
Racial Discrimination, Mental Health Symptoms, and Intimate 
Partner Violence Perpetration in Black Adults

Ana I. Maldonado, M.A.1,2,3, Christopher M. Murphy, Ph.D.1, Maxine Davis, Ph.D.4, Michele 
K. Evans, M.D.2, Alan B. Zonderman, Ph.D.2

1University of Maryland, Baltimore County

2National Institute on Aging, National Institutes of Health

3National Institute on Minority Health and Health Disparities, National Institutes of Health

4Rutgers University

Abstract

Objective: This study had three goals: 1) to examine the association between racial 

discrimination and intimate partner violence (IPV) perpetration; 2) to determine whether this 

relationship is explained by mental health (MH) symptoms; and 3) to determine whether these 

associations vary by poverty status or gender.

Methods: During the Wave 4 (2013-2017) visit of the Healthy Aging in Neighborhoods of 

Diversity Longitudinal Study (HANDLS), Black adults who were in a relationship (N = 433; 

mean age = 55.26, SD = 9.30; 51% men) provided self-report data on IPV perpetration; frequency 

of racial discrimination; and levels of anxiety, depression, and post-traumatic stress symptoms. 

Multi-group mediation models used these cross-sectional data to test whether racial discrimination 

was associated with MH symptoms, which in turn were associated with IPV perpetration, 

determining the significance of direct and indirect pathways and whether any pathways varied 

by poverty status or gender.

Results: Racial discrimination was associated with more MH symptoms, which in turn was 

associated with IPV perpetration. The negative effect of discrimination on MH was stronger for 

Black women than Black men and for Black adults with household incomes below 125% of the 

Federal poverty line than those with incomes above this cutoff.

Discussion: Efforts to prevent and treat IPV in the Black community should address the 

negative effects of racial discrimination experiences on mental health and partner aggression, 

especially among those with multiply marginalized identities. IPV prevention efforts may be 

enhanced through an overarching commitment to dismantle structural racism and intersectional 

forms of oppression.
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Intimate partner violence (IPV) is a prevalent public health problem. However, it is 

understudied in the Black community. An early U.S. nationally representative study found 

that, in Black heterosexual relationships, 8% and 11% of females and males, respectively, 

reported beating their partner within the past year (Cazenave & Straus, 1979). Moreover, in a 

nationally representative sample of heterosexual couples, dyadic reports showed that 25% of 

Black couples were reporting IPV with 17% reporting mutual, 5% reporting female-to-male 

and 3% reporting male-to-female IPV (Caetano et al., 2008). Unfortunately, many nationally 

representative studies do not report IPV prevalence by race/ethnicity. This makes it difficult 

to have accurate estimates of prevalence within the Black community. Instead, many studies 

make relative comparisons, particularly to Whites, which may be misguided, especially 

given that these racial differences disappear when compared across similar contexts (Benson 

et al., 2004), and serves to further perpetuate stereotypes of Black individuals as violent. 

Nonetheless, the limited research on prevalence that does exist suggests that, as in other 

racial/ethnic communities, IPV is a public health problem within the Black community that 

merits further study and consideration.

To curb the perpetuation of harmful stereotypes, researchers have stated the importance 

of examining IPV within the Black community through a social ecological model that is 

specific to the Black experience in the U.S. (Powell, 2008; Hampton et al., 2003). To 

illustrate, although broader social ecological models of IPV state that social structures 

that maintain inequality (e.g., racism, classism, and sexism) can increase an individual’s 

risk for both IPV victimization (Heise, 1998) and perpetration (Centers for Disease 

Control and Prevention, 2015), these models are not specific to the Black experience and 

therefore do not detail the specific mechanisms that may be at play. On the other hand, 

Powell (2008) details numerous facets of racism and oppression, e.g., hate crimes, police 

brutality and discrimination, that coalesce to increase Black men’s risk of engaging in IPV 

against Black women. More specifically, Powell (2008) argues that it is the cumulative 

stressful and frustrating experience of these inequities and forms of oppression, which are 

experienced daily in nearly every facet of a Black person’s life (e.g., housing, education, 

and employment), that result in displaced anger and frustration against intimate partners. 

It follows that individuals with multiple marginalized identities (e.g., Black men living in 

poverty), would have greater accumulation of stress and frustration than others (e.g., Black 

men with more adequate financial standing) and would therefore be at greater risk for 

engaging in IPV.

Although most previous research and theoretical work has focused on male-perpetrated IPV, 

there are several important reasons to examine women’s use of partner violence as well. 

First and foremost, Black women, just like Black men, have an accumulation of stress and 

frustration and may potentially have a greater accumulation due to the multiple interlocking 

forms of oppression that they experience by virtue of being Black women, not just Black 
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and women (Hill Collins, 2002; Crenshaw, 1991); therefore, like Black men, they may also 

be at an increased risk for engaging in IPV. More broadly, women engage in IPV at rates 

that are similar to, or slightly higher, than men (Archer, 2000). Second, although victims 

of male-perpetrated IPV, on average, incur more injuries and experience greater negative 

mental and physical health consequences than victims of female-perpetrated IPV (Black, 

2011; Campbell, 2002), women’s IPV is also associated with negative mental health (MH) 

consequences for victims (Black et al., 2011; Tjaden & Thoennes, 2000). Finally, women’s 

use of IPV and its consequences may be different for individuals with multiple marginalized 

identities. For example, prior research has found that when Black women engage in IPV 

(compared to white women), it is more likely to occur in the context of mutual violence 

as opposed to unidirectional violence (Caetano et al., 2008). Some evidence indicates that 

mutual IPV is associated with greater risk of injury than unidirectional IPV (Whitaker et al., 

2007).

Although researchers describe multiple factors that influence interpersonal violence in 

the Black community, the current study focuses on one factor, discrimination. Being 

the target of discrimination is one way oppressive social structures such as racism 

manifest at the individual level. Therefore, in understanding IPV in the Black community, 

racial discrimination, and the consequential negative MH symptoms associated with 

discrimination, may be especially salient. Furthermore, an intersectional lens suggests 

that the importance of these risk factors may depend on intersectional aspects of identity 

(Hill Collins, 2002; Crenshaw, 1991). Here, we focus on gender and SES as intersectional 

identities because they are commonly examined in the study of IPV.

