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Recent epidemiologic studies have found that most patients with mental illness are seen exclusively in primary care medicine. These patients often present with

medically unexplained somatic symptoms and utilize at least twice as many health care visits as controls. There has been an exponential growth in studies in

this interface between primary care and psychiatry in the last 10 years. This special section, edited by Jürgen Unutzer, M.D., will publish informative research

articles that address primary care-psychiatric issues.
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Abstract

Objective: This study was undertaken to increase understanding of environmental risk factors for posttraumatic stress disorder (PTSD) and
major depressive disorder (MDD) within an urban, impoverished, population.
Method: This study examined the demographic characteristics, patterns of trauma exposure, prevalence of PTSD and MDD, and predictors
of posttraumatic stress and depressive symptomatology using a verbally presented survey and structured clinical interviews administered to
low-income, primarily African-American (N93%) women and men seeking care in the primary care and obstetrics–gynecology clinics of an
urban public hospital.
Results: Of the sample, 87.8% (n=1256) reported some form of significant trauma in their lifetime. Accidents were the most common form
of trauma exposure followed by interpersonal violence and sexual assault. Childhood level of trauma and adult level of trauma separately, and
in combination, predicted level of adult PTSD and depressive symptomatology. The lifetime prevalence of PTSD was 46.2% and the lifetime
prevalence of MDD was 36.7%.
Conclusions: These data document high levels of childhood and adult trauma exposure, principally interpersonal violence, in a large sample
of an inner-city primary care population. Within this group of subjects, PTSD and depression are highly prevalent conditions.
© 2009 Elsevier Inc. All rights reserved.
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1. Introduction

Posttraumatic stress disorder (PTSD) is a severely
debilitating, stress-related psychiatric illness associated
with trauma exposure. The lifetime prevalence of PTSD in
the general population has been estimated to be 5–10% [1]
with higher rates of PTSD being observed among combat
veterans [2,3] and individuals living in areas of high violence
[4]. Depression [1,5,6], substance abuse [4,6] and suicide [7]
are commonly observed behavioral comorbidities. Patients
with PTSD experience intrusive and fearful memories as
well as flashbacks and nightmares of the traumatic event(s)
for much of their lives, may avoid other people and have
difficulty retaining jobs. These psychiatric symptoms, in
turn, have an adverse influence on patient compliance with
treatment of concurrent medical illness [8–12] and substance
use [13] and may independently influence progression and
risk for non-psychiatric medical disease [11,14].

Amongcivilians,AfricanAmericanandLatinopopulations
living in urban areas appear to be exposed to extreme amounts
of trauma [15,16]. For example, economically disadvantaged
African Americans living within urban environments experi-
ence high levels of trauma [16–20] and a very large amount of
this exposure occurs during youth [18–20]. The clinical and
biological consequences of trauma exposure and neglect
during youth and adulthood are well documented and
substantially elevate adult risk formood and anxiety disorders
[5–7,21,22], suicide attempt [6,21], substance abuse [6,21],
unintended first pregnancy [23], systemic inflammation
[24,25] and a variety of medical illnesses including obesity
[21,26–28] cardiovascular disease [29–32], cerebrovascular
disease [33], diabetes mellitus [28,32,34], cancer [33] and
autoimmune disorders [32]. Further, a graded relationship
appears to exist between exposure to trauma and psychiatric/
health morbidity in adulthood [6,21]. A growing body of
evidence suggests that trauma-related psychopathology con-
tributes to intergenerational patterns of violence [35–39] with
the potential for psychiatric illness and medical illness across
generations and constitutes a major public health problem.

We have previously reported findings from a subset of the
patients described in this manuscript with respect to
gene×environment effects, consequent to child abuse, on risk
for severity of symptoms of depression [40] and PTSD [41],
two of the most common psychiatric outcomes of trauma
exposure. The purpose of this article is to describe the
demographic characteristics, rates and types of trauma
exposure, rates of psychopathology and the inter-relationships
between subject demographics, developmental timing of
trauma exposure and psychopathology in our now significantly
larger study population.

2. Methods

2.1. Sample, recruitment and procedure

The data from this study were collected to investigate the
demographic and trauma exposure characteristics of a popula-
tion of urban, low-income, predominantly African-American
men and women and the relationship of these variables to
posttraumatic stress and depressive symptomatology aswell as
the presence of PTSD andmajor depressive disorder (MDD).

Initial interviews were performed with 1600 participants
approached while in the waiting rooms of primary care or
obstetrical–gynecological clinics of Grady Memorial Hospi-
tal in Atlanta, GA, USA, from 2005 to 2008. Subject
recruitment took place Monday–Friday during regular clinic
hours. Subjects were approached while waiting for appoint-
ments in the primary care and obstetrical–gynecological
clinics by a member of the research team and solicited for
study participation. During the recruitment phase of this
study, 58% of those approached agreed to participate, and a
cumulative percentage of 84% and 91% of the second and
third subject approached agreed if the initial subject
approached did not participate. Subjects were informed at
the time of initial contact that the study they were being asked
to participate in examined trauma exposure during childhood
and adulthood. Those subjects who agreed to participate
completed a battery of self-report measures which took 45–
75 min to complete (dependent in large part on the extent of
the participant's trauma history and symptoms). Due to
variation between subjects with respect to literacy, all self-
report measures were obtained by verbal interview including
measures originally designed and normed for paper and
pencil response. Each personwas paid $15 for participation in
this phase of the study. Study participants completing the
initial interview were invited to participate in a secondary
phase of the study in which additional detailed measures of
trauma exposure were administered. During this phase of the
study, 318 subjects (participation refusal rate of 80.1%)
completed additional self-report measures and structured
clinical interviews, including the Clinician Administered
PTSD Scale (CAPS) and Structured Clinical Interview for
DSM-IV (SCID-DSMIV), to assess the presence or absence
of PTSD and MDD. Participants were paid $60 for
participation in this secondary phase of the study.

Eligibility requirements for all phases of the study
included the ability to give informed consent. Written and
verbal informed consent was obtained for all subjects.
Exclusion criteria included mental retardation or active
psychosis. All procedures in this study were approved by the
institutional review boards of Emory University School of
Medicine and Grady Memorial Hospital.

2.2. Measures

2.2.1. Demographic, legal and general medical
history measures
2.2.1.1. Demographics form. The Demographics Form is
locally developed and assesses subject age, self-identified
race, marital status, education, income, employment and
disability status.
2.2.1.2. Legal history form. The Legal History Form is
locally developed and assesses legal history of subjects
related to arrest and detention history.
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2.2.1.3. General psychiatric history form. The General
Psychiatric History Form is locally developed and assesses
self-reported general psychiatric history with respect to family
psychiatric history, diagnosis, voluntary/involuntary hospita-
lization, suicide attempts and past/present substance abuse.

2.2.2. Trauma exposure measure
2.2.2.1. The traumatic events inventory. The Traumatic
Events Inventory (TEI) [39,42] is a 14-item screening
instrument for lifetime history of traumatic events. For each
traumatic event, the TEI assesses experiencing and witnessing
of events separately. In addition to assessing presence and
absence of each type of trauma exposure, the TEI also assesses
frequency of trauma exposure within each type of trauma.

