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Objectives. We examined the prevalence of trauma in 2 large American Indian
communities in an attempt to describe demographic correlates and to compare
findings with a representative sample of the US population.

Methods. We determined differences in exposure to each of 16 types of trauma
among 3084 tribal members aged 15 to 57 years through structured interviews.
We compared prevalence rates of trauma, by gender, across the 2 tribes and with
a sample of the US general population. We used logistic regression analyses to
examine the relationships of demographic correlates to trauma exposure.

Results. Lifetime exposure rates to at least 1 trauma (62.4%–67.2% among male
participants, 66.2%–69.8% among female participants) fell at the upper limits of
the range reported by other researchers. Unlike the US general population, female
and male American Indians exhibited equivalent levels of overall trauma expo-
sure. Members of both tribes more often witnessed traumatic events, experi-
enced traumas to loved ones, and were victims of physical attacks than their
counterparts in the overall US population.

Conclusions. American Indians live in adverse environments that place them
at high risk for exposure to trauma and harmful health sequelae. (Am J Public
Health. 2005;95:851–859. doi:10.2105/AJPH.2004.054171)
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erally recognized tribes. The populations of
inference were enrolled members of a south-
west tribe and 2 closely related northern
plains tribes who lived on or within 20 miles
(32 km) of their reservations. (In our work
with American Indian groups, maintenance
of community confidentiality is as important
as individual confidentiality. Therefore, we
use general cultural descriptors rather than
specific tribal names.10,11)

The southwest and northern plains tribes
assessed belong to different linguistic families,
have different histories of migration, sub-
scribe to different principles for reckoning
kinship and residence, and have historically
pursued different forms of subsistence. Yet,
both tribes have many experiences in com-
mon with other American Indian groups.
They share histories of colonization, including
dramatic military resistance, externally im-
posed forms of governance, forced dietary
changes, mandatory boarding school educa-
tion, and active missionary movements. Un-
employment is widespread. Both tribes also
exhibit internal variability in acculturation,
education, and income. Their selection pro-
vided an opportunity to account simultane-

American Indians live in pervasively adverse
social and physical environments that place
them at higher risk than many other Ameri-
cans of exposure to traumatic experiences.1,2

Rates of violent victimization of American In-
dians are more than twice as high as the na-
tional average.3–6 They also suffer motor ve-
hicle mortalities at a rate 2 to 3 times that
among Whites.7 Deaths due to hypothermia,
drowning, falls, poisoning, and burns are con-
siderably more common among American In-
dians than among other groups.8 However,
the available evidence provides little insight
into individual experiences of trauma or vari-
ations across communities. Understanding
such factors is critical to calculating risks of
psychiatric disorder and other health conse-
quences and to planning for their prevention
as well as treatment.

Our study represented the first systematic
assessment of the prevalence of trauma ex-
posure in American Indian communities,
specifically tribal members living on or near
several large US reservations. Data were col-
lected as part of the American Indian Ser-
vice Utilization, Psychiatric Epidemiology,
Risk and Protective Factors Project (here-
after “the project”), the largest, most compre-
hensive study of its kind. Our goals were
to (1) describe the nature and frequency of
trauma in these 2 American Indian commu-
nities, (2) examine the demographic corre-
lates of trauma, and (3) place these findings
in a larger context via a comparison with the
results of the National Comorbidity Survey
(NCS), a large psychiatric epidemiological
survey of the US population.

METHODS

Samples
Details of the project have been provided

elsewhere.9 Participants were randomly se-
lected from tribal rolls, which constitute the
formal, legal definition of membership in fed-

ously for the diversity and common experi-
ences in a population that is relatively small
yet heterogeneous.

