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This study examined 184 African-
American outpatients in a mental
health clinic in the inner city to
define the rate of occurrence of
traumatic experience and post-
traumatic stress disorder (PTSD).
This population experienced a
high rate of severe trauma.
Forty-three percent were found
to have PTSD, as measured by
the PTSD Symptom Scale. Final-
ly, a chart review of 72 partici-
pants found that only 11 percent
of participants who met DSM-IV
criteria for PTSD also had a chart
diagnosis of PTSD. PTSD is a
common yet underrecognized
and undertreated source of psy-
chiatric morbidity in this urban
community of African Americans
with low socioeconomic status.
(Psychiatric Services 56:212–215,
2005)

The prevalence of posttraumatic
stress disorder (PTSD) is esti-

mated to range from 9 to 12 percent
in the general population (1,2).

These figures likely underestimate
the prevalence among residents of
urban, economically disadvantaged
areas, because this population is at
higher risk than the general popula-
tion of exposure to traumatic events.
This greater risk of victimization
among urban residents can be at-
tributed to a variety of factors, in-
cluding low socioeconomic status
and high rates of violence in the in-
ner city. Despite the potential high
rate of PTSD in the urban popula-
tion, trauma is likely underrecog-
nized and PTSD is often underdiag-
nosed (3,4). These findings are com-
pounded by the possibility that
mental illness, particularly affective
disorders, tends to be underdiag-
nosed in the African-American com-
munity (5).

In this study, we used a survey de-
sign to examine whether the rates of
trauma and PTSD among low-in-
come African-American mental
health patients from an urban area
were higher than the rates that have
been reported for the general popu-
lation. We examined whether PTSD
was underdiagnosed in our study
population. We also examined
whether persons with PTSD were
more likely than those without
PTSD to have worse clinical and
quality-of-life characteristics. Final-
ly, we examined whether persons
with PTSD were more likely than
those without PTSD to be at higher
risk of developing comorbid psychi-
atric diagnoses. 

Methods
African-American patients were re-
cruited from an urban outpatient
mental health clinic in Atlanta, Geor-
gia, during an 18-month period from
2001 to 2002. Patients were recruited
if they presented for treatment that
was not focused on a crisis. The study
was limited to African Americans be-
cause no studies have specifically ex-
amined PTSD among African Ameri-
cans in the inner city, this group is un-
derstudied, and the vast majority of
patients at this clinic are African
American. We approached 200 pa-
tients, and 184 completed our survey.
Patients were eligible for our study if
they were aged 18 to 75 years, were
able to understand English, and had
been active patients in the clinic for
two or more years. Patients were ex-
cluded from our study if they were
mentally retarded, scored under 24
on the Mini-Mental State Exam, or
were not able to give valid informed
consent. This study was approved by
the institutional review board of
Emory University and the research
oversight committee of Grady Health
System. We obtained informed con-
sent from all patients.

The initial survey included demo-
graphic information; the Mini-Men-
tal State Exam; the traumatic events
inventory, which is a 13-question
self-report that assesses traumatic
events, frequency of events, age at
worst incident, and feelings of terror,
horror, and helplessness (unpub-
lished scale, Rothbaum BO, David-
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son JR, 2000); and the PTSD Symp-
tom Scale (PSS), which is a 17-item
self-report that mirrors DSM-IV cri-
teria for PTSD and has good psycho-
metric properties (6). 

A master’s-level research assistant
administered all measures aloud be-
cause of low literacy rates. Patients in
the waiting room were approached
every day of the week and all hours of
clinic operation to prevent bias in the
timing of survey completion. A total of
184 patients completed the interview
and were included in the analysis. The
average number of monthly visits
among participants was 1.2, which is
comparable to the average for the en-
tire clinic of 1.0 visit each month. This
finding suggests that the sample popu-
lation was similar to the overall clinic
population. Seventy-two of the sur-
veyed patients were then chosen at
random from a list of participants to
undergo the Structured Clinical Inter-
view for DSM-IV Axis I Disorders
(SCID-I), which was conducted by a
trained interviewer who was blind to
initial data. These patients’ psychiatric
charts were then reviewed to obtain
chart diagnoses. 

Data were maintained in SPSS ver-
sion 12.0 for personal computers.
Categorical variables were analyzed
with chi square statistics. Continuous
variables were examined with analysis
of variance.