Child Abuse. Two of the TEI questions assess physical
abuse and sexual abuse occurring before age 14. Based on
these questions, 17.2% of the sample reported a history of
childhood physical abuse, and 19% of the sample reported a
history of childhood sexual abuse. With these data, we
created a three-level categorical variable reflecting number
of types of child abuse: no child abuse [70.6% (n=960) of
sample], one type of either physical or sexual abuse [22.4%
(n=304)] or two types — both physical and sexual abuse
[7.0% (n=95)] for use in subsequent analyses.

Non-Childhood Abuse Trauma. The remaining TEI
questions address other types of trauma exposure (see a
subset of these traumas in Table 3). To summarize the level of
exposure to trauma other than child abuse, we summed the
total number of different types of non-child abuse trauma
exposure reported by each subject. The average number of
types of non-child abuse trauma reported in this sample was
2.5 types (range=0–17) (S.D.=2.05). Using the same data, we
created a four-level categorical variable reflecting number of
types of non-child abuse trauma experienced reported with
21.7% (n=263) falling into the no non-child abuse trauma
exposure category, 13.7% (n=166) reporting 1 type, 33.3%
(n=404) reporting 2-3 types and 31.3% (n=379) reporting 4 or
more types of non-child abuse trauma. The total number or
types of trauma exposure variable was created and used in our
data analysis because in our prior work [39,42] and in other
research on the impact of trauma exposure [43] it relates in a
predictable and consistent manner with a number of measures
of adaptive functioning and trauma related functioning.

2.2.3. Posttraumatic stress and depressive symptomatology
and diagnoses
2.2.3.1. PTSD symptom scale. The PTSD Symptom Scale
(PSS) is a psychometrically valid 17-item self-report scale
assessingPTSDsymptomatology[39,42,44–46]over theprior2
weeks. Consistent with prior literature, we summed the PSS
frequencyitems(“0:notatall” to“3:≥5timesaweek”) toobtaina
continuous measure of PTSD symptom severity ranging from
0 to 51. For this sample, the PSS frequency items had
a standardized alpha coefficient of .93 (M=13.46, S.D.=12.18).

2.2.3.2. Beck depression inventory. Depressed mood was
assessed with the 21-item Beck Depression Inventory (BDI)
[47], a commonly used continuous measure of level of
depressive symptoms [48]. In this sample, the BDI had a
standardized alpha coefficient of .92 (M=10.86, S.D.=11.71).

2.2.3.3. Clinician administered PTSD scale. The CAPS
[49,50] is an interviewer-administered diagnostic instru-
ment measuring PTSD. It has excellent psychometric
properties [49,51]. The CAPS provides a diagnostic
measure of PTSD and assesses lifetime and current
PTSD. For each of the 17 diagnostic criteria the CAPS
rates frequency and intensity scores on a scale of 0 (absent)
to 5 (extremely severe). The data reported here represents
the CAPS score and diagnosis based on the subjectively
worst trauma reported for each subject. The scoring rule we
used was based on the presence/absence of each of the 17
DSM diagnostic criteria using a frequency rating of 1 or
higher paired with an intensity score of 2 or higher [49,50].
Subjects were scored as having PTSD if they met DSM-IV
PTSD criteria from the CAPS interview.

2.2.3.4. Structured clinical interview for DSM-IV. The
SCID-DSMIV [52], is a validated interview assessment of
DSM-IV mood disorders and was used to assess the presence
or absence of MDD as well as other mood disorders within
our study population.

2.3. Statistical analyses

2.3.1. Demographic characteristics, legal and psychiatric
history of the sample
Descriptive statistics on the demographic characteristics,

legal history, general psychiatric history as assessed in the
screening forms were calculated and expressed in terms of
the total number of subjects and percentages of the sample as
a function of gender and a particular characteristic. We
examined gender differences with respect to these variables
using chi-square tests.

2.3.2. Prevalence of childhood and non-childhood types of
trauma exposure
Descriptive statistics on the types of trauma exposure

experienced by the subjects as assessed by the TEI were
calculated and expressed in terms of percentages of the
sample as a function of gender and a particular characteristic
or trauma exposure. Gender differences with respect to type
of trauma exposure were examined with chi square tests.

2.3.3. Prevalence of PTSD and MDD within the sample
The current and lifetime prevalence of PTSD andMDDwas

estimated using a subset of subjects from within our sample
that self-selected to proceed beyond the screening phase of our
study. Demographic characteristics (sex, age, race, education,
employment, disability status, monthly income) of this
subsample differed from those of the general sample from
which they were drawn. Compared to the general sample, the
interview group had a greater percentage of male subjects
(40.3% vs. 35.5%), with a lower rate of employment (22.8%



Table 1
Sample demographics

Demographic Total sample
(N), %

Male (n), % Female
(n), %

Age (n=1565)
18–24 (287), 18.3% (60), 10.7% (223), 22.6%
25–34 (303), 19.4% (86), 15.3% (216), 21.9%
35–44 (285), 18.2% (107), 19.0% (176), 17.8%
45–54 (424), 27.1% (195), 34.6% (224), 22.7%
55–64 (242), 15.5% (84), 14.9% (158), 16.0%
≥65 (56), 3.6% (20), 3.6% (33), 3.3%

Self-identified race/ethnicity
(n=1574)
Black (1469), 93.3% (528), 93.1% (926), 93.4%
White (58), 3.7% (18), 3.2% (40), 4.0%
Hispanic or Latino (9), 0.6% (3), 0.5% (6), 0.6%
Asian (3), 0.2% (3), 0.5% (0), 0%
Mixed (17), 1.1% (6), 1.1% (10), 1.0%
Other (18), 1.1% (9), 1.6% (9), 0.9%

Education (n=1572)
Did not complete
12th grade

(396), 25.2% (136), 24.0% (255), 25.8%

High school graduate (576), 36.6% (210), 37.1% (359), 36.3%
Graduate equivalency
diploma

(88), 5.6% (31), 5.5% (57), 5.8%

Some college/technical
school

(320), 20.4% (114), 20.1% (204), 20.6%

Technical school graduate (61), 3.9% (17), 3.0% (43), 4.3%
College graduate (110), 7.0% (48), 8.5% (62), 6.3%
Graduate School (20), 1.3% (10), 1.8% (10), 1.0%

Employment (n=1574)
Currently unemployed⁎ (1029), 65.4% (391), 68.8% (629), 63.5%

Disability (n=1567)
Currently receiving
disability⁎⁎

(346), 22.1% (151), 26.8% (192), 19.4%

Household monthly income,
US$ (n=1539)
0–249 (421), 27.3% (177), 31.5% (239), 24.8%
250–499 (150), 9.7% (42), 7.5% (106), 11.0%
500–999 (410), 26.6% (141), 25.1% (267), 27.8%
1000–1999 (375), 24.4% (125), 22.2% (246), 25.6%
≥2000 (183), 11.9% (77), 13.7% (104), 10.8%

Note that for the entire sample, N=1600; however, because some participants
declined to answer some questions, the total n in each demographic category
may vary slightly.
Gender differences with respect to the above demographic variables were
assessed using chi-square.

⁎ Pb.05.
⁎⁎ Pb.001.

