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Abstract
Victimization is associated with substance use in women, but less is known about linkages
between witnessing community violence and substance use, even though more women witness
versus directly experience violence. Further, factors that contribute to or protect against women’s
problematic substance use are less well understood. Urban female caregivers (N = 318; > 92%
African American/black) living in low-income communities were interviewed annually for three
waves regarding exposure to community violence, coping behaviors, substance use, and protective
factors. Path analyses revealed that lifetime witnessing of violence, but not victimization, assessed
at baseline, was associated with changes in avoidant coping, but not active coping, one year later;
avoidant coping, in turn, was related to changes in and higher levels of problematic drug use the
following year. Victimization was directly related to problematic drug use, but not to alcohol use.
Regression analyses indicated that high levels of religious commitment and social support at
baseline were prospectively associated with lower levels of avoidant coping. Because caregivers
are important role models for their children, it is important to attend to the factors that contribute
to their substance use and abuse.
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1. Introduction
As many as 70% of individuals living in urban communities are exposed to community
violence (Stein et al., 2003). Community violence (CV), defined as “violence between
individuals who are unrelated, and who may or may not know each other, generally taking
place outside the home” can include physical and sexual assault and neglect (Krug,
Dahlberg, Mercy, Zwi, & Lozano, 2002). Community violence exposure (CVE) includes
both witnessing violent acts and being victimized. Many more people are indirectly exposed
to CV than are directly victimized by it (Stein et al., 2003), making it important from an
attributable risk perspective (Rothman & Greenland, 1998).
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Parents’ exposure to CVE is associated with maladaptive parenting practices and child
outcomes (e.g., Zhang & Anderson, 2010; Zhang & Eamon, 2011). Further, links between
parent substance use and negative adolescent outcomes are well-established in the literature
(e.g., Hops, Duncan, Duncan, & Stoolmiller, 1996), with more recent work suggesting that
maternal substance use has a greater influence on adolescent outcomes than paternal use
(Ohannessian et al., 2004). Given these findings, understanding the impact of CVE on
female caregivers is an important priority from a prevention standpoint. Thus, the first
purpose of the present study was to document associations between both witnessing and
victimization by community violence and problematic alcohol and other drug use in a
sample of low-income, largely minority female caregivers.

1.1 Violence, substance use, and the role of coping
Researchers (e.g., Sher, 1996) have emphasized alternative pathways to substance abuse.
One pathway focuses on the tendency toward deviant behavior generally, a second pathway
focuses on the reinforcing effects of substances, and a third pathway focuses on stress and
negative affect. Lazarus and Folkman’s (1984) theory of stress and coping falls in the latter
category and is the perspective embraced here. Lazarus and Folkman’s theory argues that
violence exposure is stressful and when particular types of coping are enacted this increases
the likelihood of substance use.

In support of this perspective, a few recent models linking violence and drug use have
proposed coping skills as an important factor (Merrill et al., 2001; Min et al., 2007).
Although there are several ways to conceptualize coping, active or engaged versus avoidant
or disengaged is one commonly used rubric (Lazarus & Folkman, 1984). Avoidant coping
refers to the act of consciously denying, minimizing, or delaying interaction with a stressor.
Minn et al. (2007) found that avoidant coping mediated the link between childhood trauma
and substance abuse in adulthood. Other researchers have shown that more frequent use of
avoidant coping strategies is associated with violence exposure (Haden & Scarpa, 2008),
and with more substance use and abuse (Feil & Hasking, 2008).

