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Objective: The present study examined whether physical abuse functions as an additional
risk factor for adolescent psychopathology after other important known risk factors are con-
trolled for. Method: The authors recruited 99 adolescents aged 12 to 18 years directly from
the New York State Department of Social Services after official documentation of physical
abuse. The abused adolescents were compared to 99 nonabused adolescents matched for age,
gender, race, and community income. Diagnostic interviews and measures of selected risk
factors for psychopathology were administered to the adolescents and their parents and then
entered into a multiple logistic regression model testing the added risk contributed by physical
abuse to adolescent psychopathology. Results: Physical abuse added significantly to other risk
factors in accounting for lifetime diagnoses of major depression, dysthymia, conduct disorder,
drug abuse, and cigarette smoking. Physical abuse also contributed significantly to prediction
of current adolescent unipolar depressive disorders, disruptive disorders, and cigarette smok-
ing. Conclusions: Since physically abused adolescents are at greater risk for the development
of psychiatric disorders, recognition of adolescent abuse and the provision of psychiatric and
substance abuse services may reduce morbidity.
 (Am J Psychiatry 1998; 155:954–959)

T his study assessed the association between physi-
cal abuse of adolescents and adolescent psychopa-

thology. It tested the hypothesis that the prevalence of
psychiatric disorders, adjusted for selected risk factors,
including parental psychopathology, is greater in physi-
cally abused adolescents than in nonabused adolescents.

Adolescents are involved in approximately 21% of
child maltreatment cases (1). Compared to child abuse,
adolescent abuse has been reported as less strongly as-
sociated with poverty and ethnic minority status (2),
childhood maltreatment of the abusive parent (3), and
low levels of parental education (4). It has also been
suggested that adolescent abuse is more prevalent in fe-
males (2) and is a particularly suburban phenomenon,
often related to family dysfunction (5).

Systematic controlled studies of the association be-
tween physical abuse and mental disorder have been
lacking. Empirical studies of psychiatric disturbance in
physically abused children have been hampered by fail-

ure to use structured interviews, reliance on groups re-
ferred for mental health treatments, failure to exclude
subjects with sexual abuse histories, and ambiguous
definitions of abuse. In one of the few studies that used
structured interviews, Famularo et al. (6) found signifi-
cantly more psychopathology in maltreated children
than in control subjects. However, adolescents were not
included and victims of sexual abuse were not excluded.

The risk factors reported for adolescent psychopa-
thology include parental psychopathology (7–9), lack
of family cohesion and adaptability (10), lack of per-
ceived parental supportiveness and protection (11),
prolonged separation from parents (12), head trauma
(13), only one biological parent in the home (14, 15),
divorce (14), being reared in a single-parent family (16),
age of the adolescent (17), and gender (18). Unlike pre-
vious investigations, the present study systematically
controlled for these factors in statistical analyses to de-
termine whether physical abuse contributes inde-
pendently to risk for psychopathology.

The study’s abuse group, in contrast to those in most
studies, was recruited directly from the abuse register of
a state department of social services after physical abuse
was confirmed. The abused subjects were compared to
a nonabused community group matched for age, gen-
der, race, and community income.
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Semistructured and struc-
tured diagnostic interviews
were used for the assessment
of psychopathology in the
abused adolescents and their
parents. The interviews were
conducted by clinically expe-
rienced psychology graduate
students who were blind
with respect to the subjects’
abuse status. Diagnoses were
arrived at through best-esti-
mate procedures (19) by two
experienced clinical research-
ers who were blind to abuse
status. Exposure to sexual
abuse was an exclusion crite-
rion, allowing the study to fo-
cus specifically on the effects
of adolescent physical abuse.

METHOD

Subjects

The study groups comprised 99
physically abused adolescents and
their families and 99 comparison adolescents and their families,
matched for age (one-half of the adolescents were in early adoles-
cence—12–15 years old—and one-half were in late adolescence—
16–18), gender (one-half were male, one-half were female), and
community income (table 1). All of the subjects resided in suburban
Long Island, New York. Only subjects who were Caucasian were
included. The income for each subject was determined to be the
median family income according to 1980 census data for the town
in which that subject lived. A marketing search company matched
potential comparison subjects to the abused subjects by using
community residence as a proxy for socioeconomic status. The
mothers of the abused adolescents were significantly younger than
the mothers of the comparison adolescents (Mann-Whitney test, z=
–2.90, p=0.004). There were no significant differences in the ado-
lescents’ or fathers’ ages. The distribution of income for the pairs
shows the study group to be middle to upper-middle class. The
abused group contained fewer intact families than the comparison
group and had significantly higher rates of parental divorce and
separation (χ2=30.31, df=4, p=0.001).

