
PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � July 2002   Vol. 53   No. 7884488

Agrowing body of literature
suggests that individuals who
have experienced trauma or

who exhibit symptoms of posttrau-
matic stress disorder (PTSD) may
have an elevated risk of medical ill-
ness. People who have experienced
trauma are more likely to seek treat-
ment from primary care or specialist
medical practitioners than from men-
tal health clinicians (1,2).

However, most of the research on
medical complaints co-occurring
with PTSD has not examined a pri-
mary care population. Typically such
research has focused on veteran pop-
ulations and has found that veterans
with PTSD report more physical
symptoms or perceptions of worse
health than veterans of the same war
who do not have PTSD (3–9). Simi-
lar results have been found in a few
nonveteran samples. For example,
women who experienced a sexual as-
sault reported more somatic com-
plaints than did matched controls
(10,11). Also, persons who had been
hostages in a terrorist hijacking re-
ported higher rates of a number of
medical problems than their family
members (12).

In these studies the authors did not
report on the psychiatric status of the
participants who did not have PTSD
or a history of trauma or on coexisting
psychiatric disorders in the group
with PTSD or a trauma history. It is
possible that the higher reported
rates of medical problems among par-
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Objective: The authors examined the relationship between posttrau-
matic stress disorder (PTSD), trauma, and self-reported nonpsychiatric
medical conditions in a sample of 502 primary care patients with one or
more anxiety disorders. Methods: Primary care patients with one or
more DSM-IV anxiety disorders were assessed for comorbid psychiatric
and substance use problems and for a history of trauma. These individ-
uals also completed a self-report measure of current and lifetime med-
ical conditions, lifetime tobacco use, and current regular exercise. Re-
sults: Of 502 participants with at least one anxiety disorder, 84 (17 per-
cent) reported no history of trauma, 233 (46 percent) had a history of
trauma but no PTSD, and 185 (37 percent) met DSM-IV criteria for
PTSD. Patients with PTSD reported a significantly greater number of
current and lifetime medical conditions than did participants with oth-
er anxiety disorders but without PTSD. Primary care patients with
PTSD were more likely to have had a number of specific medical prob-
lems, including anemia, arthritis, asthma, back pain, diabetes, eczema,
kidney disease, lung disease, and ulcer. Possible explanations for the
greater rates of medical conditions among participants with PTSD were
examined as predictors in multiple regression. PTSD was found to be a
stronger predictor of reported number of medical problems than trau-
ma history, physical injury, lifestyle factors, or comorbid depression.
Conclusions: These findings suggest that PTSD is associated with a
higher rate of general medical complaints. (Psychiatric Services
53:848–854, 2002)



ticipants with PTSD or a trauma his-
tory are in fact due to greater overall
psychiatric difficulties in these
groups.

The study by Andreski and associ-
ates (13)—unlike the other studies
reviewed here, which compared indi-
viduals who had PTSD or a history of
trauma with control subjects—also
compared persons who had PTSD or
a history of trauma with persons who
had other psychiatric disorders. In a
study of 1,007 members of a health
maintenance organization, they or-
ganized participants into three
groups: those with PTSD; those with
psychiatric disorders other than
PTSD, including generalized anxiety
disorder, obsessive-compulsive disor-
der, panic disorder, phobia, and sub-
stance use disorders; and those with
no history of a psychiatric disorder.
Participants with PTSD and with oth-
er psychiatric disorders endorsed a
greater number of somatic symptoms
than those with no psychiatric disor-
der. Furthermore, participants with
PTSD had significantly more somatic
complaints than those with other psy-
chiatric disorders.

The study we report here was con-
ducted to compare reports of medical
problems by primary care patients
who have PTSD or a history of trau-
ma and by patients who have other
anxiety disorders. We were interested
in the relationship between PTSD
and somatic complaints in a sample of
patients who had experienced a range
of trauma, mostly in civilian contexts.