A stratified random sample design was
used with 8 strata. These strata comprised
male and female tribal members in 4 age
groups (15–24, 25–34, 35–44, and 45–54
years) at the time of study initiation in 1997.
Eligibility for participation was restricted to
noninstitutionalized tribal members. A repli-
cate strategy was used in which random
groupings of names were drawn from the
tribal rolls and released in sequence to allow
location of these individuals and, if eligible,
their recruitment into the study. An elaborate
location procedure involved searches of
public records and queries of family members
and knowledgeable community “key inform-
ants”; study supervisors rather than interview-
ers made the final location determination.9

Overall, 46.5% and 39.5% of southwest and
northern plains members were living on or
near their respective reservations. Once lo-
cated and deemed eligible, 73.7% of the
southwest tribe and 76.8% of the northern
plains tribe agreed to participate. Data collec-
tion took place between June 1997 and De-
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cember 1999, and the total sample was com-
posed of 3084 participants.

The NCS was based on a multistage area
probability sample of noninstitutionalized
civilians in the 48 coterminous states. The
sample was stratified according to age (15–24,
25–34, 35–44, or 45–54 years) and gender.
NCS fieldwork was carried out by the Sur-
vey Research Center at the University of
Michigan’s Institute for Social Research be-
tween September 1990 and February
1992. Trained lay interviewers collected
the data. The overall response rate was
82.5%, and there were a total of 8098 par-
ticipants. The NCS has been described in
greater detail elsewhere.12,13

Data Collection Procedures
Project staff and lay interviewers in each

community were trained to collect the data,
aided by laptop computer administration.
Extensive quality control procedures verified
that all of the location, recruitment, and inter-
view procedures were conducted in a stan-
dardized, reliable manner. Further details on
project instrumentation can be found at http://
www.uchsc.edu/ai/ncaianmhr/presentresearch/
superprj.htm.

The NCS was similarly rigorous in its imple-
mentation. Quality control procedures were
exacting, and informed consent was obtained
in the same manner as in the present project.

Measures
Respondents were asked about 16 possible

traumatic events drawn from other major epi-
demiological studies. These were designed to
include events commonly reported in most
populations and to be consistent with stress-
ors identified in the revised third edition and
the fourth edition of the Diagnostic and Statis-
tical Manual of Mental Disorders (DSM-III-R
and DSM-IV ).12,13 In the case of each trauma,
we determined the frequency of exposure
and ages of first, most recent, and worst expo-
sures. Mirroring the literature,14 these 16
events were then aggregated into 5 cate-
gories: (1) noninterpersonal trauma (e.g., disas-
ter, life-threatening accident), (2) interpersonal
trauma (e.g., combat, rape, sexual abuse, phys-
ical assault/abuse), (3) witnessed trauma (e.g.,
seeing violence perpetrated upon others, ob-
serving a serious accident or disaster that re-
sulted in harm or death to others but not one-

self), (4) unwitnessed trauma to close other (e.g.,
life-threatening illness, rape, suicide of a fam-
ily member or friend), and (5) other trauma
(i.e., types of trauma not included in the pre-
ceding categories).

Respondents were grouped into the 4 age
categories listed earlier. Education was cate-
gorized as less than high school, high school
or high school equivalency, or some college
(among those who had completed at least 1
year of college or vocational school). Poverty
status was based on income level, household
size, and US federal standards.15 Employment
status was classified as working for pay, not
working for pay, or student. Marital status
was divided into 3 categories: married or
living as married; separated, widowed, or di-
vorced; and never married.

The NCS asked about lifetime occurrences
of each of 12 types of trauma. Eleven ques-
tions addressed specific events and experi-
ences listed as traumas in DSM-III-R. The
twelfth question was an open-ended item ad-
dressing “any other terrible experience that
most people never go through.” For compara-
tive purposes, individual traumas included in
the project items were recoded to parallel the
broad categories reported in the NCS,12,16 re-
sulting in 8 types of trauma: life-threatening
accident, natural disaster, trauma to a loved
one, physical attack, sexual assault other than
rape, rape, combat exposure, and witnessing a
traumatic event.