Racial Discrimination as a Risk Factor for IPV Perpetration

Prior research, although limited, has identified racial discrimination as a potential risk 

factor for IPV perpetration among Black men age 18-65 (Reed et al., 2010), young Black 

women (Stueve & O’Donnell, 2008), and young Latino men and women (Forster et al., 

2017). Reed and colleagues (2010) found that Black men, both U.S.-born and immigrants, 

who reported high levels of discrimination (above the median) were two times more likely 

than those who reported low levels of discrimination to engage in IPV perpetration. Reed 

and colleagues (2010) did not examine whether the association between discrimination 

and IPV perpetration varied by any of the SES indices included in their study, such as 

employment status, homelessness, or education level. Notably, the majority of Black men 

in that study who were recruited from urban community health centers were of lower 

SES (61% were unemployed, 22% were homeless, and 28% had less than a high school 

education) making it difficult to determine the generalizability of the results to Black men 

of less marginalized backgrounds. Stueve and O’Donnell (2008) also found that racial 

discrimination was associated with IPV perpetration among Black women. However, these 

studies examined only one gender, precluding comparisons across gender. Further research 

is needed to replicate the finding that discrimination is linked to increased risk for IPV 

among Black individuals in order to extend these findings to a broader range of Black 

people, including those with higher levels of education and SES, and to determine whether 

this association varies based on key intersectional factors including gender and poverty 

status.
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Mental Health, Discrimination, and IPV

Although the limited research to date suggests that racial discrimination is a risk factor for 

IPV perpetration among minorities in the U.S., more work is also needed to examine the 

underlying mechanisms that may link racial discrimination to IPV perpetration. One key 

pathway may involve MH concerns that have been associated with both racial discrimination 

and IPV perpetration in past research. Previous studies have established a robust relationship 

between racial discrimination, a chronic stressor, and MH in ethnic minority populations. In 

a meta-analysis of cross-sectional studies, racial discrimination had significant associations, 

in the small-to-medium range of magnitude, with depressive symptoms, anxiety symptoms, 

and post-traumatic stress symptoms (PTSS) (Pascoe & Richman, 2009). In addition, 

experiences of racial discrimination have been shown to predict these MH outcomes 

more than one year later (Paradies et al., 2015). Although the association between racial 

discrimination and MH is well established, findings regarding gender differences in these 

associations are mixed, and little research has examined differences as a function of 

SES. Two meta-analyses found no gender differences in the association between racial 

discrimination and MH (including anxiety, depression, and PTSS) (Paradies et al., 2015; 

Pascoe & Richman, 2009). However, a third meta-analysis found a stronger association 

between racial discrimination and MH for women than men (Carter et al., 2019).

Moreover, although several studies include a poverty index (income and/or education), they 

typically control for this variable instead of examining it as a potential moderator (Paradies 

et al., 2015). One prior study examined differences in the relationship between racial 

discrimination and two MH outcomes (anxiety and depression) by gender and SES (i.e. 

parental educational attainment) in young Black adults (Neblett et al., 2016). Specifically, 

they found the strongest association between discrimination and anxiety among low SES 

Black men, followed by high SES Black women. There were no significant associations 

between discrimination and anxiety for the other two groups. In addition, although they 

found that discrimination was associated with depression, gender and SES did not moderate 

the association with depression.

The link between MH and IPV perpetration is also well established (Oram et al., 2014; Stith 

et al., 2004; Taft et al., 2011). Previous research on a nationally representative U.S. sample 

found that IPV perpetrators were more likely than non-perpetrators to have one or more 

diagnosable MH disorder, including, but not limited to, major depressive disorder (MDD), 

generalized anxiety disorder (GAD) and post-traumatic stress disorder (PTSD) (Okuda et al., 

2015). Similarly, a summary of meta-analyses showed that IPV perpetration was associated 

with depression, anxiety, and PTSD as well as other MH conditions (Spencer et al., 2019).

Although the link between MH and IPV perpetration is well-established, there is mixed 

evidence on gender differences in this association and little or no research that examines 

differences by SES. For example, whereas some meta-analyses have found that there was 

a stronger relationship between MH (e.g. GAD, MDD and PTSD) and IPV perpetration 

among men than women (Oram et al., 2014; Taft et al., 2011), other meta-analyses have 

found no gender differences in these associations (Spencer et al., 2019). This discrepancy 

may be due to differences in methodologies, specifically, examining gender differences 

within specific MH conditions versus combining all MH conditions. Furthermore, although 
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there are studies that examine SES in the context of IPV perpetration (e.g., Stith et al., 

2004), to our knowledge, there are no studies that have compared the strength of the 

association between MH and IPV across SES. Therefore, it is important to examine the 

potential role of racial discrimination experiences and MH in IPV among Black individuals 

of different backgrounds.

Current Study

The current study builds on prior research that has identified racial discrimination as 

a potential risk factor for IPV perpetration in several ways. First, this study replicates 

earlier findings in an economically diverse sample of Black individuals living in urban 

neighborhoods. Second, unlike prior studies, both men and women are examined and 

compared. Finally, the current study expands on prior research by examining MH as a 

potential mechanism that may explain the links between experienced discrimination and 

IPV. In the current study, MH is assessed via anxiety symptoms, depressive symptoms 

and PTSS because these are common MH difficulties that have consistent and robust 

associations with both racial discrimination and IPV perpetration. Moreover, the current 

study examines whether any of the associations among racial discrimination, MH and IPV 

perpetration vary by poverty status or gender in urban-dwelling Black individuals.

The aims of the current study were to: 1) examine the association of racial discrimination 

with IPV perpetration; 2) determine whether this relationship can be explained by MH 

symptoms; and 3) determine whether these associations vary by poverty status or gender. 