All potential adolescent subjects were screened for sexual abuse
by using a 12-item sexual behavior screen that assessed the adoles-
cent’s involvement in unwanted sexual contact. Any adolescent who
reported sexual behavior with an adult at least 5 years older was
excluded. Parents or adolescents with IQs of 70 or less, according
to the vocabulary and block design subsets of the Wechsler Intelli-
gence Scale (20), were also excluded. The Conflict Tactics Scale (21)
was used to exclude physically abused comparison subjects.

Abused subjects. The abused subjects were adolescents aged 12
to 18 years who were confirmed as having been physically abused
by a parent or stepparent. These subjects were drawn from a pool
of 940 families meeting the study criteria who had been entered
consecutively into the New York State Department of Social Serv-
ices Central Register for Child Abuse in Nassau and Suffolk coun-
ties within the period from Jan. 1, 1989, through Dec. 31, 1991.
The reports of child protective services included documented evi-
dence of physical assault and/or injury (including excessive corpo-
ral punishment, bruises or welts, fractures, internal injuries, and/or
burns). Of these families, 261 could not be located, reducing the
pool to 679. These families were contacted in consecutive order

until 124 families agreed to be in the study, a participation rate of
18.3%. However, 20 families were unable to complete the inter-
views and five did not meet the study criteria, resulting in a final
group of 99 abuse cases.

Biological fathers were the perpetrators of abuse in 73% of the
cases, mothers in 24%, and stepfathers in 12%. Multiple perpetra-
tors were involved in 11% of the cases. Severity of abuse, based on
an a priori scoring system, was calculated from agency records.
Specifically, the algorithm consisted of a unit-weighted sum of
points for specified types of injury, abusive behavior, and medical
attention. Severity scores for the abuse group ranged from 1 to 36,
with an interquartile range of 2–6. A score of 3 or less was received
by 50% of the group, and 86% of the group fell at or below a
severity score of 6. Although there was no difference in severity of
adolescent abuse between the abuse group and the overall abuse
pool, child protective services recommended treatment for 65%
of the nonparticipating adolescents and 45% of the participating
adolescents (χ2=7.35, df=1, p=0.007), suggesting that the adoles-
cents in the overall pool were more disturbed than the participating
subjects.

Comparison subjects. Comparison subjects were recruited from
a pool of 219 adolescents residing in the same communities as the
abused adolescents. The subjects in this pool were identified by a
marketing research company using random-digit telephone dialing
(a probability sampling procedure). The mothers of the participat-
ing comparison subjects had significantly more education than the
mothers in the entire comparison pool (χ2=8.98, df=3, p=0.02). Of
the participating comparison mothers, 20% had graduate or pro-
fessional degrees, 51% reported some college education, 27% had
completed high school, and 2% had not progressed beyond 8th
grade. The educational levels of the mothers in the entire compari-
son pool were, respectively, 7%, 48%, 39%, and 6%, respectively.
The fathers in the entire comparison pool had significantly lower
occupational status than the participating comparison fathers
(p=0.04, Fisher’s exact test). The distribution of the occupational
classes of the participating comparison fathers was as follows: 13%
blue collar, 47% white collar, 30% professional, 6% entrepreneur,
and 5% other; the distribution of the comparison pool was 26%,
34%, 21%, 17%, and 2%, respectively.

TABLE 1. Demographic Characteristics of 99 Physically Abused Adolescents and 99 Nonabused Com-
parison Subjects

Characteristic Abuse Group Comparison Group

Median
Interquartile

Range Median
Interquartile

Range
Age variables

Age at interview (years) 16 14–16 15 14–16
Age at most recent abuse (years) 14 12–15
Mother’s age (years) 40 38–44 43 41–46
Father’s age (years) 42 40–45 45 43–49

Proportion Proportion
Community income

Level 1 ($0–$42,000) 0.04 0.04
Level 2 ($42,100–$52,000) 0.22 0.22
Level 3 ($52,100–$68,000) 0.61 0.61
Level 4 ($68,100–$112,000) 0.12 0.12
Level 5 (>$112,000) 0.00 0.00