Analyses
SAS17 and SPSS18 were used in construct-

ing variables. All inferential analyses were
conducted in Stata19 through the use of sam-
ple weights that accounted for differential se-
lection probabilities across all strata and for
patterns of nonresponse.20 Gender- and tribe-
specific estimates are presented. With Stata’s19

“svytab” procedure, Pearson χ2 values, cor-
rected for the survey design and converted to
F values, were used to determine instances in
which significant differences existed across
groups. We present post hoc analyses of spe-
cific differences in which nonoverlapping con-
fidence intervals were used; as a result of our
use of multiple comparisons, we discuss only
those comparisons significant at P<.01.

We employed similar analytic procedures
and assumptions in comparing trauma expo-

sures among the southwest, northern plains,
and US populations, with data for the latter
derived from the NCS. With Stata’s19 “svy-
logit” procedure, logistic regression methods
were used to investigate the demographic cor-
relates of the trauma categories.

RESULTS

Table 1 depicts the demographic character-
istics of the project samples. Substantially
more female than male tribal members were
interviewed in the southwest tribe, probably
reflecting differential migration patterns in
which men are more likely to pursue off-
reservation employment. Individuals from the
northern plains tribe were more likely to live
in poverty than were those from the southwest
tribe, although rates in both tribes were high.
Female members of the southwest tribe were
less likely to be separated, widowed, or di-
vorced than their northern plains counterparts.

Table 2 shows prevalence estimates and
standard errors of lifetime experiences of the
16 types of traumas as well as the categories
created to classify the events. Male northern
plains tribal members were most likely to
have experienced noninterpersonal trauma,
and female southwest tribal members were
least likely. Female tribal members were more
likely than male tribal members to have expe-
rienced interpersonal trauma. Specifically,
they were more likely to report physical
abuse, particularly by a spouse, which
demonstrated the highest prevalence.

Witnessed traumas were common in all
groups. Female members of the northern
plains tribe were more likely than men of the
southwest tribe to have witnessed family vio-
lence. A third of the sample reported that
someone close to them had experienced a
trauma. Finally, lifetime experience of any
trauma was high across both populations and
genders, ranging from 62.4% for male south-
west tribe members to 69.8% for female
northern plains tribe members. No post hoc
differences were found between tribe or gen-
der groups in the case of any trauma.

Table 3 presents the demographic corre-
lates of trauma categories. Gender, age, edu-
cational attainment, poverty, employment,
and marital status were significant correlates.
After control for other demographic variables,
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TABLE 1—Description of Sample: American Indian Service Utilization, Psychiatric Epidemiology,
Risk and Protective Factors Project

Southwest Northern Plains

Male (SM; n = 617) Female (SF; n = 829) Male (NM; n = 790) Female (NF; n = 848)

% (99% CI) Differencea % (99% CI) Differencea % (99% CI) Differencea % (99% CI) Differencea

Gender 43.5 (42.6, 44.4) SF, NM, NF 56.5 (55.6, 57.4) SM, NM, NF 49.5 (48.8, 50.3) SM, SF 50.5 (49.7, 51.3) SM, SF

Age, y

15–24 25.7 (23.8, 27.8) NM 23.6 (21.9, 25.4) 22.1 (20.6, 23.6) SM, NF 26.3 (24.8, 27.8) NM

25–34 26.2 (23.3, 29.2) 26.6 (24.2, 29.2) 29.6 (27.1, 32.2) 29.0 (26.5, 31.6)

35–44 25.9 (22.9, 29.1) 29.6 (27.0, 32.3) 29.9 (27.3, 32.6) 25.4 (23.0, 28.0)

≥ 45 22.2 (20.1, 24.5) NM 20.2 (18.4, 22.2) 18.4 (16.9, 20.0) SM 19.3 (17.9, 20.8)

Education

Less than 12 y 29.2 (24.7, 34.2) 27.4 (23.5, 31.7) 24.8 (21.1, 28.9) 27.9 (24.1, 32.1)