Based on prior research, we predicted that: 1) racial discrimination will be positively 

associated with IPV perpetration; and 2) MH symptoms will mediate the relationship 

between racial discrimination and IPV perpetration. The hypotheses for the third aim 

were exploratory in nature. But, based on intersectional frameworks such as the doubly 

disadvantaged hypothesis (Dowd & Bengtson, 1978), which suggests that individuals with 

multiple marginalized identities experience poorer physical and mental health because they 

are exposed to multiple forms of discrimination, we hypothesized that the associations 

among racial discrimination, MH symptoms and IPV will be stronger for groups with 

intersectional identities of oppression (i.e. Black individuals living in poverty and Black 

women).

Method

Participants

This cross-sectional study used data from the Wave 4 (2013-2017) visit of the Healthy 

Aging in Neighborhoods of Diversity across the Life Span (HANDLS). The current study 

was limited to cross-sectional analyses because the discrimination and IPV measures of 

interest were administered only at study Wave 4. Information on sample size determination, 

data exclusions, data manipulations, and measures included in the parent study is provided 

below. HANDLS (Evans et al., 2010) is a longitudinal investigation of health disparities 

in a cohort of 3,720 Non-Hispanic Black and Non-Hispanic white adults aged 30-64 

ascertained through an area probability sample of Baltimore City, Maryland. The area 

probability sample was designed to recruit equally across 4 factors: 1) age via 7 five-year 
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age groups between 30 and 64; 2) sex; 3) race (i.e., Black or white); and 4) SES, defined 

as either above or below 125% of the Federal poverty line for 2004. Participants for the 

current investigation were 433 Black participants who self-identified as currently married 

or partnered in Wave 4. Most participants (64%) had household incomes above the poverty 

line, which was determined at Wave 1, and approximately half (51%) were men. On average, 

participants were 55.26 years of age (SD = 9.30) and attained 12.6 years (SD = 2.64) of 

formal education.

Measures

Racial Discrimination—Racial discrimination was measured using the brief 17-item 

Perceived Ethnic Discrimination Questionnaire Community Version (Brief PEDQ-CV; 

Brondolo et al., 2005). On a 5-point scale from never (0) to very often (4), participants 

indicated how frequently they experienced each of 17 discrimination events due to their 

ethnicity or race (e.g., “how often have others hinted that you are dishonest or can’t be 

trusted because of your ethnicity or race?”). A sum score was created and had an observed 

range from 0 to 56. Seventy-eight participants (18%) were coded as missing because they 

did not provide valid responses for at least 75% of the PEDQ-CV items. This scale had 

excellent internal consistency (Cronbach’s α = .92).

Mental Health Symptoms

Anxiety symptoms.: Anxiety symptoms were measured using the 10-item Generalized 

Anxiety subscale from the Psychiatric Diagnostic Screening Questionnaire (PDSQ; 

Zimmerman & Mattia, 2001). Participants were asked whether they had experienced each of 

10 anxiety symptoms during the past 6 months, e.g. “Did you worry a lot that bad things 

might happen to you or someone close to you?”. A sum score, which had an observed range 

from 0 to 10, was created for participants who provided valid responses to at least 75% of 

the items; 24 participants (6%) were coded as missing. The measure had good reliability 

(Cronbach’s α = .88).

Depressive symptoms.: Depressive symptoms were measured using the 20-item Center for 

Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977). Participants were asked 

how often they experienced each of the 20 depressive symptoms in the past week from rarely 

or not at all (less than one day) (0) to most or all of the time (5-7 days) (3), e.g. “I had crying 

spells”. A sum score, which had an observed range from 0 to 46, was created for participants 

who provided valid responses to at least 75% of the items; 11 participants (3%) were coded 

as missing. This measure had good reliability (Cronbach’s α = .86).

Post-traumatic stress symptoms.: Post-traumatic stress symptoms (PTSS) were measured 

using the 17-item PTSD Checklist (PCL; Blanchard et al., 1996) which maps onto the DSM-

IV criteria for PTSD. Participants rated how much they were bothered by each symptom 

in the past month from not at all (1) to extremely (5), e.g., “repeated, disturbing dreams 

of a stressful experience from the past”. A sum score, which had an observed range from 

17 to 70, was created for participants who provided valid responses to at least 75% of the 

items; 31 participants (7%) were coded as missing. This measure had excellent reliability 

(Cronbach’s α = .95)
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Demographic Categories—Sex (i.e., male or female) and poverty status (i.e., household 

income above or below 125% of the federal poverty guideline), as determined at the wave 

1 HANDLS visit, were used as demographic categories. These demographic categories were 

only assessed at wave 1. However, participants were asked to report their gender during 

wave 4. All the participants were cis-gendered and therefore the term “gender” as opposed to 

“sex” is used hereafter.

Intimate partner violence perpetration—The Conflict Tactics Scale Short-Form (CTS-

SF; Straus & Douglas, 2004) was used to measure IPV perpetration (including psychological 

aggression, physical assault, injury, and sexual coercion). Participants answered two 

questions for how frequently (from “never” to “more than 20 times”) they perpetrated each 

form of IPV in the past year, e.g., “pushed, shoved or slapped,” and whether this had ever 

happened in the past for a total of 8 questions. Item responses were recoded to the midpoint 

of the frequency range for each response option, never (0), once (1), twice (2), three to five 

times (4), six to 10 times (8), 11 to 20 times (15), and more than 20 times (25). A total 

frequency score was computed. Because it was skewed and kurtotic (West et al., 1995), the 

frequency score was log-transformed after adding a constant of one. Participants who did not 

provide a valid response to at least 75% of the CTS2-SF items (n = 70, 16%) were coded as 

missing. Given the differing item variances, omega for the total scale was calculated (Dunn 

et al., 2014)

Data Analysis

The lavaan package (Rosseel, 2012) in R 3.6.1 (R Core Team, 2017) was used to obtain 

descriptive statistics and bivariate correlations; to test for measurement invariance; to test 

two separate multigroup mediation models in which racial discrimination predicts MH 

symptoms, which in turn predict IPV perpetration; and to determine whether the resulting 

pathway estimates varied by: 1) poverty status and 2) gender. Each background variable 

(poverty status or gender) was adjusted for in the model testing the other. MH symptoms 

were modeled as a latent construct with three observed indicators: anxiety symptoms, PTSS, 

and depressive symptoms (Figure 1). The indirect effects were tested using bootstrap 95% 

confidence intervals (CI) with 5,000 bootstrap samples. Maximum Likelihood was used to 

handle missing data (n = 70, 16%). Individuals who had missing data did not significantly 

differ from those with valid data on gender, poverty status, employment nor education level.