N N
Marital status of parents or of par-

ent with whom adolescent resided
Divorced 33 13
Divorced and remarried 12  8
Married 40 76
Separated 12  1
Widowed  1  0
Widowed and remarried  1  1
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Procedures

Family members were assessed at home, and only one adolescent
per family was interviewed. Although attempts were made to inter-
view both biological parents, the fathers refused to participate in
48% of the abuse cases and 28% of comparison cases. Fathers were
not recruited in cases where potential harm to the family could
result. In these cases, information concerning the fathers’ interac-
tions within the family was obtained from the mothers’ and adoles-
cents’ reports. The adolescents and family members each earned
$50.00 per interview up to a maximum of $250.00 per family.
Family identity was protected by a Federal Certificate of Confiden-
tiality. The confidentiality of each family member’s interview was
strictly enforced; information was shared with other family mem-
bers only if a risk of death was present. Written informed consent
and assent were obtained from all adult participants and the ado-
lescents, respectively. Ten percent of the families were deemed to
be “at risk” or requested further feedback or referrals, and they
were referred to the project social worker for follow-up.

Assessment Protocols

Adolescent and parental diagnoses were made independently by the
first two authors, using a best-estimate procedure (19). The raters were
blind to abuse status and to psychopathology among the subjects’ family
members. The following were reviewed for establishing the adolescents’
diagnoses: the Schedule for Affective Disorders and Schizophrenia for
School-Age Children—Epidemiologic Version modified for DSM-III-R
(22), the Conners’ Teacher Rating Scale (23), the posttraumatic stress
disorder (PTSD) module from the Structured Clinical Interview for

DSM-III-R—Non-Patient Edition (SCID-NP) (24),
and available school and medical information, ex-
cept that which might reveal abuse status.

Parental axis I mental disorders were consid-
ered to be an important risk factor for adolescent
psychopathology. The best-estimate procedures
(19) for parental diagnosis were based on the
SCID-NP (24), the Global Assessment Scale
(GAS) (25), the Beck Depression Inventory (26),
and the Wender-Utah Personality Inventory Hy-
peractive Syndrome Screen (27).

Other risk factors for adolescent psychopathol-
ogy included the adolescents’ perceptions of paren-
tal care and protection, measured by the Parental
Bonding Instrument (28), and family cohesiveness
and adaptability, assessed by using the Family
Adaptability and Cohesion Evaluation Scale (29).
Additional risk factors we considered were the
number of biological parents in the home, reflecting
divorce and single-parent status (14–16), separa-
tion of the adolescent from at least one biological
parent for at least 6 months (12), adolescent age
(17), gender (18), and history of head trauma (13).
Although learning disability might also conceivably
be considered a risk for psychopathology, the pres-
ent study did not include measures allowing for ac-
curate assessment of learning disabilities.

Statistical Analysis

An overall measure of risk for adolescent psy-
chopathology was based on the total number of
risk factors, calculated by assigning one point
each for 1) any lifetime parental diagnosis of sub-
stance abuse, unipolar depression, anxiety disor-
der, and/or aggressive disorder, 2) a score on the
Parental Bonding Instrument care scale below 15
or a score on the Parental Bonding Instrument
protection scale below 7 for fathers, 3) a score on
the Parental Bonding Instrument care scale below
20 or a score below 6 on the protection scale for

mothers, 4) a score on the Family Adaptability and Cohesion Evalu-
ation Scale lower than 32 or higher than 44 for family cohesion or
lower than 20 or higher than 30 for adaptability, and 5) a single-par-
ent family or the presence of only one biological parent in the home.

A multiple logistic regression model examined the effect of abuse
on each adolescent psychiatric diagnosis. The model tested the addi-
tional risk for psychopathology due to abuse by simultaneously re-
gressing all risk factors except abuse and then determining whether
abuse contributed significantly to the prediction of the diagnosis.

Only risk factors present for at least 10 adolescents were modeled,
excluding separation from a biological parent and head trauma. Di-
agnoses assigned to fewer than 10 adolescents were also not modeled,
excluding bipolar disorder, schizophrenia, and anxiety disorders
(other than PTSD).

The criteria for current diagnoses (within 6 months of the inter-
view) were not generally met by enough subjects to allow for model-
ing. Therefore, the following current diagnoses were grouped to-
gether to allow for modeling: unipolar depression (dysthymia and/or
major depression), substance abuse or dependence (alcohol abuse or
dependence and/or drug abuse or dependence), and disruptive disor-
ders (conduct disorder and oppositional defiant disorder). Current
attention deficit hyperactivity disorder (ADHD) and cigarette smok-
ing were sufficiently numerous to be modeled separately.