A few studies to date have examined victimization by violence, coping and substance use
among women within one model. This work has linked avoidant coping with greater PTSD
symptoms in female victims of interpersonal violence (Krause et al., 2008) and with
increased substance abuse and psychological distress in a sample of urban, primarily
African-American mothers of whom more than half had suffered at least one childhood
trauma (Min et al., 2007). However, we are aware of no studies to date that have tested
models linking witnessing community violence, coping, and substance use among women.
This is an important question to address because more women witness versus directly
experience violence, and because coping is modifiable and a viable target for intervention
(Brown & Lewinsohn, 1984). Further, this question is even more important to understand
among parents, as caregivers are powerful role models for their children (Kliewer, 2010),
and understanding the factors that contribute to their problematic substance use has
implications for preventing alcohol and drug abuse in their offspring. Thus, the second
purpose of the study was to test a model prospectively linking victimization and witnessing
community violence, use of active and avoidant coping, and problematic alcohol and other
drug use.

1.2 The role of protective factors
Not all caregivers are equally affected by violence; protective factors can attenuate the
relations between violence exposure, coping, and substance use, particularly those that
promote approach coping. Approach coping has been linked with less alcohol and drug use
and fewer drinking problems (e.g., Forys et al., 2007). It follows then that factors that
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promote engagement and discourage disengagement and avoidance of stressful events may
best buffer against problematic use of alcohol and illicit drugs. One protective factor that
might promote approach coping, reduce avoidant coping, and buffer against substance use is
religious commitment. Religiousness has been defined in various ways within the literature,
but measures that have included items about the importance of religion in a person’s life –
regardless of the particular religion embraced -- and its influence on a person’s decisions
and daily activities have found that high religiosity buffers against past year alcohol and
drug use, and past year alcohol abuse (Edlund et al., 2009). Given the empirical links
between religious commitment and substance use, we felt this was an important factor to
consider. Further, as noted in the 2007 U.S. Religious Landscape Survey (http://
www.pewforum.org/a-religious-portrait-of-african-americans.aspx), African Americans are
more religious than the general U.S. population, with 87% describing themselves as
belonging to a religious group. The majority of the participants in our study were African
American.

A second protective factor that might promote active coping and discourage avoidant coping
is social support. Social support predicts reduced alcohol and drug use (Hamdan-Mansour et
al., 2007). Research additionally has suggested that social support has both direct effects on
positive adjustment outcomes and indirect effects on adjustment through approach coping
(Holland & Holahan, 2003). Thus, the third and final purpose of the present study was to
examine religious commitment and social support as predictors of coping and buffers of the
relation between violence exposure and coping.

1.3 The Current Study
We used a prospective design to evaluate a model linking CVE, coping, and problematic
substance use. We hypothesized that lifetime CVE would be associated with increases in
avoidant coping and decreases in active coping, which in turn would be related to increases
in problematic levels of alcohol and drug use. We also anticipated direct, positive
associations between CVE and alcohol and drug use. Our study contributes to the extant
literature by including a focus on the effects of witnessing violence and low-income women,
which is much more common in the population than direct victimization.

Secondly, we evaluated factors that theoretically reduce the likelihood of engaging in
avoidant coping and enhance the use of active coping. We hypothesized that CVE’s impact
on avoidant coping would be attenuated by high levels of religious commitment and social
support. By including a focus on protective factors, our study contributes to the literature in
that we identify possible areas or strategies of intervention.

2. Method
2.1. Participants

Participants included 318 women (M = 39.67 yrs, SD = 7.91; range = 24–71; 92.2% African
American) participating in a study of CVE, coping, and adjustment. Many (40%) had never
married, 33% were married or cohabitating, 25% were separated or divorced, and 2% were
widowed. Approximately a quarter of the sample (24%) had not completed high school.
Another 25% completed high school or earned a GED, 25% had some college, and 26% had
a vocational degree, associate’s degree or higher. Approximately half of the sample had
household incomes of $400/week or less; 30% of the sample had household incomes of
$601 per week or more.
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2.2. Measures
2.2.1. Exposure to community violence—Caregiver lifetime victimization (10 items)
and witnessing violence (16 items) was assessed with Richters and Saltzman’s (1990)
Survey of Exposure to Community Violence. At baseline, caregivers reported on their
lifetime exposure using a scale from (0) never to (4) every day. Richters and Saltzman’s
(1990) measure has been widely used and validated.