Multigroup SEM was conducted only after establishing measurement invariance. To assess 

for invariance across poverty status and gender in both the measurement models and the 

structural models, we used the recommended guidelines of p > .05 for a chi-squared test of 

relative fit and ΔCFI < .01 (Cheung & Rensvold, 2002; Putnick & Bornstein, 2016). If these 

two indicators provided conflicting results, change in CFI was used because this metric is 

less biased by sample size than the chi-squared test. If invariance was violated, probing was 

then conducted to determine which loadings or path(s), if any, varied significantly at p < 

.05. To determine whether the structural equation models provided a good fit to the data, we 

used the following recommended cut-off values: CFI and TLI > 0.95, SRMR < 0.08 (Hu & 

Bentler, 1999), and RMSEA < 0.05 (Browne & Cudeck, 1992). Given the high correlations 

among IPV victimization and perpetration, we also provide additional models that further 
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adjust for IPV victimization frequency scores, which were calculated as described for IPV 

perpetration except these scores were not log-transformed.

Given the cross-sectional nature of the data, we compared the fit of the current model, AIC 

= 6188.83 and BIC = 6226.48, to the fit of a reversed model, AIC = 8085.28 and BIC = 

8122.93. Specifically, the current basic SEM model consisted of discrimination predicting 

mental health which in turn predicted IPV perpetration; the reversed model consisted of 

IPV perpetration predicting mental health which in turn predicted discrimination. We used 

Vuong’s non-nested Likelihood Ratio Test (Merkle et al., 2016) to compare the fit of these 

models and found that our current model had a significantly better fit than the reversed 

model, z = −40.43, p < .001, 95% CI of ΔAIC (1804.51, 1988.39) and 95% CI of ΔBIC 

(1804.51, 1988.39). Several models, including different order of variables and replacing IPV 

perpetration with IPV victimization, were tested (results not presented); however, all results 

revealed that the current model fit the data the best. The results of these tests, in tandem with 

theory, provide additional support for the current purported directionality of findings.

Data Availability

Per HHS requirements, HANDLS is registered with ClinicalTrials.gov: https://

www.clinicaltrials.gov/ct2/show/NCT01323322?term=handls&draw=2&rank=1. Data are 

restricted but are available upon request due to ethical restrictions imposed by the National 

Institutes of Health Institutional Review Board. The IRB-approved consent forms that 

our study participants signed does not permit unrestricted public data sharing. However, 

it does permit data sharing through a Data Use Sharing Agreement. Data Use Sharing 

Agreements protect the privacy of human research participants and the confidentiality of 

their data. Our use of these agreements incorporates confidentiality standards to ensure 

data security at the agreement holder’s facility and prohibits manipulation of the data 

for the purpose of identifying study participants. The HANDLS website page labelled 

information for collaborators explains the process (https://handls.nih.gov/06Coll.htm). The 

contact for the study is our clinical study manager: Ms. Jennifer Norbeck, MSW, CCRC 

(norbeckje@grc.nia.nih.gov 410-558-8622). Analysis code in R is available upon request 

from the corresponding author.

Results

Sample Characteristics and Correlations

The majority of participants (71%) reported engaging in at least one form of IPV. 

Specifically, 70% reported engaging in psychological aggression, followed by physical 

assault (5%), injury (4%) and sexual coercion (4%). The majority of participants reported 

mutual IPV (68%) followed by no IPV (24%) and unidirectional IPV (8%). Based on 

the established cutoff of 16 or greater for the CES-D (Lewinsohn et al., 1997), 20% of 

participants were at risk for clinical depression. Similarly, 20% of participants had probable 

PTSD based on the established cutoff of 30 or greater among civilians in a community 

setting (Walker et al., 2002). Finally, based on the established cutoff of 7 or greater for the 

PDSQ (Zimmerman & Mattia, 2001), 11% of participants had probable generalized anxiety 

disorder.
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On average, Black women reported significantly lower levels of racial discrimination, more 

depressive symptoms, and higher frequencies of IPV perpetration and victimization than 

Black men (Table 1). There were no other significant gender differences. On average, 

Black participants living below the poverty cutoff reported significantly higher levels of 

anxiety symptoms, depressive symptoms, and PTSS than those living above the poverty 

cutoff. Poverty status was not significantly associated with racial discrimination nor 

IPV. Further, racial discrimination was positively and significantly correlated with IPV, 

depressive symptoms, PTSS, but not with anxiety symptoms. Finally, the MH symptom 

scales were positively and significantly correlated with one another, and all three were 

positively and significantly correlated with IPV perpetration. Tables 2a and 2b report the 

bivariate correlations broken down by poverty status and gender, respectively.

Measurement Invariance

To ensure that the groups could be compared across poverty status, measurement invariance 

was tested on the MH construct via confirmatory factor analysis (CFA). First, configural 

invariance was confirmed by imposing the same factor structure on both groups with factor 

loadings free to vary across groups. Next, weak invariance was tested by constraining factor 

loadings to be equal across groups. Although the results suggested that at least one of the 

loadings varied across poverty status (Δχ2[2, N = 433] = 6.33, p = .042), the change in 

CFI suggested that the difference between the configural invariance model and the weak 

invariance model was not meaningful, ΔCFI = .008. Therefore, measurement invariance 

for the MH construct was assumed across poverty status, and no further analyses were 

conducted to isolate differential factor loadings.