Table 2
Legal and psychiatric history of study participants

Historical characteristic Total sample
(N), %

Male (n), % Female
(n), %

Legal history
Ever arrested⁎⁎⁎⁎⁎

(n=1387)
(767), 55.3% (395), 79.5% (372), 41.8%

Ever been in jail⁎⁎⁎⁎⁎

(n=1392)
(721), 51.8% (374), 75.1% (347), 38.8%

Ever been in prison⁎⁎⁎⁎

(n=1388)
(183), 13.2% (131), 26.4% (52), 5.8%

Violence charge⁎ (n=1382) (267), 19.3% (126), 25.4% (141), 15.9%
Weapons charge⁎⁎⁎

(n=1369)
(152), 11.1% (87), 17.6% (65), 7.4%

Psychiatric history
Psychiatric hospitalization
(n=1546)

(233), 15.1% (84), 15.0% (149), 15.1%

Involuntary psychiatric
hospitalization (n=1539)

(78), 5.1% (23), 4.1% (55), 5.6%

Suicide Attempt⁎⁎

(n=1540)
(207), 13.4% (43), 7.6% (164), 16.8%

Note that because some participants declined to answer some questions, the
total N in each legal and psychiatric history category may vary slightly.
Gender differences with respect to the above legal and psychiatric history
variables were assessed using chi-square.

⁎ Pb10-4.
⁎⁎ Pb10-6.
⁎⁎⁎ Pb10-8.
⁎⁎⁎⁎ Pb10-25.
⁎⁎⁎⁎⁎ Pb10-35.
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vs. 37.5%) and a higher rate of receiving disability support
(30.5% v 20.0%). The presence or absence of PTSD was
determined using the CAPS criteria for PTSD and the SCID-
DSMIV criteria for MDD. Current and lifetime prevalence for
PTSD and MDD was expressed as the percentage of the
sample meeting diagnostic criteria for PTSD and MDD.

2.3.4. Effects of childhood and non-childhood types of
trauma exposure on risk for posttraumatic stress and
depressive symptoms

We assessed the individual and combined effects of
childhood trauma and adult trauma on posttraumatic stress
and depressive symptoms (as measured with the PSS and the
BDI) using trauma exposure variables constructed from the
TEI. To perform these analyses, we first employed a general
linear model (controlling for age and sex), using the PSS and
BDI total scores as dependent variables, and a TEI
categorical variable representing number of types of non-
child abuse traumatic experiences as the independent
variable. We then examined whether child abuse exposure
also predicted the level of current PTSD and depressive
symptomatology and performed the same analyses as above
with a categorical child abuse variable (none, one type —
physical or sexual, two types — physical and sexual)
constructed from the TEI child abuse items. Finally, we
examined the combined effects of child abuse and non-child
abuse trauma using a general linear model that included both
non-childhood abuse trauma and child abuse trauma and
their interaction term as predictors of adult PTSD and
depressive symptoms.
3. Results

3.1. Demographic, legal and general psychiatric
characteristics of the sample

Table 1 summarizes the demographic characteristics of
our sample. The mean±S.D. subject age was 40.4±13.9
years. Female subjects (n=993, 63.6%) outnumbered male
subjects (n=569, 36.4%) and the self-identified race of our
sample was predominantly African-American (n=1469,
93.3%). The majority of the subjects (n=1029, 65.4%)



Table 3
Percent of sample reporting lifetime exposure to traumatic experiences assessed by traumatic events inventory

Trauma type experienced Number of
respondents

Total sample
(N), %

Male (n), % Female (n), %

Any significant trauma 1431 (1256), 87.8% (472), 90.9% (767), 86.1%
Natural disaster⁎⁎⁎⁎ 1396 (307), 22.0% (149), 28.9% (158), 17.9%
Serious accident or injury⁎⁎⁎⁎ 1264 (590), 46.7% (261), 56.1% (329), 41.2%
Sudden life-threatening illness⁎⁎⁎ 1388 (336), 24.2% (157), 30.7% (179), 20.4%
Military combat⁎⁎⁎⁎⁎⁎ 1377 (44), 3.2% (38), 7.5% (6), 0.7%
Attacked with knife, gun or other weapon by someone other than
intimate partner⁎⁎⁎⁎⁎⁎⁎

1369 (468), 34.2% (280), 55.1% (188), 21.8%

Attacked with knife, gun or other weapon by intimate partner⁎ 999 (179), 17.9% (85), 22.2% (94), 15.3%
Attacked without a weapon by someone other than intimate partner⁎⁎⁎⁎⁎⁎ 1351 (392), 29.0% (202), 40.3% (190), 22.4%
Attacked without a weapon by intimate partner⁎ 987 (293), 29.7% (91), 24.3% (202), 33.0%
Witness of murder of friend or family Member⁎⁎ 1363 (126), 9.2% (64), 12.7% (62), 7.2%
Sexual Contact 17 years and older with physical force⁎⁎⁎⁎⁎ 1043 (91), 8.7% (9), 2.2% (82), 12.9%
Sexual Contact aged 14-17 years with physical force⁎⁎⁎⁎⁎⁎ 1322 (159), 12.0% (18), 3.7% (141), 16.9%
Sexual Contact aged 13 years and younger⁎⁎⁎⁎⁎ 1331 (253), 19.0% (53), 10.8% (200), 23.9%
Beaten as a Child 1340 (230), 17.2% (84), 16.9% (146), 17.3%

Note that because some participants declined to answer some questions, the total N in each trauma-type category may vary slightly.
Gender differences with respect to the above trauma exposure categories were assessed using chi-square.

⁎ Pb.05.
⁎⁎ Pb.01.
⁎⁎⁎ Pb10-3.
⁎⁎⁎⁎ Pb10-5.
⁎⁎⁎⁎⁎ Pb10-9.
⁎⁎⁎⁎⁎⁎ Pb10-13.
⁎⁎⁎⁎⁎⁎⁎ Pb10-22.
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were unemployed at the time of initial interview, and nearly a
quarter of the subjects (n=346, 22.1%) were receiving
disability payments. The socioeconomic status of the
majority of subjects is very low, with 88.1% of the sample
(n=1356) having a mean monthly household income of less
than $2000 and 27% of the sample (n=421) having a mean
monthly household income of less than $250.

Table 2 summarizes the history of legal and general
psychiatric problems of our sample as a function of gender.
Legal difficulties were common in our sample. Over half of
the participants have been arrested (n=767, 55.3%) and jailed
(n=721, 51.8%); 13.2% of the subjects (n=183) have served
time in prison, 19.3% (n=267) have been arrested or detained
on violence charges and 11.1% (n=152) have been arrested
or detained on charges involving weapons. Legal problems
of all categories were significantly more common in males
than females.

We examined self-reported history of voluntary and
involuntary psychiatric hospitalization and attempted suicide
as basic markers of psychiatric morbidity in our study
population.Ofsubjects,15.1%(n=233)reportedpriorvoluntary
psychiatric hospitalization with equal rates of admission
Table 4
Point and lifetime prevalence of PTSD and MDD

Diagnosis and assessment
method

Point prevalence:
sample (n), %

Point prevalence:
males (n), %

Point pre
females (

PTSD CAPS (n=318)
subset followed up

(60), 18.8% (20), 16.4% (37), 20.4

MDD SCID (n=312)
subset followed up

(51), 16.3% (18), 13.8% (30), 18.0
observed between genders; 5.1% (n=78) of subjects reported a
history of involuntary psychiatric hospitalization which was
more common in female (n=55, 5.6%) thanmale (n=23, 4.1%)
subjects and 13.4% (n=207) of our sample have made suicide
attempts which were accounted for by a greater percentage of
female (n=164, 16.8%) thanmale subjects (n=43, 7.6%).