We hypothesized that, as in the
study by Andreski and associates (13),
patients with PTSD would endorse a
greater number of medical problems
than patients with other anxiety disor-
ders. The few studies that have exam-
ined the relationship between non-
combat trauma and medical prob-
lems have typically reported on indi-
viduals with a history of trauma,
rather than specifically examining the
impact of PTSD. Thus we were also
interested in whether a greater num-
ber of reports of medical problems
could be attributed to PTSD specifi-
cally, or only to a trauma history in
general.

Furthermore, individuals who have
PTSD may differ from those who do
not in lifestyle factors that may affect

general health. For example, Solomon
and colleagues (6,8) found that com-
bat veterans with PTSD reported an
increase in alcohol consumption and
smoking after their war service. Thus
in our study we also examined
whether lifestyle factors such as exer-
cise, use of tobacco, and substance
abuse could account for any differ-
ence in reported medical problems.

Finally, we addressed another
shortcoming of the research to date.
In the studies reviewed, it was un-
clear whether the elevated rates of re-
ported medical problems among per-
sons with a trauma history were due
primarily to physical injury that this
group suffered as part of the trauma.
Thus we examined whether any in-
crease in medical problems reported
by participants with PTSD might be
associated with having suffered a
physical injury.

Methods
Participants
This study was part of the larger Pri-
mary Care Anxiety Research Project, a
naturalistic, longitudinal study of anxi-
ety disorders among primary care pa-
tients. Participants were recruited
from 15 internal medicine and family
medicine practices in New Hamp-
shire, Massachusetts, Rhode Island,

and Vermont. Five sites were located
in rural areas and ten in urban or sub-
urban areas. Four of the sites were
small, private practices, four were
freestanding clinics with a university
affiliation, and seven were large uni-
versity teaching hospital–based clinics.

Recruitment began in July 1997.
Inclusion criteria were that partici-
pants be English speakers, be at least
18 years of age, and have a general
medical appointment scheduled on
the day of recruitment. Exclusion cri-
teria were active psychosis, no cur-
rent address and phone number, and
pregnancy.

Participants were recruited at the
time they made a visit to the medical
practice. A research assistant ap-
proached eligible clinic patients in
the practice waiting room. Of a total
of 11,909 eligible patients who were
approached, 3,801 (32 percent) com-
pleted a questionnaire screening for
symptoms of anxiety; the remainder
declined to complete the screening
form.

Of those who completed the ques-
tionnaire, 2,575 (68 percent) screened
positive for anxiety symptoms and
were scheduled for an assessment
with the Structured Clinical Inter-
view for DSM-IV (SCID) (14). Of
these, 398 declined to participate in
the interview, and 677 repeatedly
cancelled or failed to show up for
their SCID appointments. The SCID
was administered to 1,500 patients.
Current anxiety disorders, current
major depression, and lifetime sub-
stance abuse and dependence were
assessed with the SCID.

Of the 1,500 patients who complet-
ed the SCID, 502 met diagnostic cri-
teria for one or more of the following
index disorders and were enrolled in
the study: panic disorder with or
without agoraphobia, agoraphobia
without a history of panic disorder,
generalized anxiety disorder, social
phobia, PTSD, mixed anxiety-depres-
sive disorder, and generalized anxiety
disorder features occurring exclusive-
ly during the course of a mood disor-
der. This last category was created to
include individuals who met the
DSM-IV criteria for generalized anxi-
ety disorder, with the exception that
their symptoms occurred exclusively
during the course of a mood disorder.
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Measures
The screening questionnaire, devel-
oped for the Primary Care Anxiety
Project, is a self-report measure in-
quiring about the presence of essen-
tial features of DSM-IV anxiety disor-
ders. The form was designed to be
highly sensitive to the presence of an
anxiety disorder. In a separate valida-
tion study of the questionnaire, 64
primary care patients completed both
the screening form and the SCID.
The interviewers administering the
SCID were blind to the results of the
screening measure. Thirty-eight of
the 64 patients screened negative,
and none of the 38 met criteria for an

anxiety disorder according to the
SCID; there were no false negatives.
Twenty-six of the 64 patients
screened positive. Eight (31 percent)
of them were true positives—that is,
they also met criteria for an anxiety
disorder according to the SCID—and
18 (69 percent) were false positives—
that is, they did not meet SCID crite-
ria for an anxiety disorder. One pa-
tient who screened negative was ex-
cluded at the time of the SCID for
psychotic symptoms.

