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Objective: Trauma exposure is high in African Americans
who live in stressful urban environments. Posttraumatic stress
disorder (PTSD) and depression are common outcomes of
trauma exposure and are understudied in African Ameri-
cans. African Americans are more likely to seek treatment
for psychiatrc disorders in a primary care setting. Our study
evaluated trauma exposure, PTSD and major depression in
African Americans attending primary care offices.
Method: Six-hundred-seventeen patients (96% Afrcan Amer-
cans) were surveyed for trauma exposure in the waiting rooms
of four prmary care offices. Those patients reporting significant
traumatic events were invited to a research interview. Of the
403 patients with trauma exposure, 279 participated.
Results: Of the 617 participants, 65% reported >1 cleary trau-
matic event. The most common exposures were transporta-
tion accidents (42%), sudden unexpected death of a loved
one (39%), physical assault (30%), assault with a weapon
(29%) and sexual assault (25%). Lifetime prevalence of PTSD
and a major depressive episode (MDE) among those with
trauma exposure (n=279) was 51% and 35%, respectively. The
percent of lifetime PTSD cases (n=1 42) with comorbid MDE
was 46%. Lifetime PTSD and MDE in the trauma-exposed pop-
ulation were approximately twice as common in females
than males, whereas current PTSD rates were similar.
Conclusions: Our rate of PTSD (approximately 33% of those
screened) exceeds estimates for the general population.
Rates of MDE comorbid with PTSD were comparable to oth-
er studies. These findings suggest the importance of screen-
ing African Americans for PTSD, in addition to depression, in
the primary care setting.
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INTRODUCTION
Po osttraumatic stress disorder (PTSD) is a prevalent

cause of distress and disability in the general pop-
ulation.' According to national epidemiologic

studies, the prevalence ofPTSD ranges between 8-12%
in the general population.' Trauma exposure appears to
be high in African Americans, especially among those
living in stressful urban environments. Breslau et al.2
reported increased rates of trauma exposure in non-
whites compared with whites for assaultive violence
(55% vs. 32%) and learning about others experiencing
trauma (69% vs. 61%). African-American participants
comprised >80% of the nonwhite sample (permission
from N. Breslau, personal communication, October
2005). Sexual assault and nonsexual violence are known
to be high-impact traumas that confer greater risk for
the development of PTSD than most other trauma cate-

2,3gories. Information is wide ranging as to the preva-
lence of PTSD in African Americans. Some researchers
report higher rates of PTSD in African Americans as
compared with Caucasian Americans, whereas others
report lower rates in African Americans.2-5 However,
these differences appear to have been a function of
sociodemographic factors, including different rates of
trauma exposure. Misdiagnosis and underdiagnosis of
psychiatric disorders have been a common problem in
African Americans that likely applies to PTSD, although
the extent to which PTSD is misdiagnosed in African
Americans has not been determined.6 The two other
major national epidemiological studies of psychiatric
disorders have not indicated rates of trauma exposure or
PTSD as a function of race.3'7 National surveys of crime
victimization indicate greater rates of aggravated physi-
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cal assault, sexual assault and partner abuse in African
Americans as compared to Caucasian Americans.8
Accordingly, patterns of trauma exposure place African
Americans at greater risk for PTSD than the general
population.

Whether there are differences in the risk for PTSD
between African Americans and other groups who expe-
rience similar traumas has not been established with
certainty. A higher rate of PTSD in African Americans
than Caucasian Americans was found in a study of vet-
erans exposed to combat. The difference appeared to be
accounted for by socioeconomic status (SES) and inten-
sity oftrauma exposure.4

Depression is also a common outcome oftrauma expo-
sure and is often comorbid with PTSD. According to the
National Comorbidity Survey (NCS), 48% of men and
49% of women with PTSD also had a major depressive
episode (MDE).3 Several large epidemiological studies
evaluating depression independently from other psychi-
atric disorders suggest lower rates ofdepression forAfrican
Americans in general as compared with other groups. The
Epidemiologic CatchmentArea study reported that African
Americans were less likely to meet criteria for major
depressive disorder (MDD) and more likely than whites to
experience phobias.9 MDE is distinguished in this paper
from MDD because MDE can occur in patients with bipo-
lar disorder as well. Kessler et al.'0 reported a significantly
lower risk for lifetime MDD in the NCS for non-Hispanic
blacks compared with non-Hispanic whites. The
Third National Health and Nutrition Examination
Survey (NHANES III) also found lower rates of
MDE in non-Hispanic blacks; however, they were
found to have higher rates of dysthymia.1" The
National Epidemiologic Survey ofAlcoholism and
Related Conditions (NESARC) reported lower
rates ofMDD in African Americans as compared
with whites.'2 Reasons for these differences have
been postulated to include underreporting and
detection despite the use of systematic methods of
assessment, variation in the expression of mood
disorders in African Americans and/or true reduced
prevalence.