3.2. Prevalence of childhood and non-childhood types of
trauma exposure

Table 3 summarizes the lifetime prevalence and gender
differences in rates of different types of trauma exposure as
measured with the TEI. Of the sample, 87.8% (n=1256)
experienced some form of significant trauma in their lifetime
and the rates of significant trauma exposure were similarly
high for both female (n=767, 86.1%) and male (n=472,
90.9%) subjects. For female (n=329, 41.2%) as well as male
(n=261, 56.1%) subjects, involvement in serious accidents
was the most common traumatic exposure. Assault by
intimate partner without a weapon was the second most
common form of trauma exposure in female subjects (n=202,
33.0%) and assault with a weapon by a person other than
intimate partner was the secondmost common form of trauma
valence:
n), %

Lifetime prevalence:
sample (n), %

Lifetime prevalence:
males (n), %

Lifetime prevalence:
females (n), %

% (146),46.2% (56), 45.5% (85), 47.8%

% (122),36.7% (46), 32.6% (70), 39.8%



Table 6
Effects of child abuse trauma exposure and post-traumatic stress and
depressive symptoms

Level of
child abuse
trauma

N Mean PTSD
symptom
scale score

95%
confidence
intervals

N Mean BDI
Score

95%
confidence
intervals

No child
abuse

887 8.5 7.8–9.2 893 11.2 10.5–12.0

1 Type of
child
abuse

291 15.1 13.8–16.5 273 18.2 16.7–19.8

2 Types of
child
abuse

86 21.4 18.4–24.4 79 21.1 17.9–24.3

Table presents mean PSS and BDI scores and their 95% confidence intervals
as a function of level of child abuse trauma exposure.
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exposure in male subjects (n=280, 55.1%). Military combat
was the least common form of trauma exposure for female
subjects (n=6, 0.7%), and sexual assault as an adult was the
least common exposure for male subjects (n=9, 2.2%).
However, 12.9% (n=82) of female subjects report a history of
sexual assault during adulthood.

With respect to childhood and adolescent trauma
exposure, 17.2% (n=230) of the subjects reported a personal
history of physical abuse. Rates of physical abuse were not
significantly different for male (n=84, 16.9%) and female
(n=146, 17.3%) subjects. In contrast, 19.0% (n=253) of the
sample reported a history of sexual abuse during childhood
(13 years old and younger) occurring slightly more than
twice as often in female (n=200, 23.9%) than male (n=53,
10.6%) subjects. Forced sexual contact during adolescence
(14–17 years old) was reported over four times as often by
female subjects (n=141, 16.9%) compared to male subjects
(n=18, 3.7%).

3.3. Prevalence of PTSD and MDD within the sample

All subjects from the initial interview were invited to
participate in our more detailed secondary phase of inter-
views. Point and lifetime prevalence of PTSD was assessed,
using the CAPS, in this subset (n=318) of subjects who self-
selected into this secondary phase of the study. Table 4
summarizes the current and lifetime prevalence of PTSD and
MDD in this subset. The point prevalence of PTSD for the
sample as a whole, as determined using the CAPS, was
18.8% (n=60). With respect to gender, the point prevalence
of PTSD was 16.4% (n=20) for male subjects and 20.4%
(n=37) for female subjects. The lifetime prevalence of PTSD
for the sample as a whole, as determined using the CAPS,
was 46.2% (n=146). With respect to gender, the lifetime
prevalence of PTSD was 45.5% (n=56) for male subjects and
47.8% (n=85) for female subjects.

Point and lifetime prevalence of MDD was also assessed
in this subset using the SCID-DSMIV (n=312). The point
prevalence of MDD for the sample as a whole, as determined
using the SCID, was 16.3% (n=51). With respect to gender,
the point prevalence of MDD using the SCID was 13.8%
(n=18) for male subjects and 18.0% (n=30) for female
subjects. The lifetime prevalence of MDD for the sample as a
whole, as determined using the SCID, was 36.7% (n=122).
Table 5
Effects of non-child abuse trauma exposure on post-traumatic stress and
depressive symptoms

Level of
non-child
abuse trauma

N Mean PTSD
symptom
scale score

95%
confidence
intervals

N Mean
BDI
Score

95%
confidence
intervals

None 229 4.3 3.3–5.3 245 8.7 7.3–10.0
1 Type 154 6.6 5.2–8.1 154 10.4 8.8–12.1
2–3 Types 374 11.3 10.2–12.5 358 13.5 12.3–14.7
≥4 Types 342 17.4 16.0–18.7 326 17.7 16.3–19.1

Table presents mean PSS and BDI scores and their 95% confidence intervals
as a function of level of non-child abuse trauma exposure.
With respect to gender, the lifetime prevalence of MDD
using the SCID was 32.6% (n=46) for male subjects and
39.8% (n=70) for female subjects.

3.4. Effects of childhood and non-childhood trauma
exposure on posttraumatic stress and depressive symptoms

Adult trauma exposure and childhood trauma exposure
were both found to be predictors of the level of adult post-
traumatic stress and depressive symptomatology alone and in
combination.

3.4.1. Effects of non-child abuse trauma exposure on
posttraumatic stress and depressive symptoms
Weemployed a general linearmodel (controlling for age and

sex), using the PSS total score and BDI total score as the
dependent variables, and the TEI categorical variable
representing number of types of non-child abuse traumatic
experiences as the independent variable. We found a
significant gender effect (PSS: F=22.1, Pb.001, BDI:
F=32.5,Pb.001) and a strong non-child abuse trauma exposure
effect (PSS: F=85.4, Pb.001, BDI: F=38.3, Pb.001) (Table 5).
In the zero types of non-child abuse trauma group, themean (S.
D.) PSS score was 4.35 (7.68) and continuously increased by
more than fourfold to 17.4 (12.9) in the four or more types of
trauma group. TheBDI score increased slightlymore than two-
fold from the no trauma to severe trauma groups.

3.4.2. Effects of child abuse trauma exposure on post-
traumatic stress and depressive symptoms
We examined whether child abuse exposure predicted

adult posttraumatic stress and depressive symptomatology.
Table 7
Interaction of child abuse trauma and non-child abuse trauma exposure on
post-traumatic stress symptoms

PTSD symptoms (PSS),
mean±SE

Child abuse,
none

Child abuse,
1 type

Child abuse,
2 types

Non-child abuse trauma None 3.8±0.51 7.0±1.93 11.0±5.57
1 Type 5.6±0.73 11.3±2.43 10.7±2.59
2–3 Types 9.8±0.65 14.9±1.19 19.0±3.32
≥4 Types 14.5±0.95 18.5±1.14 23.4±1.86



Table 8
Interaction of child abuse trauma and non-child abuse trauma exposure on
depressive symptoms

BDI, mean±SE Child abuse,
none

Child abuse,
1 type

Child abuse,
2 types

Non-Child Abuse Trauma None 8.1±0.70 11.9±1.94 20.6±11.1
1 Type 9.3±0.88 15.6±2.67 15.2±5.20
2–3 Types 11.8±0.65 17.9±1.35 17.6±3.98
≥4 Types 15.0±0.89 19.9±1.28 21.8±1.96
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We performed the same analyses as above, controlling for age
and gender, with the categorical child abuse variable (none,
one type — physical or sexual, two types — physical and
sexual). Similar to the effect of non-child abuse trauma, we
also found a significant effect of the presence of child abuse
(PSS: F=78.9, Pb.001; BDI: F=50.7, Pb.001). The experi-
ence of child abuse increased the mean PSS scores nearly
threefold, and the PSS, scores nearly twofold (Table 6).