RESULTS

Without controlling for other risk factors, we carried
out univariate comparisons on individual diagnoses. Ta-
ble 2 presents the number of adolescents in each group

TABLE 2. Number of Physically Abused Adolescents and Nonabused Comparison Sub-
jects Receiving Lifetime and Current Psychiatric Diagnoses

DSM-III-R Diagnosis

Abuse
Group
(N=99)

Comparison
Group
(N=99)

χ2

(df=1)a p

Major depression
Lifetime 40 14 15.91 0.001
Current  8  3  1.54 n.s.

Dysthymia
Lifetime 18  2 12.51 0.001
Current  9  1  5.16 0.02 

Unipolar depressive disorders, current 16  4  6.73 0.009
Conduct disorder

Lifetime 26  3 19.55 0.001
Current 21  2 15.94 0.001

Oppositional defiant disorder
Lifetime 23  6 10.34 0.001
Current 19  5  8.01 0.005

Disruptive disorders, current 40  7 28.57 0.001
Drug abuse or dependence

Lifetime 15  1 11.49 0.001
Current  6  1 —b n.s.

Alcohol abuse or dependence
Lifetime 19  6  6.59 0.01
Current  6  3 —b n.s.

Substance abuse, current  9  3  2.22 n.s.
Cigarette use

Lifetime 42 13 19.74 0.001
Current 36 13 13.13 0.001

ADHD
Lifetime 29 11  9.05 0.003
Current 11  6  1.03 n.s.

Separation anxiety, lifetime 12  6  1.53 n.s.
Overanxious disorder, lifetime 12  6  1.53 n.s.
PTSD, lifetime  6  4  0.11 n.s.

aChi-square values corrected for continuity.
bFisher’s exact test used where appropriate.
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diagnosed with each mental dis-
order, lifetime and current. Al-
though these univariate results
strongly suggest that psychiatric
disorders are more prevalent in
abused adolescents, the estimates
are presented primarily for de-
scriptive purposes, enabling com-
parisons with prevalence esti-
mates from other studies of
abused youth.

The univariate comparisons
showed that the prevalence of
disorders generally did not vary
by gender. However, lifetime
ADHD was more frequent among
boys (N=27) than girls (N=13)
(χ2=6.33, df=1, p=0.01). Ciga-
rette use was more frequent among
girls (N=36) than boys (N=19)
(χ2=5.18, df=1, p=0.02).

There was a significant rela-
tionship between increasing age
(categorized as 12–13, 14–15,
and 16 years or older) and the fol-
lowing diagnoses: conduct disor-
der, both lifetime (χ2=6.33, df=2,
p=0.05) and current (χ2=6.91,
df=2, p=0.04); alcohol abuse or
dependence, lifetime (χ2=15.41,
df=2, p=0.001); drug abuse or de-
pendence, lifetime (p=0.003,
Fisher’s exact test); substance
abuse, current (p=0.04, Fisher’s
exact test); and cigarette use, both
lifetime (χ2=27.57, df=2, p=0.001)
and current (χ2=19.77, df=2, p=
0.001). Therefore, age was con-
trolled for in subsequent analyses.

As expected, more risk factors
for psychopathology were pres-
ent in the abuse group (median=
3, interquartile range=2–5) than
in the comparison group (median=
1, interquartile range=0–2) (Mann-Whitney test, z=5.36,
p=0.0001).

Logistic regression models also indicated higher rates
of disorders in the abused adolescents after other risk
factors were controlled for. Table 3 presents the lifetime
and current disorders for which abuse contributed sig-
nificantly to prediction after other risk factors were ac-
counted for; risk factors with p values of 0.10 or less
are reported.

With respect to lifetime psychiatric disorders, abuse in-
creased the risk of being diagnosed with any axis I diag-
nosis. Other significant risk factors associated with life-
time axis I diagnoses were as follows: greater perception
of mother’s protection (i.e., overprotection), greater per-
ception of father’s caring, and higher number of parental
substance abuse diagnoses.

