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Does Religiosity Exacerbate or Buffer the Experiences of Depression and Anxiety among
Intimate Partner Violence Victims?

Kimberly Turner and Shane Sharp
(University of Wisconsin—Madison)

The positive influence of personal religiosity on mental health is well-documented. Numerous
researchers have shown that individuals who attend religious service regularly, perform religious
behaviors such as prayer and scripture reading, and feel that religion is a very important part of their
lives suffer less from depression and anxiety and score higher on measures of general mental well-
being than their nonreligious counterparts (e.g., Bjorck and Thruman 2007; Eliassen et al. 2005; Ellison
1991; Ellison et al. 2001; Nooney 2005; Petss and Jolliff 2008; Salsman and Carlson 2005; Vilchinksy
and Krasetz 2005).

However, two questions remain unanswered. First, scholars do not know if religiosity buffers the
incidences of negative mental health among individuals who experience intimate partner violence
(IPV), a group previous research has shown experience higher rates of depression and anxiety than
comparable non-abused individuals (e.g., Bean and Moller 2002; Golding 1999; Hourly, Kaslow, and
Thompson 2005; Taft et al. 2007; Zlotnick, Johnson, and Kohn 2006). Very few studies have attempted
to answer this question, and those that have for the most part rely solely on convenience samples that
make the generalizability of the findings tenuous (e.g., Fowler and Hill 2004; Gillum et al. 2006;
Humphreys 2000).

A second question that remains unanswered is if religiosity influences mental health directly or through
its effects on other factors that influence mental health, such as social support and substance abuse
behaviors. Some scholars argue that the effects of religiosity are direct (e.g., Chang, Skinner, and
Boehmer 2001; Nelson et al. 2002), while others argue that the effects are indirect (e.g., Sherkat and
Reed 1992; Thearle et al. 1995). Thus, more research investigating whether religiosity influences
mental health directly or indirectly is needed.

To answer these questions, we use data from the Fragile Families and Child Well-Being Study (Wave
I11) to assess the influence of personal religiosity and possible mediating factors on mental health
outcomes for abused and non-abused women in co-residential relationships. We consider three types of
IPV: physical abuse, controlling behaviors, and emotional abuse through verbal insults. Personal
religiosity is measured by religious affiliation, religious attendance, and scripture reading. We also
include measures of religious conservatism. Mental health outcomes are determined by the CIDI scales
for anxiety and depression, and include an additional indicator representing an overall dissatisfaction
with life. Controls for demographic characteristics, perceived social support, and substance abuse are
also included in the analysis.

Preliminary results suggest that all three forms of IPV — physical, controlling behavior, and verbal —
contribute to negative mental health outcomes, with physical abuse having the most dramatic influence
across all measures of mental health. Except for Catholicism, type of religious affiliation does not
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consistently buffer adverse mental health outcomes. Religious conservativism does not significantly
improve or impair mental health. Individuals that attend religious services and read scripture at least
once a week report better mental health. Personal religiosity is more predictive of depression and
dissatisfaction with life than anxiety. Generally, the positive gains associated with personal religiosity
are relatively small when compared to the negative consequences associated with IPV. Also, our results
indicate that the effects of religiosity on the mental health of IPV victims is mediated by level of
perceived social support and substance abuse behaviors (See Table 1 as an illustration of preliminary
findings).

These findings have important empirical, theoretical, and practical implications. Empirically, our
findings show that religiosity only slightly buffers the incidences of negative mental health for some
negative life events, which challenges prevailing empirical work. Theoretically, the findings
demonstrate that while religiosity does influence experiences of negative mental health, this effect is
explained by religiosity’s influence on other factors that influence negative mental health outcomes,
such as perceived social support and substance abuse behaviors. Practically, mental health professionals
can use the study’s findings on the mediating factors that explain the relationship between religion and
mental health to develop programs and treatments that will help both the religious and nonreligious.
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Table 1 Example Results
Controlling Behavior and Scripture Reading on Depression

Independent Variables Physical Violence  Scripture Reading Demographics Perceived Support ~ Substance Abuse
Odds Ratio Odds Ratio Odds Ratio Odds Ratio Odds Ratio
DV: Depression - CIDI - Conservative
Intercept 0.13 *** 0.14 *** 0.20 *** 0.34 *** 0.25 ***
Controlling Behavior 2.34 *** 2.30 ** 2.60 *** 2.37 *** 2.26 ***
Read Scripture >1x per Week 0.75 *** 0.70 ** 0.69 ** 0.77
25-29 0.94 0.91 0.98
30-34 1.01 1.00 1.08
> 35 1.18 1.13 1.17
Married 1.14 1.18 1.17
Current Partner - Not Child's Father 1.67 ** 1.62 ** 1.62 ***
High School Diploma or Equivalent 0.75 * 0.78 0.81
Some College/Vocational School 1.10 1.15 1.17
Four-Year College or Graduate Degree 0.90 0.98 1.02
Black 0.88 0.82 0.90
Hispanic 0.56 ** 0.55 ** 0.64 **
Other Race 0.89 0.82 0.97
Poverty Ratio 0.83 *** 0.87 ** 0.86 **
Perceived Social Support 0.86 *** 0.86 ***
Drug Use 2.39 ***
Alcohol Abuse 1.96 ***

**%p=<.001; **p =<.05; *p=<.1



	PAA long abstract.pdf
	PAA Results
	Sheet1