Applying the same steps to examine measurement invariance across gender, configural 

invariance was confirmed. However, weak invariance was not supported, Δχ2(2, N = 433) 

= 7.58, p = .023; ΔCFI = .011. Together, these findings suggested that at least one loading 

varied in a meaningful way across gender. Tests of partial weak invariance models revealed 

that only the depression factor loaded differently across gender groups, Δχ2(1, N = 433) = 

7.45, p = .006. Therefore, a partial weak invariance model in which depression was allowed 

to vary across gender was used for subsequent analyses.

Structural Equation Modeling

Poverty Status—Figure 1A displays the multigroup mediational model results for poverty 

status adjusting for gender. Two models were compared: one in which all 3 pathways were 

constrained to be equal across poverty status and one in which the pathways were allowed to 

vary freely. The comparative fit results revealed that the models were significantly different, 

Δχ2(3, N = 433) = 9.89, p = .020. Further testing revealed that only path a, between racial 

discrimination and MH symptoms, varied significantly across poverty status, Δχ2(1, N = 

433) = 6.48, p = .011.

The final model for poverty status, in which path a was allowed to vary, and all pathways 

were adjusted for gender, had excellent fit, CFI = .99, TLI = .99, RMSEA = .04, SRMR 

= .04. Higher levels of racial discrimination were associated with poorer MH only among 

Black participants with household incomes below the poverty cutoff, b = 0.06, z = 2.05, 
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p = .040, than for those above the cutoff, b = 0.01, z = 1.86, p = .063. Next, regardless 

of poverty status, poorer MH was associated with higher frequencies of IPV perpetration, 

b = 0.09, z = 3.13, p = .002. Finally, racial discrimination was positively associated with 

IPV perpetration after adjusting for MH symptoms, b = 0.01, z = 2.06, p = .040. Overall, 

the indirect effect of racial discrimination on IPV perpetration was significant for Black 

participants living below the poverty cutoff, ab = 0.0048, 95% CI (0.0011, 0.0117), and for 

those living above the cutoff, ab = 0.0011, 95% CI (0.0002, 0.0031). Notably, after adjusting 

for victimization frequency, the associations of mental health and discrimination with IPV 

perpetration became non-significant. However, it is important to note that the fit notably 

worsened (CFI = .92, TLI = .88, RMSEA = .11 and SRMR = .10) and the strong correlation 

among perpetration and victimization partials out a large amount of variance, leaving little to 

be explained by other predictor variables.

Gender—Figure 1B displays the multigroup mediational model results for gender adjusting 

for poverty status. Two models were compared: one in which all 3 pathways were 

constrained to be equal across gender and one in which the pathways were allowed to vary 

freely. The comparative fit results revealed a significant difference in the models, Δχ2(3, N = 

433) = 9.28, p = .026. Therefore, tests of pathway differences across gender were conducted. 

Further testing revealed that path a, between racial discrimination and MH symptoms, varied 

significantly across poverty status, Δχ2(1, N = 433) = 4.42, p = .036, as did path b, between 

MH symptoms and IPV perpetration, Δχ2(1, N = 433) = 4.60, p = .032.

The final model for gender had excellent fit, CFI = 1.00, TLI = 1.00, RMSEA = .00, 

SRMR = .03. First, higher levels of racial discrimination were associated with poorer only 

among Black women, b = 0.05, z = 2.31, p = .021; this association was non-significant 

for Black men, b = 0.02, z = 1.82, p = .068. A similar gender pattern was observed for 

the association between MH symptoms and IPV perpetration. Among Black women, more 

MH symptoms were associated with higher frequencies of IPV perpetration, b = 0.11, z 
= 3.44, p = .001; however, among Black men this association was non-significant, b = 

0.02, z = 0.49, p = .624. Finally, racial discrimination was positively associated with IPV 

perpetration after adjusting for MH symptoms, b = 0.01, z = 2.16, p = .030. Overall, the 

indirect effect of racial discrimination on IPV perpetration was significant only for Black 

women, ab = 0.0055, 95% CI (0.0017, 0.0118), and not for Black men, ab = 0.0003, 95% 

CI (−0.0007, 0.0025). Notably, after adjusting for victimization frequency, the associations 

of mental health and discrimination with IPV perpetration became non-significant. However, 

it is important to note that the fit notably worsened (CFI = .95, TLI = .92, RMSEA = .09 and 

SRMR = .08) and the strong correlation among perpetration and victimization partials out a 

large amount of variance, leaving little to be explained by other predictor variables.

Discussion

The current study employed multi-group structural equation modeling to examine 

the association between racial discrimination and IPV perpetration (i.e. engaging in 

psychological aggression, physical assault, injury, or sexual coercion) in a community 

sample of middle-aged Black adults in a relationship, including whether this association 

can be explained by MH symptoms (depressive symptoms, anxiety symptoms and post-
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traumatic stress symptoms), and whether those associations vary by poverty status or 

gender. Regarding generalizability, the current sample has mental health symptomatology 

comparable to other community samples of Black adults (Davis et al., 2008; Long Foley 

et al., 2002; Williams et al., 2007). The rates of psychological aggression victimization in 

the current sample of Black urban adults (72% in the past year) were much higher than 

a nationally representative sample of U.S. adults (14% in past year) (Smith et al., 2017). 

However, the rates of physical violence and sexual coercion (11%) were similar (9.4%; 95% 

CI [7.8,11.3]) to nationally representative sample of Black adults (Smith et al., 2017).

Our descriptive findings showed that mutual violence was more common than unidirectional 

violence. In addition, IPV perpetration rates were different across gender, with Black 

women reporting higher rates than men. These rates did not differ across poverty status. 