For specific lifetime diagnoses, abuse increased the
risk of being diagnosed with major depression, dysthy-
mia, conduct disorder, drug abuse or dependence, and
cigarette smoking. In addition to abuse, significant risk
factors associated with lifetime major depression were
as follows: greater perception of father’s caring, greater
perception of mother’s protection, one biological par-
ent in the home, and greater age. Number of lifetime
parental anxiety disorders was an additional risk factor
for dysthymia. Additional risk factors for conduct dis-
order were the following: male gender, number of pa-
rental anxiety disorders, and greater age. The one addi-
tional risk factor for drug abuse or dependence was
greater age, while additional risk factors for cigarette
use were the following: female gender, one biological
parent in the home, and greater age.

TABLE 3. Regression Models Showing Predictors of DSM-III-R Diagnoses in 99 Physically
Abused Adolescents and 99 Nonabused Comparison Subjectsa

Diagnosis and Risk Factor
Odds
Ratio

95%
Confidence 

Interval p

Any axis I diagnosis, lifetime
Number of lifetime substance abuse diagnoses in parents  3.27 1.27–8.43 0.01 
Perception of father’s caring  1.05 0.99–1.11 0.10 
Perception of mother’s protection  1.08 1.00–1.16 0.05 
Physical abuse  4.50 1.77–11.48 0.002

Major depression, lifetime
Perception of father’s caring  1.06 1.00–1.13 0.06 
Perception of mother’s protection  1.07 1.00–1.15 0.06 
One biological parent in home  0.33 0.09–1.24 0.10 
Age  1.41 1.10–1.80 0.007
Physical abuse  7.00 2.45–19.98 0.001

Dysthymia, lifetime
Number of lifetime anxiety disorders in parents  1.82 0.92–3.59 0.08 
Physical abuse  6.88 1.19–39.87 0.03 

Unipolar depressive disorders (major depression or dysthy-
mia), current
Two-parent family  0.20 0.03–1.20 0.08 
Physical abuse  4.93 1.03–23.45 0.05 

Conduct disorder, lifetime
Number of lifetime anxiety disorders in parents  2.01 1.05–3.86 0.04 
Gender  2.78 0.93–8.34 0.07 
Age  1.33 0.98–1.80 0.07 
Physical abuse  8.66 1.88–39.79 0.006

Disruptive disorders (conduct disorder or oppositional dis-
order), current
Number of lifetime anxiety disorders in parents  2.29 1.20–4.36 0.01 
Perception of mother’s caring  0.90 0.83–0.98 0.01 
Perception of father’s protection  1.07 1.00–1.15 0.07 
Gender  2.44 0.86–6.90 0.09 
Physical abuse  5.98 1.67–21.37 0.006

Drug abuse or dependence, lifetime
Age  2.52 1.33–4.77 0.005
Physical abuse 18.58 1.24–99.36 0.04 

Cigarette use, lifetime
One biological parent in home  0.19 0.04–0.82 0.03 
Gender  0.32 0.12–0.82 0.02 
Age  1.77 1.33–2.36 0.001
Physical abuse  3.84 1.25–11.82 0.02 

Cigarette use, current
One biological parent in home  0.16 0.04–0.68 0.01 
Gender  0.38 0.15–0.95 0.04 
Age  1.70 1.29–2.25 0.001
Physical abuse  3.27 1.09–9.83 0.04 

aOnly predictors with p values of 0.10 or less are presented.
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With respect to current diagnoses, abuse increased the
risk for being diagnosed with unipolar depressive disor-
ders, disruptive disorders, and cigarette smoking. An ad-
ditional significant risk factor for unipolar depressive dis-
orders was living in a two-parent family. The additional
risk factors for current disruptive disorders were as fol-
lows: less perception of mother’s caring, greater percep-
tion of father’s protection, male gender, and higher num-
ber of parental anxiety disorders. Additional risk factors
for current cigarette use were the following: female gen-
der, one biological parent in the home, and greater age.

Physical abuse did not contribute additionally to risk
for lifetime or current ADHD or PTSD.

DISCUSSION

Although a cross-sectional study cannot, in and of
itself, establish a causal relationship between physical
abuse and psychopathology, this study controlled for
important risk factors for adolescent psychopathology
in two closely matched groups. In this context, the ad-
ditional risk for adolescent psychopathology due to
physical abuse was estimated. The results support the
hypothesis that physical abuse during adolescence is as-
sociated with greater risk for developing adolescent
psychiatric disorders. After we accounted for other im-
portant risk factors, which were more prevalent in the
abuse group, physical abuse raised the risk for the oc-
currence of unipolar depressive disorders, disruptive
disorders, drug abuse, and cigarette use.