Trauma history was assessed with a
revised version of the Trauma Assess-
ment for Adults (TAA) (15). This
structured interview is designed to as-

sess exposure to extreme events such
as military combat, motor vehicle ac-
cidents, physical or sexual assault, and
witnessing the severe injury or assault
of another person. The TAA is a brief
version of the Potential Stressful
Events Interview (16), which was de-
veloped for use in the DSM-IV field
trial.

A medical history form designed
for the study was used to assess health
status. The medical history form is an
interviewer-administered question-
naire in which participants are asked
whether they have ever had, or cur-
rently have, any of 18 illnesses or
medical problems, and they are asked
to report any medical problems that
are not on the list. Interviewees are
also asked about lifetime use of to-
bacco and current regular exercise.

Analyses were conducted with SAS
version 8.0, using PROC FREQ,
PROC ANOVA, PROC NPAR1WAY,
and PROC LOGISTIC. Between-
group differences were examined
with analysis of variance (ANOVA)
and chi square analyses. Listwise lin-
ear regression was used to identify
predictors of the number of medical
conditions. Logistical regression
analysis was used to examine predic-
tors of specific medical conditions.

Results
The demographic characteristics of
the sample are presented by trauma
status in Table 1. Of the 502 partici-
pants who met criteria for at least one
anxiety disorder, 84 (17 percent) re-
ported no history of trauma, 233 (46
percent) reported a history of trauma
but did not meet criteria for a current
episode of PTSD, and 185 (37 per-
cent) were diagnosed as having
PTSD. Participants with PTSD were
more likely to have been recruited
from an urban or suburban site than
from a rural one.

The most commonly reported trau-
mas were forced sexual contact or
rape (endorsed by 45 percent of the
total sample), accident (38 percent),
witnessing someone being injured or
killed (37 percent), and an attack
without a weapon (32 percent). Mili-
tary trauma was the least common,
endorsed by only 3 percent of the
sample.

Table 2 details the diagnostic cate-
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Demographic characteristics of 502 primary care patients with one or more anxi-
ety disorders, by trauma status

No trauma Trauma, no 
(N=84) PTSD (N=233) PTSD (N=185)

Characteristic N or mean % N or mean % N or mean %

Age (mean±SD years) 39.7±11.9 39.8±11.9 38.3±10.8
Gender 

Male 16 19 64 27 37 20
Female 68 81 169 73 148 80

Race
Caucasian 72 86 199 86 149 81
African American 5 6 21 9 14 8
Other 7 8 13 5 22 12

Recruitment sitea

Rural 28 33 67 29 25 14
Urban or suburban 56 67 166 71 160 86

a Difference between types of site, χ2=18.10, df=2, p<.001

TTaabbllee  22

Diagnoses at intake of 502 primary care patients with one or more anxiety disor-
ders, by trauma status

No trauma Trauma, no PTSD
(N=84) PTSD (N=233) (N=185)

Diagnosis N % N % N %

Panic disorder without agoraphobia 15 18 43 18 26 14
Panic disorder with agoraphobia 21 25 61 26 44 24
Agoraphobia without panic disorder 4 5 13 6 6 3
Social phobia 30 36 79 34 62 34
Generalized anxiety disordera 28 33 84 36 20 11
Mixed anxiety-depressive disorderb 2 2 10 4 0 —
Generalized anxiety disorder during 

the course of a mood disorderc 6 7 16 7 3 2
Major depressive disorder 26 31 93 40 79 43
Substance abuse or dependence 6 7 37 16 24 13

a Difference between groups, χ2=36.48, df=2, p<.001
b Difference between groups, χ2=8.14, df=2, p<.05
c Difference between groups, χ2=6.99, df=2, p<.05



gorization of the sample. Rates of
most anxiety disorders and comorbid
major depressive disorder and sub-
stance use disorder did not differ be-
tween participants with no history of
trauma, those with a history of trau-
ma, and those with PTSD.