It is important to consider the present findings in light of prior research has found that 

men, compared to women, tend to underreport their self-reported perpetration, particularly 

for severe violence (Stets & Straus, 1990). Consistent with prior research, the results 

indicate that greater experienced racial discrimination is associated with higher levels 

of MH symptoms (including depression, anxiety, and PTSS; Pascoe & Richman, 2009; 

Paradies et al., 2015). Moreover, as expected, poorer MH was associated with increased 

risk for IPV perpetration, which is consistent with previous research that has established a 

robust relationship between MH and IPV perpetration in both men and women (Spencer 

et al., 2019). Contrary to our hypothesis and previous research (Reed et al., 2010), 

experienced racial discrimination was not significantly correlated with IPV perpetration 

in simple bivariate analyses, and no significant direct effect between discrimination and 

IPV was present in model tests that included MH symptoms. However, after adjusting 

for sociodemographic factors, there was a significant indirect effect of discrimination 

on IPV perpetration via MH symptoms. This finding is consistent with recent studies 

using a nationally representative sample which have found that MH symptoms explain the 

association between experiences of sexist discrimination and use of physical IPV by women 

(Miles-McLean, Maldonado & Murphy, 2021) and the association between experiences of 

racial discrimination and use of physical IPV among US-born and immigrant Latino men 

(Maldonado, Cunradi & Nápoles, 2020). Together, these studies suggest that various forms 

of discrimination increase risk for IPV by operating as chronic stressors that contribute to 

MH symptoms.

A recent study by Sutton and colleagues (2019) indicates that the link between racial 

discrimination experiences and IPV may also involve more specific cognitive and emotional 

mechanisms. Using longitudinal data, they found that racial discrimination experienced in 

adolescence was indirectly linked to IPV perpetration in young adulthood through anger and 

hostile attribution biases reflecting appraisals of others as malicious. Their model explained 

nearly 18% of the variance in IPV perpetration, indicating that at a substantial portion 

of IPV perpetration that occurs among Black men can be explained by surviving racial 

discrimination.

Although the overall pattern of findings (direction and significance) in the current study was 

the same for all participants, the strength of the relationships between discrimination and 

MH varied by poverty status and gender. Groups with intersectional identities of oppression 
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(i.e., Black participants with incomes below a poverty threshold cutoff and Black women) 

had a stronger association between racial discrimination and MH. The gender difference 

finding in the current study is consistent with previous research that has found that racial 

discrimination and everyday discrimination were more strongly associated with depressive 

symptoms and anxiety symptoms in Black women than Black men (Banks et al., 2006; 

Borrell et al., 2006). Moreover, these findings are consistent with a meta-analysis that found 

a stronger relationship between racial discrimination and MH among women than men 

(Carter et al., 2019), yet are inconsistent with two other meta-analyses that found no gender 

differences in the association between racial discrimination and MH (Paradies et al., 2015; 

Pascoe & Richman, 2009). The gender differences in the present model may be explained 

by the fact that women tend to express more internalizing symptoms, which were the focus 

of the MH assessment in the current study, whereas men tend to express more externalizing 

symptoms (Tolin & Foa, 2008). It may also be due to additional social vulnerabilities that 

women are exposed to, such as sexist discrimination and gender-related trauma (McLean & 

Anderson, 2009).

The finding that Black participants living below a poverty threshold, defined in HANDLS 

as 125% of the federal poverty level, had a stronger association between discrimination and 

MH than those living above this poverty threshold is consistent with a study that found 

that income moderated the effect of racial discrimination on self-rated MH, such that the 

relationship between these variables was stronger for Black women with lower, versus 

higher, incomes (Borrell et al., 2006). However, no differences by income were observed in 

Black men in that prior study. Furthermore, the current findings are consistent with another 

study that found that the effect of racial discrimination on anxiety was stronger for Black 

men of lower SES than those of higher SES (Neblett et al., 2016). However, the opposite 

pattern was found for Black women, with stronger effects of racial discrimination observed 

among those with higher SES than for those with lower SES. These mixed findings based 

on SES and gender indicate that further research with intersectional approaches is needed 

to elucidate the effects of experienced racial discrimination on MH among individuals with 

multiple marginalized and intersecting identities.

Taken as a whole, the current findings examining the associations between racial 

discrimination and MH by race and gender provide support for intersectional approaches 

(Beal, 2008; Hill Collins, 2002; King, 1988) and related research (Grollman, 2014). That 

is, the impact of racial discrimination on mental health is stronger among individuals 

with multiple marginalized identities (e.g., Black women). This may be due to the 

fact that multiple marginalized identities can be associated with a greater accumulation 

of stressors, in addition to discrimination and other forms of oppression, that further 

increase an individual’s vulnerability to mental health problems. Individuals with multiple 

marginalized identities are more likely than their more privileged counterparts to be 

exposed to adversities and are less likely to have access to resources to help mitigate the 

negative effects of these adversities. To illustrate, Black people living in poverty experience 

racism like wealthy Black people, but also require additional mental health resources to 

cope with the stressors that inherent in poverty, e.g., financial instability. Furthermore, 

the types of adversities experienced by individuals with multiple marginalized identities, 

particularly intersecting forms, e.g., sexualized racism, are different and, as such, may 

Maldonado et al. Page 12

J Consult Clin Psychol. Author manuscript; available in PMC 2023 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



affect mental health differently (Cardyn, 2002). In brief, the present results suggest that 

multiple marginalized identities confer greater risk for negative MH outcomes associated 

with racial discrimination. This increased risk for negative MH outcomes in individuals with 

multiple marginalized identities suggests that they are in turn at an increased risk for IPV 

perpetration.

Limitations

The present study has several limitations. First, the models test the hypothesis that part 

of the reason individuals engage in IPV is due to the stress caused by discrimination, 

which leads to MH symptoms, and in turn increases risk for engaging in IPV. Nevertheless, 

because the study is cross-sectional, it is difficult to discern the direction of effects. It is 

possible that poor MH may increase the perception of discrimination given that individuals 

with MH conditions such as depression exhibit tendencies toward negative attributions of 

situations. However, prior longitudinal studies have shown that discrimination leads to more 

MH symptoms (Paradies et al., 2015). Despite this evidence, more longitudinal research 

is needed to confirm the implied directionality of the current models, particularly with 

respect to the prediction of IPV. The tests of non-nested models suggested that our purported 

directionality among our variables of interest were sound.