Depression has long been associated with abuse (30).
Our finding that abused adolescents were seven times
as likely to develop a major depressive disorder is con-
sistent with this. Two factors have been previously sug-
gested to explain the prevalence of depression in survi-
vors of physical abuse: a higher prevalence of affective
disorders in the family histories of abuse victims (10)
and learned helplessness, reported by Walker (31) to be
characteristic of women in abusive households. It is no-
table that the abused boys in this study were as likely as
the abused girls to be diagnosed with depressive disor-
ders. This is in contrast to the expected higher rate of
depression in adolescent girls (personal communication
from S. Blumenthal, 1996).

In addition to the risk for major depression, the abused
adolescents were seven times as likely to develop dysthy-
mia. Kovacs et al. (32) reported that unipolar depressive
disorders in children and adolescents often initially ap-
pear as dysthymia rather than major depressive disorder.
Our results highlight the importance of addressing the
full spectrum of depressive disorders in abuse victims.

The finding that conduct disorder is approximately
nine times as likely to occur in abused subjects is consis-
tent with a large body of literature documenting a strong
association between abuse, delinquency, and aggressive
behavior. However, whereas the general literature indi-
cates a higher prevalence of conduct disorder in boys (15,
33), the abused girls in this study were almost as likely as
the abused boys to receive the diagnosis.

Similarly, our finding that physically abused adoles-
cents are nearly 19 times as likely to abuse drugs is con-
sistent with previous findings on youth referred for sub-
stance abuse treatment (34), suggesting that adolescents
may use drugs as an adaptive mechanism for coping
with abuse (35). That girls were as likely as boys to
receive diagnoses of drug abuse or dependence confirms
other reports of the association between family violence
exposure and substance abuse in females (32, 34).

The increasing recognition that cigarette smoking is
associated with depressive disorders (36) led us to ex-
amine the association between abuse and smoking. The
finding that abused adolescents, especially girls, were
more likely to smoke suggests that this subgroup may
be at particular risk for the physical and behavior prob-
lems associated with cigarette use.

The moderate severity of injury in the abuse group is
typical of adolescent physical abuse reported elsewhere
(1, 4) and is likely related to the fact that adolescents
are better able to defend themselves than prepubertal
children. The moderate level of violence experienced
may account for the low occurrence of PTSD, charac-
teristic of severe trauma, in this abuse group.

Concerning the issue of the generalizability of these
findings, two sources of bias exist in our study. Cases
handled by child protective services do not include all
cases of abuse in the population, and abuse severity is
probably less in cases not reaching public notice. Insofar
as psychopathology is a function of abuse severity, our
rates of psychopathology likely overestimate the rate in
the general population of abused youth. However, abuse
may be more severe in families declining participation.
Although our severity estimates did not support this, the
high refusal rate, although typical of other community-
recruited abuse samples, and the higher incidence of re-
ferrals by child protective services for treatment in the
overall abuse pool give rise to concern. To the extent that
our index did not adequately estimate abuse severity, our
findings of the greater risk for psychiatric disorders in
abused adolescents is conservative.

Second, utilization of an all-white suburban sample
may have yielded estimates of the relationship between
abuse and psychiatric disorders that differ from those
that would be found in other studies, especially studies
sampling minorities or from urban settings. Conditions
in inner-city neighborhoods produce high levels of par-
enting stress, contributing to increased abuse and a
higher prevalence of psychiatric disorders, thereby af-
fecting the relationship between physical abuse and
mental disorder. To properly assess the mental health
needs of all physically abused adolescents, it is neces-
sary to conduct similarly rigorous diagnostic research
with other homogeneous groups from both urban and
suburban areas.

Drug abuse, conduct disorder, and depression have
all been associated with aggressive behavior toward
oneself and others (4, 37, 38). However, fewer than 5%
of abuse victims receive mental health services (39).
Our findings highlight the importance of increased
identification of physically abused adolescents so that
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mental health and substance abuse services can be pro-
vided. Future research should more firmly establish the
relationship between the provision of such services and
the reduction of violence. Such interventions for abused
adolescents would be expected to 1) reduce the occur-
rence of self-injury, 2) diminish the contribution of
abused adolescents to violent crime in the general com-
munity, and 3) decrease the occurrence of future violent
acts within the adolescents’ own families.
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