Results 
Sixty-six of the participants (36 per-
cent) were men and 118 (64 percent)
were women. The mean±SD age was
45.1±11.4 years, ranging from 21 to
72 years. A majority of the sample
was impoverished: 78 (42 percent)
took home less than $500 each
month, 81 (44 percent) took home
between $500 and $1,000 each
month, and 23 (13 percent) were
currently homeless. A total of 102
(55 percent) had experienced a po-
tentially lethal attack, 89 (48 per-
cent) had experienced a serious acci-
dent or injury, and 53 females (45
percent of the females) had experi-
enced a sexual assault. A total of 72
participants (39 percent) acknowl-
edged past or present substance
abuse or dependence: 70 (38 per-
cent) in the past and 12 (7 percent)
in the present. A total of 153 partici-

pants (83 percent) experienced a
traumatic event at some point in
their lifetime that was a criterion A
stressor for PTSD, as defined in
DSM-IV. 

Twenty-eight participants (15 per-
cent) had experienced one potentially
traumatic event, 29 (16 percent) had
experienced two events, 35 (19 per-
cent) had experienced three events,
33 (18 percent) had experienced four
events, and 47 (26 percent) had expe-
rienced five or more events. As shown
in Table 1, women were significantly
more likely than men to experience
sexual assaults across their lifespan,
and men were more likely than
women to experience military combat
or to be attacked with a weapon. 

When combined with the traumat-
ic events inventory, the PSS provides
a full diagnostic screen for the DSM-
IV diagnosis of PTSD. Among the
184 participants in our study, 80 (43
percent) met criteria for PTSD, as
measured by the PSS. Among the 72
participants who completed the
SCID-I, 29 (40 percent) met criteria
for PTSD, as measured by the SCID-
I. Those with a SCID-based diagnosis
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Prevalence of traumatic experiences and their relation to posttraumatic stress disorder (PTSD) Symptom Scale (PSS) scores
among African Americans who were long-term patients at an urban community mental health center

Experienced the trauma
Experienced Mean±SD PSS score, 
the trauma by whether the Male Female
(N=184) trauma was experienceda (N=66) (N=118)

Trauma N % Yes No pb N % N % χ2† pc

Natural disaster 49 27 24.7±14.8 15.8±13.8 <.001 19 29 30 25 .25 .62
Serious accident or injury 89 48 19.4±14. 17±14.9 .28 34 52 55 47 .41 .52
Military combat 12 6.5 22.3±16.7 17.9±14.4 .32 8 12 4 3 5.29 .02
Accidental death or murder of  

close friend or family member 35 19 24.7±13.8 16.7±14.3 .003 16 24 19 16 1.82 .18
Suicide of close friend or family 

member 9 4.9 22.3±15.4 18±14.5 .38 3 5 6 5 .03 .87
Attacked with a knife, gun, or 

other weapon 102 55 21.7±13.7 13.8±14.5 <.001 44 67 58 49 5.23 .02
Attacked without a weapon with 

intent  to kill or injure 101 55 21.2±13.6 14.5±14.8 .002 39 59 62 53 .73 .39
Childhood physical abuse 64 35 23.2±13.5 15.5±14.4 .001 21 32 43 36 .4 .53
Childhood sexual abuse before the 

age of 13 years 71 39 21.2±15 16.1±13.9 .02 17 26 54 46 7.15 .008
Forced sexual contact as an adult 60 33 25.2±13.5 14.8±13.8 <.001 7 11 53 45 22.67 <.001

a Possible scores of the PSS range from 0 to 51, with scores greater than 20 indicating clinically significant PTSD and higher scores indicating more se-
vere PTSD. 

b F test, df=1, 182 for difference in PSS scores
c For gender difference
†df=1
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of PTSD had significantly higher
scores on the PSS than those without
such a diagnosis (mean score of 30.9±
12.19 compared with 12.9± 13.08;
F=34.4, df=1, 70, p<.001). Possible
PSS scores range from 0 to 51, with
higher scores indicating higher sever-
ity of symptoms. 

We examined whether there was a
relationship between type or fre-
quency of trauma and the presence of
PTSD symptoms. Table 1 shows that
a majority of the specific traumatic
experiences were related to a statisti-
cally significant difference in PSS to-
tal score. Because of the large num-
bers of patients who reported more
than one type of trauma, we exam-
ined the relationship between the
number of types of traumatic experi-
ences and traumatic symptom severi-
ty (PSS score) and found a significant
correlation (r=.43, p<.001). 

Among the 72 participants who
were interviewed by use of the SCID-
I, we found that patients with sub-
stance use disorders, either current
(F=9.64, df=1, 182, p<.001) or past
(F=7.89, df=1, 182, p<.01), had more
PTSD symptoms and were more like-
ly to have a SCID-based diagnosis of
PTSD than patients who did not have
a substance use disorder (χ2=5.37,
df=1, p=.02). Also, among these 72
participants, those with a reported
history of attempting suicide had sig-
nificantly more PTSD symptoms
(F=12.6, df=1, 182, p<.001) and were
significantly more likely to have a
SCID-based diagnosis of PTSD (χ2=
5.46, df=1, p=.02). Additionally, those
who were currently homeless had
more PTSD symptoms, although this
trend was not statistically significant. 