Primary care is a particularly important set-
ting for detecting and providing initial interven-
tion for PTSD and depression for African Ameri-
cans. African Americans are more likely to seek
help for mental health problems from a primary
care physician than a mental health profession-
al.'3 Current efforts to detect mental health con-
ditions in the primary care setting tend to focus
on depression. There have been a few studies that
address PTSD in nonveterans in primary care
settings.'4'-6 These studies found rates for trauma
exposure ranging from 23-83% and for PTSD
ranging from 12-44%. The percentage of
African-American participants in these samples

is small (4-6% in the two studies from the United
States).'4"'5 If PTSD is common, due to high trauma
exposure, and depression has lower prevalence rates in
African Americans than in the general population, then
PTSD may be the more significant mental health prob-
lem for African-American patients residing in stressful
urban environments. High rates of depression comorbid
with PTSD have been found in the general population,3
but the comorbidity of depression and PTSD in the
African-American population has not yet been deter-
mined. Like depression, alcohol and substance use dis-
orders are common in individuals with significant trau-
ma exposure,3 especially in males. African Americans
exposed to traumatic experiences are more likely to be
at increased risk for developing alcohol and/or sub-
stance problems as well. With respect to sex, the life-
time risk for any anxiety and/or mood disorder is higher
in women than in men. African-American women who
are exposed to trauma may be at increased risk for
developing depression comorbid to PTSD.'7

The purpose of this report is to describe trauma
exposure, PTSD and the comorbidities of depression
and alcohol/substance use disorder (Etoh/SUDS) in a
predominantly African-American population recruited
from the setting ofprimary care. Relationships ofPTSD
to sex and other sociodemographic variables are also
explored.

Table 1. Characteristics of study participants (N=617)

N
Age (Years)

18-34 211 34
35-49 221 36
.50 185 30

Sex
Male 195 32
Female 422 68

Race
Black/African-American 592 96
Hispanic/Latino (nonblack) 4 0.6
Native American 1 0.2
White/Caucasian 8 1.3
Other 12 2.0

Marital Status
Married/cohabitating 160 26
Separated/widowed/divorced 106 17
Single 351 57

Education
< High school 144 23
High school 209 34
Some college 140 23

Annual Family Income
$10,000-$19,999 259 42
$20,000-$39,999 139 23
2$40,000 202 33
Not disclosed 17 3
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METHOD

Selting
Participants were recruited from the primary care

offices of Howard University Hospital (HUH). HUH is
a part of Howard University, a historically black institu-
tion located in the District of Columbia. The recruitment
sites included four offices of the departments of Medi-
cine or Community Health and Family Practice.

Recruitment
Adult men and women were approached by a

research assistant while waiting for appointments and
were asked to complete a self-report questionnaire after
the purpose and procedures of the study were explained
and informed consent was obtained. Forty-one percent
of those approached agreed to participate. All partici-
pants identified with a clear history of .1 significant
traumatic event were invited back to participate in an in-
depth interview in the psychiatry research department.
Participants were reimbursed for their time in both
phases of the study. The original data were collected
during the period of June 2003 to December 2004.

Assessment
Initial assessment included a self-report survey con-

taining sociodemographic and general health questions
that was modified from a previous study;'8 and the Life
Events Checklist, which asks about exposure to 16 spe-
cific categories of traumatic events.'9'20
A significant lifetime traumatic event (criterion for

research interview) was defined to include events that
are unambiguously high-impact traumas (e.g., sexual,
physical assault, assault with a weapon, serious acci-
dents). The traumatic event(s) met criterion Al for the
DSM-IV diagnosis of PTSD. Participants who only
endorsed events that are not uniformly severely traumat-
ic, such as motor vehicle accidents, were screened fur-
ther by phone to determine whether the event was
severely threatening and experienced with feelings of

helplessness or horror. Those qualifying participants
who agreed to follow up completed a diagnostic assess-
ment that included the Structured Clinical Interview for
the DSM-IV (SCID-IV) and the Clinician Administered
PTSD Scale (CAPS).'92' These interviews determined
diagnostic criteria for PTSD and other psychiatric diag-
noses and their course. Participants were also queried as
to whether they had been receiving mental health treat-
ment. The last 66 participants were asked whether they
had discussed their traumatic experience(s) and/or other
mental health problem (including depression) with their
primary care medical provider.

These assessments were done by experienced
research staff who participated in diagnostic training
and reliability testing for the SCID. Staffwas trained via
observation of eight SCID training videotapes and com-
pletion of .5 criterion videotapes. Assessors did not
conduct interviews independently for the study until
they achieved a minimum kappa score of .0.75, with all
of the criterion videotapes supplied by the Biometrics
Research Department (New York State Psychiatric Insti-
tute) and the NIMH Mood and Anxiety Research Pro-
gram. CAPS training involved observation and supervi-
sion by experienced raters (Alim and Graves). Final
SCID and CAPS diagnoses of trained staff were deter-
mined in a consensus meeting conducted by the first
author (Alim, board-certified psychiatrist).