Importantly, the link between MH and IPV perpetration may exist, in part, because of 

the link between MH and IPV victimization and the interdependence of perpetration 

with victimization. When IPV victimization was included as a covariate in both models, 

the associations of mental health and discrimination with IPV perpetration became non-

significant. Therefore, the current findings should be interpreted with caution. However, it is 

important to note that the fit notably worsened when victimization was included, suggesting 

that our current model fits the data better than analyses that included victimization. Due to 

the limited cross-sectional nature of self-report data, we were unable to fully disentangle 

these confounding relationships; dyadic data would be most appropriate. Similarly, as in 

any self-report measure the accuracy of self-reports, particularly, for undesirable behaviors 

comes into question, especially compared to partner’s reports. Although dyadic data is 

considered to provide a more complete assessment of IPV, self-report is also frequently used 

in the literature.

Another limitation of the current study is lack of data on the racial identity of participants’ 

relationship partners. Data from partners and on sociodemographic characteristics of 

partners (e.g., race) were not collected. It is possible that the effect of discrimination on 

IPV may differ based on the partner’s racial identity. For example, dynamics in interracial 

couples, including a White partner’s racial prejudices, may exacerbate the impact of racial 

discrimination on IPV. Future research should consider whether this relationship differs in 

interracial couples compared to same-race couples.

Next, the present analyses only looked at the intersection of race with two additional 

marginalized identities (poverty status and gender) and did not include the interaction of 

these two additional identities, which would have required comparisons across 4 groups 

(Black women and men with incomes above and below the poverty threshold). However, 

these analyses were not presented due to sample size considerations and because preliminary 
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analyses revealed measurement variance in the MH latent construct across these 4 groups 

which violated the invariance assumption for multigroup structural equation modeling.

Further, the current models examine only one form of discrimination. It is possible 

that other experiences, including discrimination based on sex/gender, sexual orientation, 

or disability status, may have additive or interactive effects in combination with racial 

discrimination that influence MH and IPV risk. Indeed, multiple forms of discrimination 

have been found to partially explain the link between multiple marginalized identities 

and negative health outcomes (Grollman, 2014). In addition, future research should also 

examine different aspects of anti-Black racism and other race-related traumas and stressors. 

Racism is multi-level, interpersonal, structural, and multi-faceted (Clark et al., 1999). The 

experience of racism can vary in frequency, intensity, and severity. Common examples 

include daily microaggressions, experiences of discrimination in housing, education, and 

employment settings, racist depictions and language in media and popular culture, and 

collective experiences of racism at the community level, both historical and current (Harrell, 

2000). It may be particularly important for future research to examine the impact of both 

interpersonal and structural forms of racism on IPV perpetration, as these distinctions may 

inform prevention and intervention efforts.

Furthermore, the current study was unable to explore other relevant sequelae of 

discrimination. One such relevant factor is substance use. There is robust evidence that 

racial discrimination is associated with substance use (Carter et al., 2019). For example, 

racial discrimination has been shown to predict alcohol use over time through an indirect 

path involving depression and anxiety (English et al., 2018). Moreover, substance use is 

associated with increased risk for engaging in IPV (Cafferky et al., 2018). Unfortunately, 

data available on the epidemiological sample analyzed in the current study were insufficient 

to examine the frequency or intensity of substance use, or the presence of substance 

use prior to specific acts of IPV, thus precluding a focus on this important variable. 

Another relevant factor for IPV perpetration that may occur following an experience of 

discrimination is anger, which is a known risk factor for IPV (Birkley & Eckhardt, 2015; 

Sutton et al., 2019). Anger is a common emotion that occurs following a stressful life event 

such as surviving racist acts. Although it is normal to feel anger, some research suggests 

that anger in the context of discrimination contributes to psychological distress and MH 

symptoms (Head & Seaborn Thompson, 2017; Pittman, 2011).

Finally, the community sample of middle-aged individuals in the current study is not a 

population that is traditionally considered to be at high-risk for engaging in IPV. As such, 

the generalizability of the findings to clinical samples, for example those receiving services 

at domestic violence agencies, is limited. However, researchers should still consider the role 

of discrimination and other race-based stressors, including race-based trauma (Carter, 2007), 

as potential risk factors for future violence in racial minority clinical populations.

Implications

Anti-Black racism manifests in a variety of ways. Racial discrimination is an interpersonal 

manifestation of anti-Black racism that merits consideration in the therapeutic treatment of 

Black people. Clinicians treating Black clients who present with internalizing symptoms, 
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such as depression and anxiety, should be mindful that discrimination (among other race-

related traumas and stressors) may be contributing to and exacerbating these MH conditions 

(Williams et al., 2019; Williams & Mohammed, 2009). In fact, pervasive or severe racial 

discrimination may be experienced as traumatic by some individuals (Chou et al., 2012) 

who may have clinical presentations similar to PTSD as a function of race-based traumatic 

stress (Carter, 2007). Our findings suggest that clients with multiple marginalized identities 

(e.g., Black clients living in poverty and Black women) may be particularly vulnerable to the 

negative effects of discrimination. Therefore, in addition to assessing racial discrimination, 

clinicians should assess other racial stressors and forms of discrimination, should consider 

this information in case formulations, and should provide treatment that is sensitive and 

responsive to these experiences.

In recognition of the devastating impact that anti-Black racism can have on the MH of 

Black people, clinical models have been developed to treat racial trauma and other race-

related stressors (Bryant-Davis & Ocampo, 2006; Comas-Diaz, 2007; Dunbar, 2001). These 

models parallel PTSD treatments, while integrating racial trauma approaches. For instance, 

Comas-Diaz (2007) takes an ethnopolitical approach to treating race-related stress and 

trauma focused on “[decolonizing] people of color, [reformulating] their ethnic identity, 

and [promoting] racial reconciliation, personal transformation and sociopolitical change” 

(Comas-Diaz, 2016, pg. 254).

