
undertaking or recommending couple counselling,
and better links with specialist agencies.

Medical administration services should ensure that
doctors have access to debriefing; supervision; and
legal, police, and welfare agencies. When such
assistance is in place doctors will feel better supported
and more confident to engage with this critical under-
lying issue affecting their patients’ health and
wellbeing.
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Association between depression and abuse by partners of
women attending general practice: descriptive, cross
sectional survey
Kelsey Hegarty, Jane Gunn, Patty Chondros, Rhonda Small

Abstract
Objective To explore the association between
depression and physical, emotional, and sexual abuse
by partners or ex-partners of women attending
general practice.
Design Descriptive, cross sectional survey.
Setting 30 general practitioners in Victoria, Australia.
Participants 1257 consecutive female patients.
Main outcome measures Some type of abuse in an
adult intimate relationship (composite abuse scale),
depression (Beck depression inventory or Edinburgh
postnatal depression scale), and physical health
(SF-36).
Results 18.0% (218/1213) of women scored as
currently probably depressed and 24.1% (277/1147)
had experienced some type of abuse in an adult
intimate relationship. Depressed women were
significantly more likely to have experienced severe
combined abuse than women who were not depressed
after adjusting for other significant sociodemographic
variables (odds ratio 5.8, 95% confidence interval 2.8

to 12.0). These variables included not being married,
having a poor education, being on a low income,
being unemployed or receiving a pension, pregnancy
status, or being abused as a child.
Conclusion Physical, emotional, and sexual abuse are
strongly associated with depression in women
attending general practice. Doctors should sensitively
ask depressed women about their experiences of
violence and abuse in intimate relationships. Research
into depression should include measures of partner
abuse in longitudinal and intervention studies.

Introduction
Women experience depression about twice as much as
men.1 This difference may be accounted for by women
experiencing greater poverty, differing social roles and
sex discrimination, more negative life events, and
violence and abuse.1 A meta-analysis on the prevalence
of mental health problems among women with a
history of violence from a partner found that
compared with women who had not been abused just
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under a half of the abused women had clinical depres-
sion.2 Data on this subject are limited in the primary
care setting.3 4 We therefore explored the association
between depression and different types of abuse by a
partner in women attending general practice.

Methods
We stratified general practitioners who had previously
volunteered for a women’s health education pro-
gramme according to whether their practices were in a
non-urban or metropolitan region. They were selected
at random until we had recruited practitioners from 10
rural and 20 metropolitan regions. From August to
December 2000, a researcher invited all women aged
16-50 years presenting for themselves or with relatives

to complete a questionnaire. Women were excluded if
they lacked the mental or physical capacity to answer
the questionnaire, did not understand English, or
attended with a male partner.

Our sample size calculation was based on
published data. We estimated that we required 1084
women (power 80%, significance level 5%, two sided
test) from 30 practices to detect a difference of 12% in
the proportion of depressed women between those
who had or had not been abused by a partner, assum-
ing an intraclass correlation of 0.02 and a 20%
prevalence for depression and abuse.5 6

The questionnaire provided us with data on socio-
demographic characteristics and lifetime abuse and
history of partner abuse in the past 12 months using
the composite abuse scale; depression was assessed
with the Beck depression inventory or Edinburgh
postnatal depression scale, and physical health was
assessed with the SF-36.7–11 We converted the postcodes
of the participants’ current addresses into the index of
relative socioeconomic disadvantage.12 Depression was
defined as a Beck depression inventory score of 16 or
more or an Edinburgh postnatal depression scale score
of 12 or more.7 10 13 A priori we hypothesised that part-
ner abuse would be a strong predictor of depression.

Data were analysed with STATA version 7.0. We
used bivariate analyses (adjusting for clustered data) to
examine associations between women (who had ever
been in an adult intimate relationship) identified as
probably depressed or not depressed, with self report
of ever abused, abused by a partner, abused as a child,
composite SF-36 physical health score, and patient
characteristics. Multivariate logistic regression was
used to investigate the association between partner
abuse and probable depression, adjusting for the other
variables.