3.4.3. Interaction of child abuse trauma and non-child
abuse trauma exposure on posttraumatic stress and
depressive symptoms
We then used a general linear model that included both

non-childhood abuse trauma and child abuse trauma and their
interaction term as predictors of adult PTSD symptoms
(Table 7) and depressive symptoms (Table 8). For BDI total
scores, we observed significant main effects of the two terms
and gender (non-child abuse trauma F=6.0, Pb.001; child
abuse trauma F=13.2, Pb.001, and gender F=20.9, Pb.001)
but no significant interaction (F=0.27, P=.95). Even after
covarying for age, sex, race/ethnicity, income, education and
relationship status, the main effects for BDI scores remain
significant for non-child abuse trauma (F=4.1, P=.007), and
child abuse trauma (F=13.6, Pb.001). For PSS total scores,
we observed significant main effects of the two terms and
gender (non-child abuse trauma F=19.3, Pb.001; child abuse
trauma F=12.8, Pb.001, and gender F=11.1, Pb.001) but no
significant interaction (F=0.27, P=.95). Even after covarying
for age, sex, race/ethnicity, income, education and relation-
ship status, the main effects for PSS scores remain significant
for non-child abuse trauma (F=17.0, Pb.001) and child abuse
trauma (F=12.8, Pb.001). With both PTSD symptom and
depression symptom measures, we find a steady additive
relationship such that each additional level of child abuse
experience or each level of non-child abuse experience
increases the PSS and BDI in a significant and graded fashion
(Tables 7 and 8). These data demonstrate that exposure to
child abuse increases risk for higher levels of PTSD
symptoms in response to non-child abuse trauma exposure.
4. Comment

Our cross-sectional retrospective study replicates and
extends the findings of previous reports [4,16,39] examining
the prevalence and consequences of trauma exposure in urban,
predominantly African-American and impoverished, popula-
tions. In this study, we found that African-American and
subjects of other ethnicities with low socioeconomic status,
ascertained while receiving primary care at an urban, public
hospital, were at high risk of exposure to traumatic events and
the development of stress-related psychiatric illness.

A number of studies have examined the prevalence of
trauma exposure and risk for PTSD in both civilian primary
care samples [4,53–56] and veteran primary care samples
[57,58]. Reported rates of current PTSD range from 2% [54]
to approximately 24% [4] depending on sample socio-
economic characteristics and methodological variation in the
determination of trauma exposure and psychiatric morbidity.
Alim et al. [4] conducted a study with a predominantly
African-American primary care sample, similar to our own,
and found a lifetime trauma exposure rate of 65% whereas
87.8% of our sample experienced some form of traumatic
event. In our study, these events consisted of serious
accidents and various forms of interpersonal violence. A
greater percentage of male than female subjects reported
exposure to non-interpersonal trauma types (natural disaster,
serious accidents, life-threatening illness) as well as most
forms of nonsexual interpersonal violence (attacks with and
without weapons by nonintimate partner, attacks with
weapon by intimate partner) as observed by other investiga-
tors [4,16,59,60]. Consistent with previous reports [4,59,60],
female subjects reported much higher rates of sexual assault
during childhood and adulthood as well as attacks without a
weapon by an intimate partner. Interestingly, the only
category of trauma exposure that we were unable to identify
a significant gender difference with respect to trauma
exposure was that of physical abuse — being beaten as a
child. It is not clear whether these differences represent
gender-related differences with respect to actual trauma
exposure, gender-related differences in reporting or recall
bias or an interaction of these two factors. These data are
similar with respect to rates of trauma exposure (83%) to
those we have previously published [39] describing trauma
exposure in a predominantly African-American sample of
convenience recruited from an inner-city mental health clinic.

Compared to national averages, the lifetime prevalence of
PTSD was substantially elevated in our sample (46.2%). In
the National Comorbidity Survey, Kessler et al. [1] reported
that the lifetime prevalence of PTSD was 7.8% with female
subjects being twice (10.4%) as likely as male subjects
(5.0%) to develop PTSD. Similar to our findings, Alim et al.
[4], in their sample of urban African-American primary care
patients, also found a high lifetime prevalence of PTSD
(51%) with female subjects (60%) being nearly twice as
likely as male subjects (33%) to develop PTSD consistent
with gender differences in rates of PTSD previously reported
by other investigators [61–67]. The lifetime prevalence of
MDD was also very high (36.7%) in our sample and elevated
relative to data from the National Comorbidity Survey [68].
As with PTSD, the lifetime prevalence of MDD within our
sample was also comparable to the overall lifetime rate of
MDD (35%) observed by Alim et al. [4]. Data from the
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National Comorbidity Survey indicate that PTSD and MDD
are frequently comorbid conditions in trauma exposed
individuals [1].

In addition to our examination of the current and lifetime
prevalence of PTSD and MDD, we also examined the effects
of the type, extent and developmental timing of trauma
exposure on post-traumatic stress and depressive symptoms.
Consistent with previous reports [69], we found that trauma
of an interpersonal nature such as sexual assault and physical
child abuse followed by nonsexual assault had the largest
impact on both post-traumatic stress and depressive
symptoms. An important consideration in the interpretation
of these data is the overrepresentation of female subjects in
the sexual assault categories and overrepresentation of male
subjects in the non-sexual assault categories. The increased
vulnerability of women to the development of PTSD and
MDD may be responsible for the large effects of sexual
assault on post-traumatic stress and depressive symptoms.
Conversely, the decreased vulnerability of men to develop
PTSD and MDD (relative to women) may reduce the effects
of nonsexual assault on posttraumatic stress and depressive
symptoms. Of note, we did not identify a gender difference
in the exposure rate of child physical abuse which had effects
on posttraumatic stress and depressive symptoms compar-
able to those of sexual assault. Exposure to multiple
traumatic events across the lifespan is relatively common,
particularly in certain populations at high risk of trauma
exposure [1,16,59,69–71] and is associated with elevated
risk for negative psychiatric outcomes [6,7,69,71]. Consis-
tent with this, we found that exposure to either childhood
trauma, adult trauma, or both produced graded effects on
posttraumatic stress as well as depressive symptoms as
described in previously reported data derived from patients
with PTSD [39,41,72–76] and MDD [77–82].

There are several limitations to this study. We utilized a
cross-sectional approach to retrospectively assess the
prevalence of trauma exposure and psychopathology in
subjects recruited from the primary care clinics of an urban
county hospital. Although the demographic characteristics of
our sample limit the generalizability of our findings to the
general population as well as many primary care and
African-American samples, we believe that our report
highlights the extensive trauma exposure experienced by
urban African Americans with limited financial means and
poor access to health care. The use of retrospective data is
also a significant limitation of our study. Retrospective bias
in the recall of putative etiological events has been studied
the most with subjects who have major depression
[77,83,84], and our use of retrospective data to assess
trauma may have inflated our estimate of trauma exposure in
subjects with PTSD as reports of trauma exposure are
correlated with PTSD symptoms [85,86]. In general support
of this, a recently reported prospective study of the effects of
prior trauma exposure on risk for PTSD suggests that risk for
PTSD is only increased by exposure to subsequent trauma in
individuals who had previously developed PTSD in response
to prior trauma [87]. Unfortunately, this report did not
consider exposure to childhood trauma exposure in its
analysis, which may limit interpretation of the effects of
childhood trauma on adult risk for PTSD and MDD. Other
additional limitations of this study include the possible
induction of social desirability response bias caused by
reading of items on screening instruments to subjects by
study interviewers rather than having subjects submit written
answers and the use of the BDI to assess depressive
symptoms in our primary care-derived sample which may
overestimate depressive symptoms due to overlap of medical
and depressive symptoms on the BDI.