Differences in the number 
of medical conditions
The total number of nonpsychiatric
illnesses or medical problems report-
ed on the medical history form was
compared for the three groups. ANO-
VA revealed a significant group effect
on the lifetime number of medical
problems (F=22.61, df=2, 498,
p<.001). Follow-up analysis with
Duncan’s multiple range test indicat-
ed that all groups differed from one
another. Participants who had PTSD
reported significantly more lifetime
medical problems (mean±
SD=4.46±2.69) than either of the two
groups of participants who did not
have PTSD. Participants who had a
history of trauma reported a greater
lifetime number of medical problems
(mean±SD=3.28±2.13) than those
without a trauma history (mean±SD=
2.65±1.64).

Similarly, a significant between-
group difference was found for the
number of current medical problems
(F=16.44, df=2, 497, p<.001). Dun-
can’s test again revealed significant dif-
ferences between the three groups;
the mean±SD number of current
medical problems for participants
with PTSD was 3.18±2.2; for those
with a history of trauma, 2.40±1.8;
and for those with no trauma history,
1.86±1.34.

Predictors of the number 
of medical conditions
History of physical injury, lifetime
use of tobacco, current regular exer-
cise, lifetime substance use disor-
ders, PTSD, and trauma history
were explored as potential predictors
of the number of medical illnesses.
Age, gender, recruitment site, cur-
rent major depression, and current
diagnosis of each of the other anxiety
disorders were also included as po-
tential predictors in the analyses de-
scribed below.

Listwise multiple regression analy-
ses were used to examine the relative

contribution of each of these vari-
ables to the number of medical con-
ditions reported. The first regression
equation examined predictors of the
lifetime number of medical prob-
lems. The results are summarized in
Table 3. PTSD was a significant pre-
dictor of the lifetime number of med-
ical problems and accounted for 3
percent of the variance. Age, location
of recruitment site (urban or subur-
ban versus rural), a history of physical
injury, being female, having general-
ized anxiety disorder, and having ma-
jor depressive disorder were also sig-
nificantly associated with the lifetime
number of medical conditions report-
ed. No anxiety disorder other than
PTSD and generalized anxiety disor-
der was a significant predictor of the
number of lifetime medical prob-
lems. Lifestyle factors were not sig-
nificant predictors of the lifetime
number of medical conditions.

A similar analysis was conducted
in which the number of current
medical conditions was used as the
criterion. The results are summa-
rized in Table 3. In this equation,
too, PTSD was a significant predic-
tor. Age, site location, physical in-
jury, and major depressive disorder
were the only other significant pre-

dictors of the number of current
medical conditions reported.

Differences in rates 
of medical conditions
Rates of endorsement of each of the
18 somatic problems were examined
between participants with no trauma
history, those with a history of trauma
but without PTSD, and those with
PTSD. Four of the 18 problems—ep-
ilepsy, liver disease, phlebitis, and
stroke—were endorsed so infre-
quently that comparisons could not
be conducted with adequate statisti-
cal power, and so these variables were
excluded. Table 4 lists the rates of the
remaining medical conditions and the
results of between-group compar-
isons made with the Cochran-Man-
tel-Haenszel chi square test. Report-
ed rates of anemia, arthritis, asthma,
back pain, diabetes, eczema, kidney
disease, lung disease, and ulcer dif-
fered significantly between groups.
Examination of the means showed
that the highest rates of these medical
illnesses were reported by the PTSD
group, and the lowest rates by partic-
ipants with no trauma history. No dif-
ferences between groups were found
for cancer, dizziness, headache, heart
disease, and thyroid disease.

PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � July 2002   Vol. 53   No. 7 885511

TTaabbllee  33

Significant predictors of the number of nonpsychiatric medical problems among
502 primary care patients with one or more anxiety disordersa

Variable β SE r2
sp

Lifetime medical problemsb

Age 0.07∗∗∗ .01 .10
Recruitment site 1.14∗∗∗ .24 .04
PTSD 1.40∗∗∗ .30 .03
Physical injury 0.79∗∗∗ .23 .02
Female 0.74∗∗ .24 .02
Generalized anxiety disorder 0.47∗ .23 .01
Major depressive disorder 0.45∗ .20 .01

Current medical problemsc

Age 0.05∗∗∗ .01 .07
Recruitment site 0.99∗∗∗ .20 .04
PTSD 0.98∗∗∗ .25 .03
Physical injury 0.51∗ .20 .01
Major depressive disorder 0.39∗ .17 .01

a The following potential predictors were entered into each equation: age, site, gender, trauma his-
tory, PTSD, panic disorder, social phobia, generalized anxiety disorder, major depressive disorder,
lifetime history of substance use disorder, physical injury, lifetime tobacco use, and current par-
ticipation in exercise. Only the significant predictors are listed in the table.

b R2=.27, p<.001
c R2=.22, p<.001

∗p<.05
∗∗p<.01

∗∗∗p<.001



Predictors of medical conditions
Each of the nine medical conditions
for which a between-group difference
was found served as the outcome vari-
able in a logistical regression analysis.
PTSD, age, gender, recruitment site,
trauma history, history of physical in-
jury, current use of regular exercise,
lifetime tobacco use, lifetime sub-
stance use disorder, current major de-
pression, and each of the other cur-
rent anxiety disorders were examined
as potential predictors. The results
are presented in Table 5. Significant
associations were found for the likeli-
hood of ever having had anemia,
arthritis, back pain, diabetes, eczema,
kidney disease, lung disease, and ul-
cer. With all other variables in the
equation controlled for, participants
with PTSD were more than twice as
likely as those without PTSD to re-
port anemia, lung disease, or an ulcer;
more than three times as likely to re-
port kidney disease; and more than
four times as likely to report arthritis.

Discussion
In a sample of individuals seeking
help in a primary care setting for gen-
eral medical problems, PTSD was as-
sociated with a higher rate of medical

complaints. Study participants with
PTSD reported more current and
lifetime medical conditions and were
more likely to endorse a number of
specific medical problems.

To our knowledge, this is the first
study to examine unique contribu-
tions to the relationship between
PTSD and medical problems in a pri-
mary care sample. Interestingly, the
higher rate of reported medical con-
ditions among participants with
PTSD could not be explained by a
current mood or anxiety disorder oth-
er than PTSD, lifestyle factors, a his-
tory of physical injury, or a history of
trauma. When these factors were ac-
counted for in the linear regression
models, PTSD still predicted a signif-
icant though small proportion of the
variance in the somatic problems re-
ported by participants.

Substance use disorders, regular
exercise, and the use of tobacco did
not significantly predict the number
of reported medical problems. Fur-
thermore, when these lifestyle factors
were controlled for, PTSD remained
significantly associated with a greater
likelihood of ever having had anemia,
arthritis, kidney disease, lung disease,
or ulcer. Aside from the relationship

between lifetime tobacco use and
arthritis and back pain, the lifestyle
factors generally were not found to be
significantly associated with a greater
likelihood of having the specific ill-
nesses. Although in this sample life-
time tobacco use was not significantly
associated with the likelihood of hav-
ing lung disease, the data showed a
trend toward significance (p<.07).

The lack of a relationship between
the lifestyle factors and the number
of medical problems reported was
surprising, although the item about
tobacco use simply assessed whether
or not participants had ever smoked
or used tobacco. The frequency and
duration of tobacco use and the num-
ber of cigarettes smoked per day were
not assessed. It may be that our study
participants, with a mean age of 39
years, were too young to have suf-
fered the effects of these lifestyle fac-
tors yet.