2.2.2. Coping—Coping was assessed at baseline and Wave 2 with the 12-item avoidance
coping factor and the 12-item active coping factor of the COPE (Carver, et al., 1989).
Caregivers responded to items using a scale ranging from (1) I don’t do this at all to(4) I do
this a lot. For this study, caregivers were asked to respond to the items on the COPE in light
of how they cope with violence they have experienced, seen, or heard about (excluding
media violence). Carver et al. (1989) provide extensive reliability and validity information
on the COPE.

2.2.3. Alcohol and other drug use—Alcohol and drug use was assessed at Wave 2 and
3. Alcohol use was assessed with the Alcohol Use Disorders Identification Test (AUDIT;
Babor et al., 2001) to identify unhealthy patterns of alcohol consumption. Items are rated on
a scale from (0) 1–2 times, no, or never to (4) 10 or more, four or more times a week,
depending on the question. The AUDIT has demonstrated good reliability and validity in
numerous studies. Drug use was assessed with the CAGE-AID (Brown, 1992), designed to
screen for problematic drug use with four questions. Items are scored as yes/no (1/0), with
higher scores indicating greater problems, and scores of two or higher considered clinically
significant. Research has demonstrated good reliability (e.g., Dyson et al., 1998), with high
interrater reliability (kappas of 1.0), test-retest reliability (.62), and internal consistency (.
84).

2.2.4. Coping resources—Religious commitment and perceived social support from
family and friends were assessed at baseline. Religious commitment was assessed with the
10-item Religious Commitment Inventory-10 (RCI-10; Worthington, et al., 2003) which is
appropriate for individuals in a variety of faiths. Items are rated on a scale ranging from (1)
not at all true of me to (5) totally true of me. Worthington et al. (2003) report good
reliability and validity. We did not collect data on the specific faiths with which individuals
were affiliated. The 12-item Multidimensional Scale Perceived Social Support (MSPSS;
Zimet, et al., 1988) was used to assess perceived availability of support from family (4
items) and friends (4 items) as well as total perceived support. Responses on this measure
range from (1) very strongly disagree to (7) very strongly agree, with higher scores
indicating greater perceived support availability. The scale is negatively correlated with
depression (r = −.25), positively correlated with self-concept (r = .42), and unrelated to
social desirability (Kazarian & McCabe, 1991).

2.3. Procedures
Participants were recruited from neighborhoods within Richmond, Virginia and the
neighboring counties with high levels of violence and/or poverty according to police
statistics and 2000 census data. Interviews were scheduled annually for three waves, and
were conducted primarily in participants’ homes. Sixty nine percent of the original sample
retained across the entire study. Interviewers thoroughly reviewed the caregiver consent
forms with the family. A Certificate of Confidentiality was obtained from the National
Institutes of Health (NIH) to protect families’ responses. Tests for interviewer race and
gender effects revealed no systematic biases, ps> .10. Interviews lasted approximately 2.5 h
and participants received $50 in gift cards per family at each wave.
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3. Results
3.1. Attrition analyses

At the final study wave, 246 caregivers provided data. Caregivers who completed all 3waves
of interviews were compared to caregivers with baseline data only (N = 318) on exposure to
violence, active and avoidance coping, alcohol and drug use, religious commitment, and
social support using t-tests. There were no significant differences on any of these measures,
ts(318) < 1.7, n.s.

3.2 Descriptive information on the study variables
Table 1 presents descriptive information on and correlations among the study variables.
Alcohol and drug use measures were log transformed due to skewness. Consistency in
reports of problematic alcohol use across the three waves of data was high, rs = .63 – .77.
Consistency in reports of problematic drug use also was significant, but less robust, rs = .27
– .43.