These data document the extraordinarily high levels of
childhood and adult trauma exposure, principally in the form
of interpersonal violence, in a large, sample of an urban,
primary care population. Within this group of subjects,
PTSD and depression are highly prevalent conditions.
Civilian trauma-related disorders, especially among impo-
verished, urban populations, carry enormous societal
burdens. Furthermore, these findings suggest that interge-
nerational cycles of violence and trauma may be endemic in
America's urban environments.

Acknowledgments

This work was primarily supported by National Institutes
of Mental Health (MH071537). Support was also received
from National Institute of Mental Health (MH082256 to C.F.
G. & MH069884 to K.J.R.), National Institute of Drug
Abuse (DA015766 to J.F.C.), Emory and Grady Memorial
Hospital General Clinical Research Center, NIH National
Centers for Research Resources (M01RR00039), NARSAD
(C.F.G.), the American Foundation for Suicide Prevention
(R.G.B.) and the Burroughs Wellcome Fund (K.J.R.). We
thank Allen Graham, B.S., Mark Evces, Ph.D., Eboni
Johnson, B.S., Josh Castleberry, B.S., Daniel Crain, B.S.,
Abby Powers, B.S., Nineequa Blanding, B.S., Daphne
Pierre, B.S., Dorothie Ortigo, B.S., Kyle Ortigo, B.S., and
Kate Thomas, B.S. for excellent technical support.

References

[1] Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson C. Posttrau-
matic stress disorder in the National Comorbidity Survey. Arch Gen
Psychiatry 1995;52(12):1048–60.

[2] Hoge CW, Castro CA, Messer SC, McGurk D, Cotting DI, Koffman
RL. Combat duty in Iraq and Afghanistan, mental health problems, and
barriers to care. N Engl J Med 2004;351(1):13–22.

[3] Dohrenwind BP, Turner JB, Turse NA, Adams BG, Koenen KC. The
psychological risks of Vietnam for U.S. veterans: A revisit with new
data and methods. Science 2006;313:979–82.

[4] Alim TN, Graves E, Mellman TA, Aigbogun N, Gray E, Lawson W,
et al. Trauma exposure, posttraumatic stress disorder and depression in
an African-American primary care population. J Natl Med Assoc
2006;98(10):1630–6.

[5] Chapman DP, Whitfield CL, Felitti VJ, Dube SR, Edwards VJ, Anda
RF. Adverse childhood experiences and the risk of depressive disorders
in adulthood. J Affect Disord 2004;82(2):217–25.



513C.F. Gillespie et al. / General Hospital Psychiatry 31 (2009) 505–514
[6] McCauley J, Kern DE, Kolodner K, Dill L, Schroeder AF, DeChant
HK, et al. Clinical characteristics of women with a history of childhood
abuse: unhealed wounds. JAMA 1997;277(17):1362–8.

[7] Dube SR, Anda RF, Felitti VJ, Chapman DP, Williamson DF, Giles
WH. Childhood abuse, household dysfunction, and the risk of
attempted suicide throughout the life span: findings from the Adverse
Childhood Experiences Study. JAMA 2001;286(24):3089–96.

[8] Shemesh E, Rudnick A, Kaluski E, Milovanov O, Salah A, Alon D,
et al. A prospective study of posttraumatic stress symptoms and
nonadherence in survivors of a myocardial infarction (MI). Gen Hosp
Psychiatry 2001;23(4):215–22.

[9] Hilerio CM, Martinez J, Zorrilla CD, Torres R. Posttraumatic stress
disorder symptoms and adherence among women living with HIV.
Ethn Dis 2005;15(4 Suppl 5):S5–47-S5-50.

[10] Sledjeski EM, Delahanty DL, Bogart LM. Incidence and impact of
posttraumatic stress disorder and comorbid depression on adherence to
HAART and CD4+ counts in people living with HIV. AIDS Patient
Care STDS 2005;19(11):728–36.

[11] Delahanty DL, Bogart LM, Figler JL. Posttraumatic stress disorder
symptoms, salivary cortisol, medication adherence, and CD4 levels in
HIV-positive individuals. AIDS Care 2004;16(2):247–60.

[12] Kartha A, Brower V, Saitz R, Samet JH, Keane TM, Liebschutz J. The
impact of trauma exposure and post-traumatic stress disorder on
healthcare utilization among primary care patients. Med Care 2008;46
(4):388–93.

[13] Hien DA, Nunes E, Levin FR, Fraser D. Posttraumatic stress disorder
and short-term outcome in early methadone treatment. J Subst Abuse
Treat 2000;19(1):31–7.

[14] Kubzansky LD, Koenen KC, Spiro III A, Vokonas PS, Sparrow D.
Prospective study of posttraumatic stress disorder symptoms and
coronary heart disease in the Normative Aging Study. Arch Gen
Psychiatry 2007;64(1):109–16.

[15] Alim TN, Charney DS, Mellman TA. An overview of posttraumatic
stress disorder in African Americans. J Clin Psychol 2006;62
(7):801–13.

[16] Breslau N, Kessler RC, Chilcoat HD, Schultz LR, Davis GC, Andreski
P. Trauma and posttraumatic stress disorder in the community: the
1996 Detroit Area Survey of Trauma. Arch Gen Psychiatry 1998;55
(7):626–32.

[17] Breslau N, Davis GC, Andreski P, Peterson E. Traumatic events and
posttraumatic stress disorder in an urban population of young adults.
Arch Gen Psychiatry 1991;48(3):216–22.

[18] Fitzpatrick KM, Boldizar JP. The prevalence and consequences of
exposure to violence among African-American youth. J Am Acad
Child Adolesc Psychiatry 1993;32(2):424–30.

[19] Selner-O'Hagan MB, Kindlon DJ, Buka SL, Raudenbush SW, Earls
FJ. Assessing exposure to violence in urban youth. J Child Psychol
Psychiatry 1998;39(2):215–24.

[20] Shakoor BH, Chalmers D. Co-victimization of African-American
children who witness violence: effects on cognitive, emotional, and
behavioral development. J Natl Med Assoc 1991;83(3):233–8.

[21] Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM,
Edwards V, et al. Relationship of childhood abuse and household
dysfunction to many of the leading causes of death in adults. The
Adverse Childhood Experiences (ACE) Study. Am J Prev Med
1998;14(4):245–58.

[22] Gladstone GL, Parker GB, Mitchell PB, Malhi GS, Wilhelm K, Austin
MP. Implications of childhood trauma for depressed women: an
analysis of pathways from childhood sexual abuse to deliberate self-
harm and revictimization. Am J Psychiatry 2004;161(8):1417–25.

[23] Dietz PM, Spitz AM, Anda RF, Williamson DF, McMahon PM,
Santelli JS, et al. Unintended pregnancy among adult women exposed
to abuse or household dysfunction during their childhood. JAMA
1999;282(14):1359–64.

[24] Danese A, Pariante CM, Caspi A, Taylor A, Poulton R. Childhood
maltreatment predicts adult inflammation in a life-course study. Proc
Natl Acad Sci U S A 2007;104(4):1319–24.
[25] Danese A, Moffitt TE, Pariante CM, Ambler A, Poulton R, Caspi A.
Elevated inflammation levels in depressed adults with a history of
childhood maltreatment. Arch Gen Psychiatry 2008;65(4):409–15.