A history of physical injury was as-
sociated with the reported lifetime
number of illnesses, although this
variable accounted for less of the vari-
ance than did PTSD. Furthermore,
trauma history itself was not associat-
ed with a higher reported number of
medical problems. The impact of
PTSD was greater than that of trauma
alone.

A possible explanation for this find-
ing is that individuals with PTSD may
be more likely than individuals with
other anxiety disorders to overreport
medical complaints. Such overreport-
ing may be common among patients
with PTSD (17,18) and with trauma
histories (19–23). Our study’s reliance
on self-report of medical conditions is
a limitation in this regard; we do not
know whether participants who re-
ported more medical problems would
actually exhibit signs and symptoms
of these problems on examination.

Our findings may depict a differ-
ence in the perception of medical ill-
ness or in somatization. However, the
three groups—participants with
PTSD, those with a history of trauma
only, and those with no trauma histo-
ry—did not differ in their reporting of
medical conditions that might most
commonly be associated with somati-
zation disorder. No differences were
found between the groups in reports
of dizziness or headache, for example.
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Primary care patients with one or more anxiety disorders who reported a lifetime
nonpsychiatric medical illness, by trauma statusa

No trauma Trauma, no
(N=83) PTSD (N=233) PTSD (N=185)

Cochran-Mantel-
Illness N % N % N % Haenszel χ2†

Anemia 19 23 53 23 75 41 13.24∗∗∗

Arthritis 11 13 56 24 64 35 14.49∗∗∗

Asthma 15 18 59 25 62 34 7.61∗∗

Back pain 36 43 130 56 114 62 7.22∗∗

Cancer 5 6 10 4 14 7 0.71
Diabetes 5 6 21 9 27 15 5.36∗

Dizziness 14 17 59 25 51 28 2.99
Eczema 16 19 70 30 63 34 5.36∗

Headache 39 47 91 39 96 52 1.97
Heart disease 6 7 15 6 12 6 0.03
Kidney disease 5 6 42 18 39 21 7.72∗∗

Lung disease 10 12 43 19 54 29 11.86∗∗∗

Thyroid disease 8 10 16 7 18 10 0.11
Ulcer 8 10 25 11 34 18 5.32∗

a Analyses were conducted for all illnesses listed in the medical history form for which there were
five or more cases per cell in the chi square table.
†df=1
∗p<.05

∗∗p<.01
∗∗∗p<.001



Rather, the groups differed in their
reporting of problems such as lung
disease, diabetes, and anemia.

It is also possible that patients with
PTSD differed as a group from those
without PTSD on individual variables
that predated their trauma. These
variables may have led to both a
greater likelihood of PTSD and a
greater likelihood of medical illness
or a greater tendency to overreport
medical complaints. One such vari-
able might be personality traits. For
example, individuals with a high de-
gree of histrionic, borderline, or anti-
social personality traits may be more
likely to take risks and thus be more
susceptible to trauma. By virtue of
their personality, they may also be
more likely to present with numerous
physical complaints. However, axis II
personality traits were not assessed in
this study.

Preexisting medical or psychiatric
illness might also be a factor. For ex-
ample, a preexisting illness might in-
crease vulnerability to trauma or to
PTSD. However, we tested this hy-
pothesis by examining whether med-
ical and psychiatric illnesses predated
the first trauma among participants in
the different groups (data not shown)
and found that participants with
PTSD did not have a higher rate of
medical or psychiatric illness before
their trauma experience than those
without PTSD.

Another possible explanation for
our findings is that PTSD is associat-
ed with biological changes that may
lead to a higher rate of medical prob-
lems. Ironson and associates (24)
found that a greater severity of PTSD
symptoms among survivors of Hurri-
cane Andrew was associated with low-
er immune functioning. Wolfe and
colleagues (9) suggested that PTSD
symptoms such as hyperarousal and
numbing may lead to a greater risk of
cardiovascular and gastrointestinal
disturbances. Solomon (6) suggested
that PTSD itself constitutes a highly
stressful situation and that this chron-
ic stress may lead to greater vulnera-
bility to physical disorders. In our
study, however, all participants met
DSM-IV criteria for at least one anxi-
ety disorder. Thus, those who did not
suffer from PTSD had problems
characterized by some degree of hy-

perarousal symptoms and chronic
stress.