Results
We approached 39 eligible general practitioners. Five
of these had moved practice and four refused to
participate, giving a response rate of 77%. Participants
differed from the Australian general practitioner
population in that more were female (18, 60%), worked
part time (13/27, 48%), and had graduated recently
(17, 59%).

Overall, 133 (7.0%) female patients had previously
attended and 141 of 1896 patients aged 16-50 years
were excluded because they were accompanied by a
partner (62), were too ill (31), had comprehension or
motor problems (22), were non-English speakers (16),
or had difficulty seeing or hearing (10). Overall, 1257
(77.5%) eligible women completed the questionnaire,
66 (4.1%) were missed, and 299 (18.4%) refused. Most
of the 1257 patients attended for themselves (868,
69.1%) and 1210 (96.3%) had been in an adult intimate
relationship (table 1). When we compared the quintile
percentages of index of relative socioeconomic
disadvantage, fewer women were represented with the
combination of low income, limited training, and
unskilled occupations.

Prevalence

Depression
On a general question about depression, 543 of 1227
(44.3%) women reported ever experiencing depression

Table 1 Characteristics of women attending general practice who had ever been in an
intimate relationship as an adult compared with females in Australian population

Characteristics No (%) of participants (n=1257) % of Australian population

Marital status: (n=4 770 532)*

Never married 263 (21.1) 28.5

Married 721 (57.8) 50.1

Defacto 130 (10.4) NA

Separated 56 (4.5) 3.6

Widowed 8 (0.6) 9.7

Divorced 70 (5.6) 8.1

Age: (n=4 772 167)

16-19 89 (7.1) 10.9

20-29 263 (21.1) 26.8

30-39 455 (36.5) 30.3

40-50 439 (35.2) 32.1

Socioeconomic index†: (n=4 772 167)

10th centile 47 (3.9) 10

25th centile 188 (19.3) 25

50th centile 320 (45.7) 50

75th centile 185 (60.9) 75

90th centile 475 (100) 90

Pregnant 79 (6.3) NA

Children cohabiting 755 (60.1) NA

Born in Australia 1061 (85.0) 72‡

English first language 1179 (95.3) 84.0§

Aboriginals or Torres Strait islanders 23 (1.9) 2.2‡

Education level: (n=6 664 135)

<10 years 99 (8.0) 19.3

10-12 years 577 (46.4) 38.1

Certificate or diploma 239 (19.2) 25.6

Bachelor degree 330 (26.5) 17.0

Employment status: (n=6 763 900)¶

Paid employment 805 (65.0) 60.0

Not employed 434 (35.0) 40.0

Yearly income (before tax): (n=9 354 300)**

≤$A25 999 371 (31.4) 46.0

≥$A26 000 812 (68.6) 54.0

Source of income:

Wage 1017 (81.8) 56.7††

Pension or benefit 168 (13.5) 28.0

Other 59 (4.7) 15.3

Private health insurance 752 (60.7) 44.8‡‡

Denominators vary owing to missing responses.
Some data derived from www.phiac.gov.au/statistics/membershipcoverage/introduction.htm and Australian
Bureau of Statistics.
*Women aged 15-49.
†Index of relative socioeconomic disadvantage (number ranged from 1235 to 1246 for personal
characteristics).
‡All women (n=9 610 329).
§All people (n=17 867 816).
¶Civilian women aged 15-69.
**All households.
††Number not given; percentage of all income units.
‡‡Number not given; all Australians, adjusted for veteran’s gold card.
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lasting more than two weeks. Most (417, 76.8%) had
ever told a general practitioner about that depression,
of which two thirds (273, 65.5%) had told the
participating general practitioner. For current mood
(last week), 218 of 1213 (17.9%) women scored as
probably depressed on the Beck depression inventory
or Edinburgh postnatal depression scale.