The findings may also have implications for treatment of individuals who have IPV as a 

presenting clinical problem. Specifically, programs or providers who serve Black individuals 

or members of other marginalized communities who have IPV as a presenting concern 

may have experienced exposure to chronic racial stressors, traumatic experiences, and other 

community factors that increase their risk to engage in IPV (Murphy et al., 2021; Williams, 

1998). In recognition of these concerns, providers working with Black clients who use IPV 

in their relationships should be aware of how racial stressors and experiences of oppression 

may increase risk for IPV at the community level and may need to address these experiences 

directly in their intervention.

Furthermore, considering the fact that Black women had slightly higher rates of IPV 

perpetration than Black men, it is important to examine the multiplicative effects of racial 

stressors with sexist discrimination and gender-based traumas on their use of relationship 

aggression. These forms of oppression may interact and lead to greater MH symptoms 

(Grollman, 2014) which in turn may increase risk for engaging in IPV (Spencer et al., 2019). 

Notably, in the current study, we were unable to determine who initiated IPV, the motives 

for it, and whether IPV was done in self-defense. Although relationship dynamics play an 

important role in IPV, it is clear that there are other stressors that women face, outside the 

relationship, which may increase their own risk for engaging in these behaviors.

As mentioned, anti-Black racism is chronic and pervasive by nature. However, because it 

has been present the U.S. since chattel slavery, Black communities have created resources 

to help process and cope with anti-Black racism, including racial pride, religious/spiritual 

coping, and social and community supports (Brondolo et al., 2009; Carter, 2007; Utsey 

et al., 2008). Therefore, clinicians working with clients who are processing discriminatory 
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experiences should assess clients’ access to these and other key resources and encourage 

clients to utilize and benefit from these resources. In terms of research, more studies 

are needed to identify these culturally relevant resources and strategies and determine the 

extent to which they can help alleviate the impact of anti-Black racism on MH and partner-

aggressive behavior. However, attention must not only focus on helping Black people cope 

with discrimination and its effects on mental health, but also on eliminating the underlying 

sources of racial discrimination. Efforts to dismantle all forms anti-Black racism, including 

microaggressions, discriminatory practices, and the white supremacy that upholds such acts, 

remain the primary pathway towards alleviating racial health disparities in IPV.
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Public health significance

The current study indicates that racial discrimination is a risk factor for intimate partner 

violence perpetration among Black individuals living in urban neighborhoods due to 

its association with mental health symptoms (anxiety, depression, and PTSD). These 

associations are strongest for those with multiple marginalized identities, specifically 

Black women and those living in poverty.
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Figure 1. 
A. Structural Equation Model for Poverty Status
B. Structural Equation Model for Gender
Note. All pathways are adjusted for gender (Figure 1A) and poverty status (Figure 1B). 

PTSS = Post-traumatic stress symptoms. IPV = Intimate partner violence. In Figure 1B, the 

loadings for Black men are presented first followed by Black women. Note, only loadings 

for depressive symptoms vary significantly. All loadings were significant. Two separate 

standardized loadings are presented for depressive and PTSS due to different SE.
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# p <.10. * p <.05. ** p < .01. *** p < .001.
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Table 1

Pairwise Bivariate Correlations and Descriptive Statistics of Overall Sample (N = 433)

  1   2   3   4   5   6

1. Gender

2. Poverty Status   .05

3. RD − .28*** −.05

4. Anxiety symptoms   .07   .14**   .09

5. Depressive symptoms   .10*   .15**   .16**   .55***

6. PTSS   .06   .17***   .14**   .73***   .65***

7. IPV perpetration
a   .17**   .02   .11*   .20***   .18***   .20***

Note.

a
Variable was log-transformed after adding a constant of one.

Gender is coded as Women = 0 and Men = 1. Poverty status is coded as Above = 0 and Below = 1. RD = Racial discrimination. PTSS = 
Post-traumatic stress symptoms. IPV = Intimate partner violence.

*
p < .05.

**
p < .01.

***
p < .001.
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Table 2a

Pairwise Bivariate Correlations and Descriptive Statistics by Poverty Status

1 2 3 4 5 M SD

1. RD .05 .13 .07 .07 7.65 9.33

2. Anxiety 
symptoms

.19* .54*** .71*** .27** 1.72 2.55

3. 
Depressive 
symptoms

.26** .54*** .69*** .15* 10.78 8.62

4. PTSS .30*** .75*** .60*** .26*** 23.38 25.45

5. IPV 

perpetration
a

.20* .08 .23* .14 0.55 0.46

M 6.71 2.51 13.67 27.00 0.58

SD 8.12 3.07 9.82 29.64 0.49

Note.

a
Variable was log-transformed after adding a constant of one.

The upper half and lower half of the matrix report data for Black participants living above (N = 235) and below (N = 119) poverty, respectively. RD 
= Racial discrimination. PTSS = Post-traumatic stress symptoms. IPV = Intimate partner violence.

*
p < .05.

**
p < .01.

***
p < .001.
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Table 2b

Pairwise Bivariate Correlations and Descriptives by Gender

1 2 3 4 5 M SD

1. RD .12 .17* .12 .16* 9.77 10.18

2. Anxiety 
symptoms

.12 .41*** .71*** .07 1.81 2.62

3. 
Depressive 
symptoms

.22** .65*** .51*** .09 10.88 8.41

4. PTSS .26*** .74*** .74*** .01 24.05 26.23

5. IPV 

perpetration
a

.18* .29*** .24** .33*** 0.48 0.45

M 4.85 2.19 12.69 25.22 0.64

SD 6.64 2.89 9.77 28.15 0.49

Note.

a
Variable was log-transformed after adding a constant of one.

The upper half and lower half of the matrix report data for Black men (N = 179) and women (N = 175), respectively. RD = Racial discrimination. 
PTSS = Post-traumatic stress symptoms. IPV = Intimate partner violence.

*
p < .05.

**
p < .01.

***
p < .001.
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