High school or equivalent 46.5 (41.2, 51.8) 38.8 (34.5, 43.4) NM 53.6 (48.9, 58.3) SF, NF 41.3 (36.8, 46.0) NM

Some college 24.3 (20.1, 29.1) SF 33.7 (29.6, 38.2) SM, NM 21.6 (17.9, 25.8) SF, NF 30.8 (26.6, 35.3) NM

Living in poverty 42.9 (37.5, 48.4) NM, NF 48.6 (43.9, 53.3) NM, NF 59.0 (53.9, 64.0) SM, SF 63.9 (59.0, 68.6) SM, SF

Employment status

Working for pay 62.5 (57.4, 67.4) NF 58.9 (54.5, 63.2) 62.6 (57.9, 67.1) NF 50.0 (45.5, 54.6) SM, NM

Student 10.5 (7.9, 13.9) 10.7 (8.4, 13.6) 8.3 (6.3, 10.9) NF 15.0 (12.3, 18.3) NM

Not working for payb 27.0 (22.6, 31.9) 30.4 (26.3, 34.7) 29.1 (24.9, 33.7) 34.9 (30.6, 40.0)

Marital status

Marriedc 57.5 (52.4, 62.4) 62.2 (57.8, 66.4) NM 49.0 (44.2, 53.8) SF 53.7 (49.1, 58.2)

Separated, widowed, divorced 8.9 (6.5, 12.1) NF 10.9 (8.4, 13.9) NF 13.9 (10.9, 17.7) 17.8 (14.6, 21.4) SM, SF

Never married 33.6 (29.2, 38.4) 27.0 (23.4, 30.9) NM 37.1 (32.8, 41.6) SF, NF 28.6 (24.9, 32.6) NM

Note. CI = confidence interval. Sample sizes are unweighted.
aEntries denote significant pairwise comparisons (P < .01).
bIncludes homemaker, looking for work, unemployed, retired, permanently disabled, and other.
cIncludes living together as if married.

female tribal members remained more likely
than male tribal members to have experi-
enced interpersonal trauma; noninterpersonal
trauma more often occurred among male par-
ticipants. There were differences in the associ-
ations between age and traumatic exposures
according to tribe: only older northern plains
members reported experiencing more nonin-
terpersonal and interpersonal traumas than
their younger counterparts.

Greater educational attainment was related
to greater trauma exposure, especially among
members of the southwest tribe. Similarly, when
significant, poverty was associated with less
trauma exposure; employment status exhibited
little relationship with trauma exposure. In the
southwest tribe, participants who were sepa-
rated, widowed, or divorced had greater odds of
experiencing interpersonal traumas than those
who were married or who had never married.

Finally, Table 4 depicts gender-specific
prevalence rates of trauma exposure for the

southwest, northern plains, and US popula-
tions across the 8 categories previously re-
ported in the NCS.13,16 Members of the south-
west and northern plains tribes consistently
reported more often witnessing traumatic
events and traumas occurring to loved ones
than did their US counterparts.

Also, male and female members of both
tribes were more likely than their counter-
parts in the overall US population to have ex-
perienced physical attacks. Whereas no dif-
ference was found in the NCS in terms of
rates of physical attacks among men and
women, the female members of the south-
west and northern plains tribes more often
reported being victims of physical attacks
than did male tribal members. In addition,
men of the northern plains tribe and US men
more frequently suffered life-threatening ac-
cidents than men of the southwest tribe.
Overall, men reported greater involvement in
life-threatening accidents than women.

Exposure to natural disasters was similarly
high among members of the northern plains
and US populations, with no observable gen-
der differences. However, male southwest
tribal members reported far less exposure to
disasters than either their northern plains or
US counterparts; likewise, female southwest
tribal members reported significantly less
exposure to disasters than male northern plains
tribal members or US men and women overall.