[26] Gunstad J, Paul RH, Spitznagel MB, Cohen RA, Williams LM, Kohn
M, et al. Exposure to early life trauma is associated with adult obesity.
Psychiatry Res 2006;142(1):31–7.

[27] Lissau I, Sorensen TI. Parental neglect during childhood and increased
risk of obesity in young adulthood. Lancet 1994;343(8893):324–7.

[28] Trief PM, Ouimette P, Wade M, Shanahan P, Weinstock RS. Post-
traumatic stress disorder and diabetes: co-morbidity and outcomes in a
male veterans sample. J Behav Med 2006;29(5):411–8.

[29] Caspi A, Harrington H, Moffitt TE, Milne BJ, Poulton R. Socially
isolated children 20 years later: risk of cardiovascular disease. Arch
Pediatr Adolesc Med 2006;160(8):805–11.

[30] Dong M, Giles WH, Felitti VJ, Dube SR, Williams JE, Chapman DP,
et al. Insights into causal pathways for ischemic heart disease: adverse
childhood experiences study. Circulation 2004;110(13):1761–6.

[31] Batten SV, Aslan M, Maciejewski PK, Mazure CM. Childhood
maltreatment as a risk factor for adult cardiovascular disease and
depression. J Clin Psychiatry 2004;65(2):249–54.

[32] Goodwin RD, Stein MB. Association between childhood trauma and
physical disorders among adults in the United States. Psychol Med
2004;34(3):509–20.

[33] Smith GD, Hart C, Blane D, Hole D. Adverse socioeconomic
conditions in childhood and cause specific adult mortality: prospective
observational study. BMJ 1998;316(7145):1631–5.

[34] Goodwin RD, Davidson JR. Self-reported diabetes and posttraumatic
stress disorder among adults in the community. Prev Med 2005;40
(5):570–4.

[35] Abram KMTL, Charles DR, et al. Posttraumatic stress disorder and
trauma in youth in juvenile detention. Arch Gen Psychiatry 2004;61
(4):403–10.

[36] Byrne CA, Resnick HS, Kilpatrick DG, Best CL, Saunders BE. The
socioeconomic impact of interpersonal violence on women. J Consult
Clin Psychol 1999;67(3):362–6.

[37] Fullilove MT, Heon V, Jimenez W, Parsons C, Green LL, Fullilove RE.
Injury and anomie: effects of violence on an inner-city community. Am
J Public Health 1998;88(6):924–7.

[38] Schwartz A, Bradley R, Ressler K, Sexton M, Sherry A. Treating
posttraumatic stress disorder in urban African American mental health
patients. J Am Psychoanal Assoc 2004;52(2):464–5.

[39] Schwartz AC, Bradley RG, Sexton M, Sherry A, Ressler KJ.
Posttraumatic stress disorder among African Americans in an inner
city mental health clinic. Psychiatr Serv 2005;56(2):212–5.

[40] Bradley RG, Binder EB, Eps n MP, Tang Y, Nair HP, Liu W, et al.
Influence of child abuse on adult depression: moderation by the
corticotropin-releasing hormone receptor gene. Arch Gen Psychiatry
2008;65(2):190–200.

[41] Binder EB, Bradley RG, Liu W, Eps n MP, Deveau TC, Mercer KB,
et al. Association of FKBP5 polymorphisms and childhood abuse with
risk of posttraumatic stress disorder symptoms in adults. JAMA
2008;299(11):1291–305.

[42] Schwartz AC, Bradley R, Penza KM, Sexton M, Jay D, Haggard PJ,
et al. Pain medication use among patients with posttraumatic stress
disorder. Psychosomatics 2006;47(2):136–42.

[43] Anda RF, Felitti VJ, Bremner JD, Walker JD, Whitfield C, Perry BD,
et al. The enduring effects of abuse and related adverse experiences in
childhood. A convergence of evidence from neurobiology and
epidemiology. Eur Arch Psychiatry Clin Neurosci 2006;256
(3):174–86.

[44] Foa EB, Tolin DF. Comparison of the PTSD Symptom Scale-Interview
Version and the Clinician Administered PTSD Scale. J Trauma Stress
2000;13(2):181–91.

[45] Coffey SF, Dansky BS, Falsetti SA, Saladin ME, Brady KT. Screening
for PTSD in a substance abuse sample: psychometric properties of a
modified version of the PTSD Symptom Scale Self-Report. Posttrau-
matic stress disorder. J Trauma Stress 1998;11(2):393–9.



514 C.F. Gillespie et al. / General Hospital Psychiatry 31 (2009) 505–514
[46] Falsetti SA, Resnick HS, Resick PA, Kilpatrick DG. The modified
PTSD symptom scale: a brief self-report measure of posttraumatic
stress disorder. Behav Ther 1993:161–2.

[47] Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inventory
for measuring depression. Arch Gen Psychiatry 1961;4:561–71.

[48] Beck AT, Steer RA, Carbin MG. Psychometric properties of the Beck
Depression Inventory: twenty-five years of evaluation. Clin Psychol
Rev 1988;8:77–100.

[49] Blake DD, Weathers FW, Nagy LM, Kaloupek DG, Gusman FD,
Charney DS, et al. The development of a clinician administered PTSD
scale. J Trauma Stress 1995;8:75–90.

[50] Blake DD, Weathers FW, Nagy LM, Kaloupek DG, Klauminzer G,
Charney DS, et al. A clinician rating scale for assessing current lifetime
PTSD: the CAPS-1. Behavior Therapy 1990;13:187–8.

[51] Weathers FW, Keane TM, Davidson JRT. Clinician-administered
PTSD scale: a review of the first ten years of research. Depress Anxiety
2001;13:132–56.

[52] First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical
Interview for DSM-IV Axis I Disorders (SCID-I/P, v 2.0, 8/98
revision). New York: Biometrics Research Department; 1998.

[53] Liebschutz J, Saitz R, Brower V, Keane TM, Lloyd-Travaglini C,
Averbuch T, et al. PTSD in urban primary care: high prevalence and
low physician recognition. J Gen Intern Med 2007;22(6):719–26.

[54] Stein MB, McQuaid JR, Pedrelli P, Lenox R, McCahill ME.
Posttraumatic stress disorder in the primary care medical setting.
Gen Hosp Psychiatry 2000;22(4):261–9.

[55] Taubman-Ben-Ari O, Rabinowitz J, Feldman D, Vaturi R. Post-
traumatic stress disorder in primary-care settings: prevalence and
physicians' detection. Psychol Med 2001;31(3):555–60.

[56] Bruce SE, Weisberg RB, Dolan RT, Machan JT, Kessler RC,
Manchester G, et al. Trauma and posttraumatic stress disorder in
primary care patients. Prim Care Companion J Clin Psychiat 2001;3
(5):211–7.

[57] Magruder KM, Frueh BC, Knapp RG, Davis L, Hamner MB, Martin
RH, et al. Prevalence of posttraumatic stress disorder in Veterans
Affairs primary care clinics. Gen Hosp Psychiatry 2005;27(3):169–79.

[58] Escalona R, Achilles G, Waitzkin H, Yager J. PTSD and somatization
in women treated at a VA primary care clinic. Psychosomatics 2004;45
(4):291–6.