In terms of the levels of problematic alcohol and other drug use in the sample, four percent
of the women in the study reported one or more indicators of problematic alcohol use,
including indicators such as a greater than monthly frequency of binge drinking or failing to
do what was normally expected due to drinking. Nine percent of the sample reported one or
more indicators of problematic drug use including feeling she ought to cut down or control
drug use or being annoyed by people criticizing her drug use. Lifetime rates of victimization
and witnessing violence were fairly high. Over a third of the sample had seen someone
killed, and over half of the sample had seen someone shot. One quarter of the sample had
been beaten up or mugged, and 11% had been attacked with a knife.

3.3. Path model testing main hypotheses
We used a path model within Mplus 6.0 (Muthen & Muthen, 2010) to evaluate the
hypothesis that exposure to community violence at baseline would be associated with
heightened levels of avoidant coping and reduced levels of active coping, assessed at Wave
2, which in turn would be associated with increases in alcohol and drug use, assessed at
Wave 3. Baseline active and avoidant coping was controlled as was Wave 2 alcohol and
drug use. The fit of the model to the data was marginal, χ2 (30) = 365.92, p < .001, CFI = .
879, RMSEA = .099. Lifetime victimization was directly associated with changes in
problematic drug use but not alcohol use at Wave 3. Lifetime witnessing violence but not
lifetime victimization was associated with changes in avoidant coping; neither form of
violence exposure was associated with changes in active coping. Avoidant but not active
coping was associated with changes in problematic drug use but not problematic alcohol
use.

Based on these results the model was respecified and active coping was removed (see Figure
1). Additionally, education and income were added as controls for both alcohol and drug
use. In this case the data fit the model well, χ2 (8) = 19.897, p < .05, CFI =.954, RMSEA = .
076. The final model indicated that exposure to violence had both direct effects on
problematic drug use, and operated indirectly through an increase in avoidant coping. There
was a significant negative association between income and problematic alcohol use, but no
association of income and drug use or education and either alcohol or drug use.

3.4. Regression analyses testing role of protecting factors
Next, hierarchical linear regression analyses were used to examine the potential protective
effects of social support and religious commitment on the relation between lifetime exposure
to violence and avoidance and active coping. Separate models were run for victimization
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and for witnessing violence, and for active and avoidant coping. We first present the models
with witnessing violence as the predictor. As seen in Table 2 (model 1), the overall model
was significant, F(6, 214) = 18.06, p < .001, explaining 34% of the variation in avoidant
coping at Wave 2. Religious commitment was uniquely associated with changes in
avoidance coping; social support was marginally associated with changes in avoidant
coping. These results indicated that less religious commitment and less social support were
associated with more avoidant coping. Further, none of the witnessing violence Xprotective
factor interactions was significant. These results indicate that religious commitment and
social support make independent contributions to changes in avoidant coping, reducing the
likelihood that caregivers would engage in denial and disengagement from the problem, but
do not moderate the relation between witnessing violence and changes in avoidant coping. A
similar model was run predicting changes in active coping (model 2). This model also was
significant, F(6, 214) = 7.06, p < .001, explaining 17% of the variation in active coping at
Wave 2. However, baseline active coping was the only significant predictor.

Next we repeated the above analyses with victimization in the model. Model 3 predicting
changes in avoidant coping was significant, F(6, 213) = 17.17, p < .001, explaining 33% of
the variance. In addition to avoidance coping at baseline, religious commitment was a
significant predictor of changes in avoidant coping and social support a marginally
significant predictor of W2 avoidance coping, indicating that less religious commitment and
less social support were associated with greater use of avoidant coping. For model 4
predicting changes in active coping, the model was significant, F(6, 213) = 6.96, p < .001,
explaining 16% of the variance in active coping. Baseline active coping was the only
significant predictor in the model.

4. Discussion
The present study documented direct associations between lifetime victimization and
witnessing CV and changes in problematic drug use even after controlling education and
income, and indirect associations between lifetime witnessing of CV and changes in
problematic drug use via increases in avoidant coping among low-income, largely minority
caregivers. Social support and religious commitment were associated prospectively with
reductions in avoidant coping but did not interact with CVE to affect changes in coping.
Active coping was not predicted by nor did it predict problematic alcohol and drug use.
Below we discuss the implications of coping for drug use prevention, and reasons for
differences in the models predicting changes in problematic alcohol versus drug use.