Regardless of ethnicity, reports of both
sexual assault other than rape and rape itself
were consistently higher among women than
men. There were no female tribal differences
in terms of either form of sexual assault, and
there were no population differences among
women with respect to rape. However, US
women as a whole were more likely than
women from either tribe to report sexual as-
sault other than rape.

In addition, combat exposure consistently
differed between men and women across the
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TABLE 2—Lifetime Prevalence Rates of Traumatic Events, by Region and Gender

Southwest Northern Plains  

Male. (SM; n = 574) Female (SF; n = 775) Male (NM; n = 756) Female (NF; n = 824)

% (99% CI) Differencea % (99% CI) Differencea % (99% CI) Differencea % (99% CI) Differencea

Noninterpersonal trauma 25.2 (20.7, 30.2) SF, NM 16.1 (12.9, 19.8) SM, NM, NF 36.4 (31.8, 41.3) SM, SF, NF 24.8 (20.9, 29.2) SF, NM

Victim of disaster (i.e., flood, tornado, fire, 10.8 (7.9, 14.7) NM 8.9 (6.6, 12.1) NM 18.6 (15.1, 22.8) SM, SF 14.4 (11.3, 18.1)

drought, explosion)

Victim of life-threatening accident 18.2 (14.3, 22.8) SF, NM 9.2 (6.8, 12.3) SM, NM 27.3 (23.1, 32.0) SM, SF, NF 15.2 (12.0, 18.9) NM

Interpersonal trauma 25.5 (21.1, 30.6) SF, NF 40.2 (35.7, 45.0) SM, NM 31.0 (26.6, 35.7) SF, NF 41.9 (37.3, 46.6) SM, NM

Served in direct combat 3.6 (2.1, 6.1) SF, NF 0.0b (0.0, 1.9b) SM, NM 5.4 (3.7, 7.8) SF, NF 0.2 (0.0, 0.9) SM, NM

Raped 2.4 (1.2, 4.7) SF, NF 12.8 (9.8, 16.4) SM, NM 1.4 (0.6, 3.3) SF, NF 14.4 (11.4, 18.1) SM, NM

Molested 2.6 (1.3, 5.1) SF, NF 8.0 (5.7, 11.0) SM, NM 1.6 (0.7, 3.7) SF, NF 7.6 (5.4, 10.6) SM, NM

Physically abused/hurt by parent/caregiver 6.5 (4.2, 9.8) 7.6 (5.4, 10.7) 6.0 (4.1, 8.7) 10.8 (8.1, 14.1)

Physically abused/hurt by spouse or  3.6 (2.0, 6.4) SF, NM, NF 28.9 (24.9, 33.4) SM, NM 9.2 (6.7, 12.5) SM, SF, NF 31.0 (26.8, 35.6) SM, NM

boyfriend/girlfriend

Physically abused/hurt by someone other 4.8 (2.9, 7.8) 8.5 (6.2, 11.7) 7.4 (5.3, 10.4) 8.1 (5.8, 11.3)

than spouse or boyfriend/girlfriend

Robbed, mugged, physically attacked 15.0 (11.5, 19.4) SF, NF 4.0 (2.5, 6.3) SM, NM 16.8 (13.4, 20.8) SF, NF 7.4 (5.2, 10.5) SM, NM

(not including sexual attacks) 

Witness to trauma 46.7 (41.3, 52.1) 46.3 (41.6, 51.0) 51.9 (47.0, 56.8) 51.7 (46.9, 56.4)

Witnessed violence between family members 29.5 (24.8, 34.7) NF 37.8 (33.3, 42.5) 33.3 (28.8, 38.1) 41.7 (37.1, 46.5) SM

Witnessed others raped, injured, or killed 9.6 (6.8, 13.4) 4.7 (3.0, 7.2) NM 11.5 (8.6, 15.2) SF 6.1 (4.1, 8.8)

(other than situations already described)