Abuse by partner
One third (437/1173, 37.3%) of participants who had
ever been in an adult intimate relationship stated that
they had ever experienced some form of abuse. One
third of these (142/417, 34%) had ever told a general
practitioner about that abuse, of which one third
(49/140, 35%) had told the participating general prac-
titioner, and one in five (81/411, 20%) had ever been
asked by a general practitioner. One quarter (277/
1147, 24.1%) of participants scored as having
experienced some type of abuse on the composite
abuse scale in the past 12 months of a current or previ-
ous relationship. Severe combined abuse was experi-
enced by 8.8% (101) of women, physical and emotional
abuse or harassment by 5.7% (65), physical abuse alone

by 7.1% (82), and emotional abuse or harassment alone
by 2.5% (29).

Association with depression
Compared with women who were not depressed, those
who scored in the probably depressed range were
more likely to be unmarried, on a pension or low
income, receiving benefits, unemployed, or to have had
a poorer education (table 2). Probably depressed
women were much more likely to have experienced
some form of abuse (physical, emotional, or sexual) as
a child (odds ratio 3.0, 95% confidence interval 2.1 to
4.2), and this remained significant (2.0, 1.3 to 2.9) when
adjusted for sociodemographic variables, physical
health (SF-36), and intimate partner abuse as an adult.
Furthermore, probably depressed women were more
likely to have experienced partner abuse, particularly
severe combined abuse (8.0, 4.8 to 13.0) and physical
and emotional abuse or harassment (8.1, 4.4 to 15.0;
table 2). Even when these values were adjusted for all
other variables, multidimensional measures of partner
abuse remained highly associated with probable
depression, with the magnitude of the effect being
large (table 2).

Table 2 Association between probable depression and abuse by partner, abuse as a child, and sociodemographic factors for women
attending general practice who had ever been in an intimate relationship as an adult (n=1210). Values are numbers (percentages)
unless stated otherwise

Characteristic Probably depressed Not depressed Odds ratio (95% CI) Adjusted odds ratio (95% CI)

Total 207 (17.6) 966 (82.4) — —

Ever abused* 130 (65.0) 298 (31.6) 4.0 (3.0 to 5.5) —

Type of abuse†:

None 91 (46.7) 758 (81.9) 1 1

Severe combined 48 (24.6) 50 (5.4) 8.0 (4.8 to 13) 5.8 (2.8 to 12)

Physical and emotional or harassment 32 (16.4) 33 (3.6) 8.1 (4.4 to 15) 7.5 (3.9 to 14)

Physical only 8 (4.1) 21 (2.3) 3.2 (1.58 to 6.4) 3.5 (1.7 to 7.2)

Emotional or harassment 16 (8.2) 63 (6.8) 2.1 (1.07 to 4.2) 2.1 (0.99 to 4.3)

Abused as child‡ 98 (49.2) 231 (24.4) 3.0 (2.1 to 4.2) 2.0 (1.3 to 2.9)

Age (years):

16-20 23 (11.1) 59 (6.1) 1.7 (0.93 to 3.1) 1.9 (0.85 to 4.1)

21-30 51 (24.6) 210 (21.9) 1.1 (0.70 to 1.6) 1.2 (0.61 to 2.2)

31-40 63 (30.4) 386 (40.2) 0.71 (0.51 to 1.0) 0.95 (0.53 to 1.7)

41-50 70 (33.8) 306 (31.8) 1 1

Marital status:

Married or defacto 108 (52.2) 714 (74.1) 1 1

Never married or single 53 (25.6) 166 (17.2) 2.1 (1.4 to 3.2) 1.0 (0.56 to 2.0)

Separated, widowed, or divorced 46 (22.2) 84 (8.7) 3.6 (2.3 to 5.6) 1.2 (0.63 to 2.3)

Education level:

Certificate, diploma, bachelor degree or higher 77 (37.4) 480 (49.9) 1

Completed year 10 or 12§ 97 (47.1) 422 (43.9) 1.4 (1.1 to 1.9) 1.2 (0.78 to 1.8)

Left school before year 10 32 (15.5) 60 (6.2) 3.3 (2.1 to 5.3) 2.6 (1.5 to 4.4)

Not in paid employment 92 (44.7) 306 (31.9) 1.7 (1.2 to 2.4) 1.2 (0.72 to 1.9)

Income source:

Pension or benefit 60 (29.3) 97 (10.1) 3.7 (2.5 to 5.5) 1.3 (0.68 to 2.4)

Wages, salary, or other 145 (70.7) 867 (89.9) 1 1

Total yearly income (before tax):

≤$A25 999 101 (51.5) 240 (26.0) 3.0 (2.3 to 4.0) —

≥$A26 000 95 (48.5) 684 (74.0) 1 —

Pregnant 6 (2.9) 71 (7.4) 0.38 (0.14 to 1.0) 0.21 (0.08 to 0.55)

Children (<16 years) cohabiting 114 (55.1) 614 (63.7) 0.70 (0.51 to 1.0) 0.64 (0.38 to 1.1)

Postnatal 15 (7.2) 69 (7.1) 1.0 (0.62 to 1.7) 1.5 (0.82 to 2.8)

Mean SF-36 (SD) health score 46.3 (11.9) 49.8 (9.2) 0.97 (0.95 to 0.99) 0.98 (0.95 to 1.00)

£1.00 ($1.84; €1.52)
Denominators vary due to missing responses. All listed variables adjusted for in multivariate analysis except for ever abused and total yearly income as they were
highly correlated with current partner abuse and source of income, respectively.
*37 women did not have a response for depression.
†Composite abuse scale.
‡Physical, emotional, or sexual.
§Year 10 pupils are aged 15 or 16 and year 12 pupils are aged 17 or 18.
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Discussion
The association between depression and abuse by a
partner in women presenting to their general
practitioners is significant even after adjustment for
social indicators associated with depression.1 This con-
firmed the findings from other settings of women
experiencing current or past abuse by a partner.2 14 15

Although we cannot infer causation, we have some evi-
dence that partner abuse may contribute to depression
rather than the opposite.1

Our study is the first to look at the association
between depression and types of abuse (emotional,
physical, sexual) for women attending a variety of
general practices. We recruited 30 general practi-
tioners from practices with an 18% prevalence for
depression and 24% prevalence for abuse, similar to
other general practitioner samples using the same
instruments.5 6

Limitations of our study include the use of self
report to measure outcomes and the cross sectional
design, which precludes a causal inference. Literature
on depression has largely ignored evaluating the
differences between the sexes in response to treat-
ments and the role of partner abuse as a contributing
factor in persistence or relapse of depression.16–18

Untangling the nature of the association requires lon-
gitudinal studies, and researchers in depression should
consider measuring partner abuse. In treating women
who are depressed, doctors should be alert to the
possibility of abuse and the lack of evidence about the
effectiveness of depression interventions for women
experiencing abuse. Ignoring the part partner abuse
plays in depression reinforces the hidden nature of this
issue for women.19
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What is already known on this topic

The association between depression and partner
abuse is strong for women

Limited data are available from studies in primary
care

Most studies have concentrated on physical
violence

What this study adds

Physical, emotional, and sexual abuse is a strong
predictor of probable depression

Researchers should measure partner abuse in
longitudinal and intervention depression studies

Doctors should consider partner abuse in women
with depression
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post-traumatic stress disorder at some point in
their lives. The risk is high in soldiers and in
refugees who have fled from war, torture, or “ethnic
cleansing.” Up to 80% of patients with
post-traumatic stress disorder have a concurrent
psychiatric disorder. Making a diagnosis is
important because post-traumatic stress disorder is
treatable. To find out more, take the new learning
modules on the diagnosis and treatment of
post-traumatic stress disorder on bmjlearning.com
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