Our findings are consistent with the “negative affect” pathway leading to substance use
described by Sher (1996). Consistent with past research, victimization was directly
associated with drug use (e.g., Merrill et al., 2001). Witnessing violence also was associated
with changes in drug use via its association with avoidant coping. These analyses are robust
as they control for prior substance use as well as caregiver education level and household
income.

In contrast, neither victimization nor witnessing violence was associated with changes in
active coping, and active coping was unrelated to alcohol or drug use. It is interesting to
consider why witnessing violence was associated with avoidant but not active coping,
especially since both types of coping are targeted in interventions. Active coping involves
engaging with the stressor – thinking about how to solve the problem, taking steps to solve
the problem, or reframing how one thinks about the problem. Avoidant coping, in contrast,
involves denying the problem exists or mentally or behaviorally disengaging from it. When
encountering violence, low-income women living in violent communities may come to
believe that trying to change the situation or even to think about it differently is not helpful.
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Rather, not thinking about it may have become a way of managing the frustration
surrounding the violence exposure. Substance use then becomes a way of managing
affective responses to the violence around them.

Interestingly, although rates of violence exposure were quite high, rates of problematic
alcohol and drug use were much lower. This suggests that exposure to violence does not
inevitably lead to problematic substance use, and highlights the importance of protective
mechanisms that reduce risk for substance abuse. Our findings indicate that religious
commitment – regardless of religious affiliation – and to a lesser extent social support – are
associated with prospective changes in avoidant coping. Caregivers with more commitment
and support showed fewer increases in avoidant coping over time. This suggests that the
microsystems in which caregivers are embedded shape coping responses and can contribute
to a lower likelihood of problematic drug use.

4.1 Limitations
First, though we used a prospective design with well-tested measures, participants reported
on their own cognitions retrospectively. Second, we did not collect data on intimate partner
violence, and thus, were unable to include this as a covariate in our models. Finally, our
sample endorsed low levels of substance use overall. In this study, our models predicted
change in problematic drug use but not change in problematic alcohol use. Greater stability
in alcohol versus drug use problems, and smaller percentages of women who endorsed
problematic alcohol versus drug use likely contributed to this finding.

4.2 Implications
As noted above, strengthening caregivers’ systems of support and meaning may contribute
to healthier coping, and to lower levels of problematic drug use in this population of low-
income caregivers. This approach is consistent with work on resilience that emphasizes
promotive processes (Wright, Masten, & Narayan, 2013), and with evidence that a sense of
purpose is associated with lower levels of substance use and facilitates recovery from
addiction (Grodzicki & Galanter, 2005).

A focus on bolstering promotive factors is particularly important when considering that
many more individuals – especially individuals living in low-income neighborhoods –
witness versus directly experience violence. Research with urban, low-income women who
had both post-traumatic stress disorder (PTSD) and a substance disorder has shown that
Cognitive Behavioral Therapy (CBT) is effective at reducing both PTSD and substance use
(Hien et al., 2004). Thus, simultaneously addressing coping behaviors and other issues that
contribute to problematic substance use appears to be an effective treatment strategy.
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Highlights

1. Witnessing violence is associated with increased substance use over time.

2. Witnessing violence is associated with increases in avoidant coping over time.

3. Changes in avoidant coping predict changes in drug use in female caregivers.

4. Religious coping is associated with decreases in avoidant coping over time.

5. Social support is associated with decreases in avoidant coping over time.
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Figure 1.
Path model linking exposure to community violence at Wave 1, avoidant coping at Wave 2,
and problematic drug and alcohol use at Wave 3. N = 260. CFI = .954. RMSEA = .076.
Dotted lines indicate nonsignificant paths; Solid lines indicate significant paths. * p < .05;
** p < .01; *** p < .001.
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