Witnessed serious accident or disaster 30.8 (26.0, 36.1) SF 18.4 (15.0, 22.4) SM, NM 37.1 (32.4, 42.0) SF, NF 23.9 (20.1, 28.2) NM

where someone was badly hurt or killed

Trauma to someone close 30.3 (25.5, 35.6) 30.6 (26.4, 35.2) 31.0 (26.7, 35.7) 38.5 (34.0, 43.3)

Someone close in life-threatening situation 17.1 (13.4, 21.7) 13.3 (10.4, 16.9) 18.0 (14.5, 22.1) 16.2 (12.9, 20.0)

Someone close raped/sexually abused 7.5 (5.1, 11.0) NF 12.4 (9.5, 15.9) 8.0 (5.7, 11.1) NF 17.3 (14.0, 21.3) SM, NM

Family member or someone close commited 12.7 (9.5, 16.8) 14.0 (11.0, 17.6) 15.3 (12.1, 19.3) 18.6 (15.2, 22.5)

suicide

Other traumatic experiences 1.8 (0.8, 4.0) 1.0 (0.4, 2.5) 2.2 (1.1, 4.5) 1.0 (0.4, 2.8)

Any type of trauma 62.4 (56.9, 67.5) 66.2 (61.7, 70.5) 67.2 (62.4, 71.6) 69.8 (65.3, 73.9)

Note. CI = confidence interval. Sample sizes are unweighted.
aEntries denote significant pairwise comparisons (P < .01).
bNo Southwest female tribal members reported combat exposure. As a means of calculating confidence intervals, 1 case was temporarily assigned as having involved combat exposure.

populations. Finally, regardless of type of
trauma, US women as a whole significantly
less often reported experiencing any trauma
than the other female and male groups in
these studies.

DISCUSSION

Our study provides the first community-
based estimates of trauma exposure among
American Indian populations residing in 2
large rural reservations. Lifetime rates of ex-
posure to at least 1 traumatic event ranged
from 62.4% to 69.8%. The NCS13 estimated

the lifetime prevalence of exposure to any
trauma among US men and women at 60.7%
and 51.2%, respectively. Its recent interna-
tional analogue, the Australian National
Mental Health Survey,21 in which methods
akin to the NCS were used to interview more
than 10500 people 18 years or older drawn
from a national probability sample of house-
holds, reported remarkably similar lifetime
rates: 64.6% for men and 49.5% for women.
The findings of the present project were com-
parable for men but vastly different for
women, who reported equivalent trauma ex-
posure to men. The only other published

study of prevalence of trauma among Ameri-
can Indians, albeit based on a family linkage
design, corroborates our finding.22 Thus, one
of the most consistent observations in studies
of traumatic exposure, the gender difference
in exposure,23–28 was not evident here.

Knowledge of ethnic variations in trauma
exposure is particularly sketchy and often
contradictory. Norris’s study27 of a community-
based sample of 1000 adults drawn from the
southeastern United States showed that
Whites are at higher risk than African Ameri-
cans for lifetime trauma exposure, notably in
regard to robbery, physical assault, tragic
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death, and natural disaster. In the 1996 De-
troit Area Survey of Trauma (DAST), non-
Whites exhibited a 2-fold higher risk than
Whites for lifetime exposure to assaultive
violence.26 Participants in the present project—
both male and female members of the south-
west and northern plains—much more fre-
quently witnessed a traumatic event, experi-
enced trauma to loved ones, and were
victims of physical attacks than their US
counterparts in the NCS.

The reasons for such differences may reside
in the argument that aggressive acts become
more serious and more often result in injury
when assailants have been drinking than when
they are sober. Analyses of 1992–1993 Na-
tional Crime Victimization Survey data29 have
revealed that alcohol escalates the likelihood
of physical assault and injury during inter-
personal conflict. An equally provocative
possibility follows from the thesis that cul-
tural norms that legitimize fighting among
group members who drink heavily contribute
to higher levels of violence.30 Both observa-
tions are important in light of the widespread
presence of alcohol in many American Indian
communities, the associated consumption pat-
terns, and the violent consequences that often
ensue.31 Analyses are under way with project
data that will allow us to examine the poten-
tial association between trauma exposure—
specifically assaultive violence—and alcohol
use, abuse, and dependence.