Another limitation of our study was
the lack of a control group of partici-
pants who did not have a psychiatric
disorder. Thus, although the primary
care patients in our sample who had
PTSD reported significantly more
medical problems than those who had
anxiety disorders but not PTSD, we
do not know how they would have
compared with primary care patients
without mental disorders.

Conclusions
It is of particular interest that PTSD
was related to a higher rate of report-

ed medical problems. Further re-
search is needed to better understand
factors that account for the higher
rates of medical complaints by indi-
viduals who have been traumatized or
who have PTSD. The Primary Care
Anxiety Research Project will follow
the course of PTSD and medical
problems in our sample. Through this
longitudinal research, we will be able
to examine whether alleviation of
PTSD symptoms coincides with a re-
duction in reported medical prob-
lems. Research is also needed to learn
whether treatment of PTSD symp-
toms would serve to alleviate somatic
complaints.
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Significant predictors of whether primary care patients with one or more anxiety
disorders would report specific illnessesa

Overall Odds
Illness and predictor χ2† b SE Wald χ2† ratio

Anemia 49.33∗∗∗

Age 0.03 0.01 12.43∗∗∗ 1.04
Female 1.63 0.35 21.65∗∗∗ 5.08
PTSD 0.89 0.35 6.55∗∗ 2.44

Arthritis 85.84∗∗∗

Age 0.11 0.01 69.66∗∗∗ 1.12
PTSD 1.44 0.44 10.78∗∗∗ 4.23
Tobacco 0.56 0.28 3.94∗ 1.75

Asthma 16.70
Back pain 38.05∗∗∗

Site 0.60 0.24 6.26∗ 1.83
Physical injury 0.71 0.25 8.14∗∗ 2.03
Tobacco 0.48 0.21 5.12∗ 1.61

Diabetes 24.44∗

Age 0.06 0.05 17.69∗∗∗ 1.06
Eczema 27.15∗

Physical injury 0.48 0.24 3.96∗ 1.62
Kidney disease 30.34∗∗

Age 0.03 0.01 6.76∗∗ 1.03
Trauma 1.21 0.51 5.66∗ 3.33
PTSD 1.19 0.53 5.13∗ 3.30
Major depressive disorder 0.76 0.26 8.81∗∗ 2.14
Lung disease 35.36∗∗∗

Age 0.03 0.01 8.49∗∗ 1.03
Site 1.09 0.37 8.69∗∗ 2.97
PTSD 0.84 0.41 4.22∗ 2.31

Ulcer 25.90∗

Age 0.04 0.01 10.89∗∗ 1.04
PTSD 0.98 0.49 4.00∗ 2.69
Panic 0.73 0.31 5.67∗ 2.07
Exercise 0.69 0.29 5.47∗ 2.01

a The following potential predictors were entered into each equation: age, site, gender, trauma his-
tory, PTSD, panic disorder, social phobia, generalized anxiety disorder, major depressive disorder,
substance use disorder, physical injury, tobacco use, and regular exercise. Only significant predic-
tors are listed in the table. Individual predictors of asthma were not examined, as the overall re-
gression was not significant.
†df=13 for all χ2 and 1 for Wald χ2

∗p<.05
∗∗p<.01

∗∗∗p<.001
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If is important to bear in mind that
individuals who have been trauma-
tized are more likely to seek treat-
ment at a general medical center than
in a mental health setting (1). Given
the greater rate of medical com-
plaints accounted for by PTSD and
trauma, our data suggest that trauma-
tized individuals are likely to present
with multiple nonpsychiatric medical
concerns. �
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