Among these 72 participants, partic-
ipants who met SCID criteria for
PTSD had more comorbid psychiatric
diagnoses, as measured by the SCID-I
(mean=3.3±1.2) than those who did
not (mean=1.7±1.l; F=30.9, df=1, 70,
p<.001). Patients with PTSD were
more likely than those without PTSD
to meet SCID criteria for major de-
pression (χ2= 6.5, df=1, p=.01) and for
nonschizophrenic psychotic disorders
(χ2=4.8, df=1, p=.03). 

Consistent with other data that sug-
gested that early childhood trauma
and abuse correlates with adult PTSD,
we found that participants who report-

ed an unstable childhood family envi-
ronment were more likely to have a
SCID-based diagnosis of PTSD
(χ2=14.28, df=1, p<.001) and higher
PSS scores (F=24.8, df=1, 182,
p<.001).

The clinic charts were requested
for all 72 patients who were inter-
viewed with the SCID-I. Twenty-
nine of these participants (40 per-
cent) had PTSD, as diagnosed by
the SCID-I. A total of 66 patients’
charts were available for examina-
tion, and 26 of these patients (39
percent) had PTSD as diagnosed by
the SCID-I. The most common
chart diagnosis for those with a
SCID-based diagnosis of PTSD
were depression (19 participants, or
73 percent) and psychotic disorders
other than schizophrenia (12 partic-
ipants, or 46 percent). PTSD was
vastly underdiagnosed. Although we
found that 39 percent of the patients
who were interviewed with the
SCID-I met criteria for PTSD,
these rates were not reflected in the
clinic charts. Among the 66 charts
reviewed, only four charts (6 per-
cent) listed a diagnosis of PTSD.
Furthermore, of the 26 participants
who met SCID-I criteria for PTSD,
only three charts (11 percent) listed
a diagnosis of PTSD.

Discussion
In this study, we found that African
Americans with low socioeconomic
status who went to an urban mental
health clinic were at very high risk of
having experienced violence and
traumatic events. We found high
rates of severe trauma (83 percent)
and PTSD (44 percent). We also
found that the extent of previous
trauma significantly correlated with
PTSD symptom severity. Partici-
pants with PTSD were more likely
than those without PTSD to have
multiple comorbidities, primarily
nonschizophrenic psychosis and de-
pression. Compared with partici-
pants without PTSD, those with
PTSD were more likely to have at-
tempted suicide and to have a histo-
ry of substance use disorders. 

Despite these high rates of trauma
and PTSD, this population is not cur-
rently identified as being in need of
treatment, as reflected by our finding

that only 11 percent of those with a
SCID-based diagnosis of PTSD had a
chart diagnosis of PTSD. We believe
that the underdiagnosis of PTSD is
the case not only in our mental health
center but also nationally. In several
studies that examined prevalence of
PTSD among patients with severe
mental illness, similar high rates of
PTSD have been reported (3,4).
However, our data and data from
these previous studies had significant
differences: our participants were
from a racial minority group, we
found that PTSD was associated with
higher rates of suicide attempts and
comorbid substance use disorders,
and we compared chart diagnosis
with a SCID-based diagnosis of
PTSD. Furthermore, our study in-
cluded all patients in the clinic, not
just those who met criteria for severe
mental illness. 

This study is consistent with previ-
ous work that examined the frequen-
cy and impact of violence on impov-
erished, inner-city communities
(7,8). Our data suggest that because
of the heterogeneous nature of
PTSD, it may be the underlying diag-
nosis among patients with a variety of
clinical presentations (4,9). Individu-
als who seek psychiatric services, es-
pecially in inner-city areas with high
rates of violence, may be experienc-
ing residual effects of exposure to
traumatic events. Failure to diagnose
and treat PTSD may prolong the to-
tal duration of psychiatric treatment
and may result in poorer treatment
outcomes (10).

This study had several limitations.
We were unable to determine if the
rates of PTSD and trauma we report
are applicable to all African Ameri-
cans with low socioeconomic status
who live in an urban area or if these
rates are specific to those who seek
treatment for mental illness. Further
studies are needed to directly address
the rates of PTSD among residents of
inner-city areas with high rates of vio-
lence who do not seek treatment for
mental illness. 

Conclusions
PTSD and related traumatic disor-
ders were found to be extremely
common, affecting 43 percent of
our sample. Although PTSD is asso-
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ciated with numerous poor out-
comes and its recognition is critical
for treatment, only 11 percent of the
participants who met DSM-IV crite-
ria for PTSD also had a clinic diag-
nosis of PTSD in their charts. It is
hoped that an increasing recogni-
tion of the prevalence and morbidi-
ty of trauma-related disorders will
help in treatment of both the cur-
rent adult population that has PTSD
as well as the next generation of at-
risk children. ♦
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