Age, educational level, and poverty have
been implicated in increased risks of exposure
to traumatic experiences.23,24 Norris27 ob-
served that physical attacks and sexual as-
saults decreased with age. Breslau et al.26

found that exposure to all forms of trauma
peaked between the ages of 16 and 20 years
but noted important variations in the experi-
ence of specific types of trauma across the
life span. For example, assaultive violence
declined markedly after the age of 20 years
and continued to do so in subsequent peri-
ods. Other types of trauma, notably, the sud-
den, unexpected death of a loved one, re-
mained a frequent experience, peaking near
45 years of age.

With respect to trauma in general, neither
project tribe evidenced a peak in exposure ac-
cording to age; no differences emerged until
the 45- to 54-year age period, when lifetime



May 2005, Vol 95, No. 5 | American Journal of Public Health Manson et al. | Peer Reviewed | Research and Practice | 857

 RESEARCH AND PRACTICE 

prevalence of trauma declined only among
older southwest members. In the southwest
tribe, age was unrelated to any specific type
of trauma with 1 exception: those 35 to 44
years old were less likely to witness traumas.
Among northern plains members, age was re-
lated to increased odds of noninterpersonal
as well as interpersonal traumas; odds were
higher among individuals 25 years or older.

The DAST revealed that lifetime preva-
lence of assaultive violence, equivalent here
to interpersonal trauma, was associated with
education level (less than college) and in-
come level (lower income groups). In sharp
contrast, among the present participants, col-
lege education was consistently related to in-
creased exposure to each form of trauma as
well as to the experience of any trauma. Fur-
thermore, a high school education or equiva-
lent was associated with increased exposure
to all types of trauma with the exception of
interpersonal traumas among southwest
tribal members.

Employment status was not related to prev-
alence of trauma in general among the north-
ern plains and southwest tribes or to specific
types of trauma among members of the for-
mer. However, in the southwest community,
those not working for pay experienced fewer
interpersonal traumas. Surprisingly, poverty
status also differed in its association with
trauma exposure from that found in the
DAST. Among the present respondents, pov-
erty either bore no relationship to trauma
prevalence rates or was associated with less
frequent exposure.

Finally, marital status, which has not been
previously examined in the literature with re-
spect to trauma exposure, exhibited similar
associations in both tribes. Individuals who
were separated, widowed, or divorced were
more likely to be exposed to interpersonal
trauma. Tribal members who had never mar-
ried were far less likely to have experienced
any trauma; in particular, they reported less
frequent exposure to noninterpersonal trauma
(northern plains members only) and to trau-
mas affecting loved ones (both tribes). Non-
married members of the northern plains tribe
also witnessed far fewer events than their
married or separated/widowed counterparts.

Our findings in regard to education, em-
ployment, and poverty were unexpected be-

cause of their departure from those of the
DAST, as well as previous studies conducted
among American Indians. In her study of
homicide among American Indians,
Bachman4 found that both social disorganiza-
tion and economic deprivation contributed
to high levels of lethal violence in reservation
communities. This same set of associations
has been noted in regard to other problems
among American Indians, such as suicide32–34

and alcohol abuse.31 Hence, we anticipated
that, in this study, impoverishment and lower
levels of education and employment would
be linked to greater trauma exposure. That
they were not is puzzling and deserves fur-
ther consideration.