[59] Breslau N, Wilcox HC, Storr CL, Lucia VC, Anthony JC. Trauma
exposure and posttraumatic stress disorder: a study of youths in urban
America. J Urban Health 2004;81(4):530–44.

[60] Perkonigg A, Kessler RC, Storz S, Wittchen HU. Traumatic events and
post-traumatic stress disorder in the community: prevalence, risk
factors and comorbidity. Acta Psychiatr Scand 2000;101(1):46–59.

[61] Breslau N, Davis GC, Andreski P, Peterson EL, Schultz LR. Sex
differences in posttraumatic stress disorder. Arch Gen Psychiatry
1997;54(11):1044–8.

[62] Breslau N, Davis GC. Posttraumatic stress disorder in an urban
population of young adults: risk factors for chronicity. Am J Psychiatry
1992;149(5):671–5.

[63] DeLisi LE, Maurizio A, Yost M, Papparozzi CF, Fulchino C, Katz CL,
et al. A survey of New Yorkers after the Sept. 11, 2001, terrorist
attacks. Am J Psychiatry 2003;160(4):780–3.

[64] Kessler RC. Posttraumatic stress disorder: the burden to the
individual and to society. J Clin Psychiatry 2000;61(Suppl 5):4–12
[discussion 13-4].

[65] Holbrook TL, Hoyt DB, Stein MB, Sieber WJ. Gender differences in
long-term posttraumatic stress disorder outcomes after major trauma:
women are at higher risk of adverse outcomes than men. J Trauma
2002;53(5):882–8.

[66] Stein MB, Walker JR, Forde DR. Gender differences in susceptibility
to posttraumatic stress disorder. Behav Res Ther 2000;38(6):619–28.

[67] Van Loey NE, Maas CJ, Faber AW, Taal LA. Predictors of chronic
posttraumatic stress symptoms following burn injury: results of a
longitudinal study. J Trauma Stress 2003;16(4):361–9.
[68] Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M,
Eshelman S, et al. Lifetime and 12-month prevalence of DSM-IIIR
psychiatric disorders in the United States: results from the national
comorbidity survey. Arch Gen Psychiatry 1994;51:8–19.

[69] Green BL, Goodman LA, Krupnick JL, Corcoran CB, Petty RM,
Stockton P, et al. Outcomes of single versus multiple trauma exposure
in a screening sample. J Trauma Stress 2000;13(2):271–86.

[70] Breslau N, Peterson EL, Poisson LM, Schultz LR, Lucia VC.
Estimating post-traumatic stress disorder in the community: lifetime
perspective and the impact of typical traumatic events. Psychol Med
2004;34(5):889–98.

[71] Schilling EA, Aseltine Jr RH, Gore S. Adverse childhood experiences
and mental health in young adults: a longitudinal survey. BMC Public
Health 2007;7(147):30.

[72] Kulka RA. Trauma and the Vietnam war generation: report of findings
from the national vietnam veterans readjustment study. New York:
Brunner /Mazel; 1990.

[73] King DW, King LA, Foy DW, Gudanowski DM. Prewar factors in
combat-related posttraumatic stress disorder: structural equation
modeling with a national sample of female and male Vietnam veterans.
J Consult Clin Psychol 1996;64(3):520–31.

[74] Galea S, Ahern J, Resnick H, Kilpatrick D, Bucuvalas M, Gold J, et al.
Psychological sequelae of the September 11 terrorist attacks in New
York City. N Engl J Med 2002;346(13):982–7.

[75] Zaidi LY, Foy DW. Childhood abuse experiences and combat-related
PTSD. J Trauma Stress 1994;7(1):33–42.

[76] Bremner JD, Southwick SM, Johnson DR, Yehuda R, Charney
DS. Childhood physical abuse and combat-related posttraumatic
stress disorder in Vietnam veterans. Am J Psychiatry 1993;150
(2):235–9.

[77] Kessler RC. The effects of stressful life events on depression. Annu
Rev Psychol 1997;48:191–214.

[78] Kendler KS, Kuhn JW, Prescott CA. Childhood sexual abuse, stressful
life events and risk for major depression in women. Psychol Med
2004;34(8):1475–82.

[79] Kendler KS, Hettema JM, Butera F, Gardner CO, Prescott CA. Life
event dimensions of loss, humiliation, entrapment, and danger in the
prediction of onsets of major depression and generalized anxiety. Arch
Gen Psychiatry 2003;60(8):789–96.

[80] Finlay-Jones R. Brown GW. Types of stressful life event and the
onset of anxiety and depressive disorders. Psychol Med 1981;11
(4):803–15.

[81] Paykel ES, Myers JK, Dienelt MN, Klerman GL, Lindenthal JJ, Pepper
MP. Life events and depression. A controlled study. Arch Gen
Psychiatry 1969;21(6):753–60.

[82] Kendler KS, Karkowski-Shuman L. Stressful life events and genetic
liability to major depression: genetic control of exposure to the
environment? Psychol Med 1997;27(3):539–47.

[83] Brewin CR, Andrews B, Gotlib IH. Psychopathology and early
experience: a reappraisal of retrospective reports. Psychol Bull
1993;113(1):82–98.

[84] Schraedley PK, Turner RJ, Gotlib IH. Stability of retrospective reports
in depression: traumatic events, past depressive episodes, and parental
psychopathology. J Health Soc Behav 2002;43(3):307–16.

[85] Southwick SM, Morgan III CA, Nicolaou AL, Charney DS.
Consistency of memory for combat-related traumatic events in
veterans of Operation Desert Storm. Am J Psychiatry 1997;154
(2):173–7.

[86] Roemer L, Litz BT, Orsillo SM, Ehlich PJ, Friedman MJ.
Increases in retrospective accounts of war-zone exposure over
time: the role of PTSD symptom severity. J Trauma Stress
1998;11(3):597–605.

[87] Breslau N, Peterson EL, Schultz LR. A second look at prior trauma and
the posttraumatic stress disorder effects of subsequent trauma: a
prospective epidemiological study. Arch Gen Psychiatry 2008;65
(4):431–7.


	Trauma exposure and stress-related disorders in inner city �primary care patients
	Introduction
	Methods
	Sample, recruitment and procedure
	Measures
	Demographic, legal and general medical �history measures
	Demographics form
	Legal history form
	General psychiatric history form

	Trauma exposure measure
	The traumatic events inventory

	Posttraumatic stress and depressive symptomatology and diagnoses
	PTSD symptom scale
	Beck depression inventory
	Clinician administered PTSD scale
	Structured clinical interview for DSM-IV


	Statistical analyses
	Demographic characteristics, legal and psychiatric history of the sample
	Prevalence of childhood and non-childhood types of trauma exposure
	Prevalence of PTSD and MDD within the sample
	Effects of childhood and non-childhood types of trauma exposure on risk for posttraumatic stres.....


	Results
	Demographic, legal and general psychiatric �characteristics of the sample
	Prevalence of childhood and non-childhood types of trauma exposure
	Prevalence of PTSD and MDD within the sample
	Effects of childhood and non-childhood trauma exposure on posttraumatic stress and depressive s.....
	Effects of non-child abuse trauma exposure on posttraumatic stress and depressive symptoms
	Effects of child abuse trauma exposure on post-traumatic stress and depressive symptoms
	Interaction of child abuse trauma and non-child abuse trauma exposure on posttraumatic stress a.....


	Comment
	Acknowledgments
	References




