help
differentiate the violence context and help inform targeted interventions effective at
preventing or addressing DV. This measure of relationship power only included domains of
relationship control and decision-making dominance and was only examined in sexual
relationships. Future work may include other aspects of relationship power and examine
differences in those relationships that do not include sexual activity.

Despite these limitations, this study adds to the extant literature concerning the high
prevalence of DV victimization and associated depressive symptoms through low
relationship power in a sample of adolescent girls at-risk for both relationship violence and
depression. New contributions to the literature are evidence that adolescent girls' DV
aggression is common, frequently as a sole aggressor, and DV aggression is associated with
depressive symptoms and low relationship power. However, it does not explain the
association between low relationship power and depressive symptoms. These results add to
the urgency to understand DV aggression among adolescent girls not only as it affects their
victims, but as it is associated with their own mental health.

Implications for Nursing Practice
Depression in adolescent girls is common and has severe health consequences, immediate
and long term (DiClemente et al., 2005; Eaton et al., 2010; Hallfors et al., 2004; Hankin &
Abela, 2011). It is essential that nurses lead prevention, assessment, and treatment efforts.
This study informs nursing practice by supporting associations of DV victimization and
aggression and low relationship power to depressive symptoms. Clinical nursing
implications include increasing screening measures for depression and DV victimization and
aggression. High scores on depression screens and any reports of violence should prompt
further investigation into the other relationship factors. Dating patterns that indicate
relationship control and power imbalances should raise concern. Additionally, girls who
report DV aggression should not be ignored in light of important evidence of its associations
with depressive symptoms and DV victimization. The participants in this sample reported
their current romantic relationships were of fairly long duration and were important to them.
Taking evidence from this sample and existing literature into account, it is clear that
romantic relationships are a critical part of adolescent development. Clinical and community
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intervention research needs to target relationship equity and skills, including communication
and negotiation, to positively influence relationship power and improve mental health
outcomes for this population (Furman et al., 2009).

Nurses are also at the forefront of women's health research. Research implications indicate a
need for longitudinal studies with large, heterogeneous samples for multivariate path
analysis to increase understanding of adolescent DV and depression. In addition, qualitative
research has the potential to contribute to holistic understanding of context, motivations and
meaning of DV victimization and aggression within adolescent populations. This
understanding will increase the success of individual and community interventions targeting
depression related to DV.
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Figure 1.
Power as a Mediator of the Effects of Victimization on Depressive Symptoms.
Note. *p < .05, **p < .01, ***p < 001. Pathways: a = dependent variable to mediator, b =
direct path of mediator to dependent variable, c = total effect of independent variable to
dependent variable, c′ = direct effect of independent variable to dependent variable
(Preacher & Hayes, 2008). SRPS = Sexual Relationship Power Scale; CTS2.2 = Conflict
Tactic Scale-Short Form, CES-D = Center for Epidemiological Studies Depression Scale.
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Figure 2.
Dating Violence Aggression as a Mediator of the Effects of Relationship Power on
Depressive Symptoms.
Note. *p < .05, **p < .01. Pathways: a = dependent variable to mediator, b = direct path of
mediator to dependent variable, c = total effect of independent variable to dependent
variable, c′ = direct effect of independent variable to dependent variable (Preacher & Hayes,
2008). SRPS = Sexual Relationship Power Scale; CTS2.2 = Conflict Tactic Scale-Short
Form, CES-D = Center for Epidemiological Studies Depression Scale.
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Table 1
Characteristics of Sample and Scales (n= 155)

Characteristic M (SD) Range N(%)

Participant Age (in years) 16.1 (SD 1.3) 14–18

Race Category

 African American/Black 108 (69)

 White 10 (7)

 Race >1 28 (18)

Hispanic 30 (19)

Low Socio-economic Status 125 (81)

Scales

 Dating violence victimization 3.7 (4.1) 0–22

 Dating violence aggression 5.7 (5.1) 0–22

 Relationship power 2.94 (0.57) 1.01–4.00

  • Relationship control 3.34 (0.46) 1.67–4.00

  • Decision-making dominance 2.09 (0.33) 1.00–3.00

 Depressive symptoms 8.4 (5.9) 0–27

Dating Violence Mutual Scale

 Physical dating violence

  • Male-only 3 (2)

  • Female-only 38 (25)

  • Mutual violence 53 (34)

 Psychological violence • Male-only 4 (3)

  • Female-only 21 (14)

  • Mutual violence 104 (67)

Percentages rounded, may not add to 100%.
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