It may be that educational attainment, for
example, introduces greater mobility, broaden-
ing one’s participation in social worlds beyond
reservation life and thereby increasing the
probability of exposure to adverse events.
Then again, to the extent that one’s educa-
tional status is discordant from that of peers—
and, in this case, a college education is an ex-
ception in these communities—it may focus
frustration and interpersonal tensions, foster-
ing the likelihood of conflict. Being unem-
ployed and poor in tribal communities may
limit the breadth of social interactions in
which one engages outside of kith and kin,
with a concomitant decrease in exposure to
conflict likely to escalate to assaultive violence.

Our findings with respect to marital status
are consistent with observations that separa-
tion is related to domestic discord35 and that
widowhood is related to loss,36 increasing
exposure to trauma in both cases. It is also
clear that unmarried individuals, by virtue of
their smaller interpersonal networks and re-
duced social obligations, are much less likely
to experience adverse events than their mar-
ried counterparts.37

In conclusion, in these 2 American Indian
communities, rates of exposure to at least
1 trauma fell at the upper end of the wide
range previously reported among other popu-
lations. Yet, in contrast to the general US pop-
ulation, female American Indians experienced
a level of exposure equivalent to their male
counterparts. In regard to specific traumas
such as sexual assault and rape among
women and combat among men, long-
observed gender differences held true. Inter-

tribal differences also emerged, notably with
respect to life-threatening accidents and natu-
ral disasters among male northern plains
tribal members in contrast to southwest tribal
members. Both populations witnessed trau-
matic events, experienced traumas involving
loved ones, and were victims of physical at-
tacks more often than the US population as a
whole.

Finally, other demographic factors such
as education and poverty did not exhibit the
same associations with trauma exposure
among American Indians as those suggested
for other populations. New insights also
emerged regarding the relationships of em-
ployment and marital status to prevalence
rates of trauma both in terms of specific
events and in general; such relationships
have not been examined previously in the
broader literature.

Given our interest in possible tribe-specific
variations in trauma, we conducted this work
with tribally defined populations. The deci-
sion to focus on reservation-based popula-
tions was also driven by both substantive and
practical considerations. Including urban/
suburban tribal members in the project sam-
ple was well beyond the study’s resources.
Thus, our populations of inference are clear,
although circumscribed.

This study of American Indians living on
or near their reservations is the first, to our
knowledge, to involve the use of a methodol-
ogy shared with broader epidemiological
studies to estimate prevalence rates of trauma
and psychiatric problems. However, we aggre-
gated the 16 traumatic events into the same 8
categories used by Kessler and colleagues.13,16

By querying participants about the occur-
rence of an increased number of traumatic
events, we may have altered the demand set
of the interview, thereby encouraging reports
of more such events. However, given the vari-
ation in trauma prevalence rates among the
southwest, northern plains, and US respon-
dents, this possibility seems unlikely. Also,
by forcing the income and household compo-
sition information into a single dichotomous
variable, we may have obscured the relation-
ships with trauma observed in previous stud-
ies suggesting that individuals in the lowest
income groups are most exposed,24,26 rather
than the reverse.
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Much more remains to be discovered with
respect to trauma and its potential contribu-
tions to the well-documented disparities in
health status and care among American Indi-
ans. For example, alterations in central and
autonomic nervous system function and
hormonal dysregulation are associated with
trauma,38,39 and these changes, in turn, in-
crease the risk for cardiovascular disease.40–43

It may be that high rates of trauma exposure
contribute to the increasing prevalence of car-
diovascular disease among American Indian
men and women, the leading cause of death
among this population.44,45

Similarly, trauma is closely linked to
pain,46–52 a relationship verified in our own
work among native peoples.53 Pain affects
help-seeking behavior, adherence to treatment
recommendations, and speed of surgical re-
covery, all often compromised in American
Indians. Then, too, the nature and frequency
of trauma are strongly related to the risk of
posttraumatic stress disorder, and this chronic
and debilitating mental illness has widespread
ramifications in regard to health and social
functioning in American Indian communi-
ties.54,55 Clearly, trauma and its sequelae must
figure more importantly in our efforts to un-
derstand and ameliorate the health disparities
that plague this special population.
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