Data Analysis
Descriptive information, including the frequencies

of diagnoses and their standard errors, were calculated.
The significance of associations of trauma categories
and diagnoses with sex was analyzed by Chi square.
Associations of sex and sociodemographic factors with
PTSD, MDE or Etoh/SUDS were assessed in separate
logistic regression analyses, and results presented as
estimated odds ratios and 95% confidence intervals.
Statistical significance was assessed as p<0.05. All
analyses were done using SPSS versions 13 and 14.

Table 2. Lifetime prevalence of specific traumatic events

Type of Trauma Males (N=1 95) Females (N=422) Total (N=6177)
N.N N %

Natural disaster 28 15 69 16 97 16
Transportation accident 89 46 171 40 260 42
Serious accident 31 16 52 12 83 14
Physical assault 69* 36 118* 28 187 30
Assault with a weapon 74** 38 80** 19 154 25
Sexual assault 17*** 9 130** 31 147 24
Unwanted sexual experience 21*** 11 101** 24 122 20
Combat exposure 19 10 9* 2 28 5
Life-threatening illness, serious injury 52 27 89 21 141 23
Sudden unexpected death 73 38 166 39 239 39
* M>F, p <0.05; ** M>F, p <0.001; *** F>M, p<0.001
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RESULTS
The characteristics of the study population are pre-

sented in Table 1. Six-hundred-seventeen patients were
screened in primary care. Four-hundred-three of the 617
participants that were screened in primary care met the
criteria for trauma exposure (65%). Two-hundred-sev-
enty-nine participants of the 403 (69%) with trauma
exposure completed the face-to-face interviews. The
participants (195 males, 422 females) were predomi-
nantly young and middle-aged adults (ages ranged
18-81). Five-hundred-ninety-two of the initial 617 pri-
mary care patient sample were African Americans
(96%). Most of the participants were single (57%).
While most participants were high-school graduates,
degrees of education ranged from less than high school
to college level and above. Annual family income was
<$20,000 (poverty level) in 259 of the 617 participants.

Of the 617 participants completing the survey, 530
(86%) endorsed >1 of the trauma categories. The mean
number of traumatic events endorsed by participants
completing the survey was 3.53 (SD=2.93). However,
the study team determined that 403 of the 617 partici-
pants (65%) completing the survey experienced a trau-
ma that had unambiguously high impact based on fol-
low-up questioning (DSM-IV criterion Al). The mean
number of clearly high-impact traumatic events among
the participants was 1.83 (SD=2.02, range 0-14). As
shown in Table 2, the most common trauma categories
endorsed were transportation accidents (42%), sudden

unexpected death of a loved one (39%), physical assault
(30%), assault with a weapon (25%) and sexual assault
(24%). Sexual assault and unwanted sexual experiences
were more common in females (31% and 24%, respec-
tively) (versus 9% and 11% in males; X2=34.90, df=1,
p<O.OO1; X2=14.00, df=1, p<O.OO1). Assault with a
weapon, physical assault and combat exposure were
more common in males (38%, 36% and 10%, respec-
tively vs. 19%, 28% and 2% in females, respectively;
x2=26.86, df=1, p<O.OO1; X2=3.94, df=1, p<.O5;
X2=1 8.26, df=1, p<O.ol).

Lifetime prevalence of PTSD in the trauma-exposed
group (n=279) was 51% (Table 3). The estimated lifetime
prevalence ofPTSD in the total sample (N=6 17) was 33%
[the trauma-exposure rate (65%) multiplied by the lifetime
PTSD rate (51%) in the trauma-exposed sample]. The life-
time prevalence ofMDE in the sample (n=279) was 35%.
Of the 98 participants with lifetime MDE, 77 (79%) had
unipolar MDD, and 21 (21%) had bipolar disorder (13
bipolar disorder I; five bipolar disorder II; and three bipolar
disorder, not otherwise specified).

The lifetime prevalence of Etoh/SUDS in the trau-
ma-exposed group (n=279) was 51%. Sixty-five (46%)
of the 142 lifetime PTSD cases had comorbid MDE and
74 (52%) had comorbid lifetime Etoh/SUDS. Lifetime
prevalences of PTSD and MDE were more common in
females than males in this trauma-exposed population
(X2=18.117.7, df=1, p<O.OO1; X2=19.52, df=1, p<O.OO1;
Table 3). The current (one-month) prevalence rates of

Table 3. Prevalence of lifetime DSM-IV lifetime posttraumatic stress disorder, major depressive episode
and alcohol/substance use disorder by soclodemographic characteristics (n=279)

Sociodemographic Characteristic PTSD (n=142) MDE (n=98) SUD (n=141)
% (SE) % (SE) % (SE)

Total* 51 (3.00) 35 (2.86) 51 (3.00)
Sex
Male 33 (4.84) 18 (3.92) 59 (5.04)
Female 60 (3.63) 44 (3.68) 46 (3.69)

Age (Years)
18-34 54 (5.47) 44 (5.45) 42 (5.41)
35-49 55 (4.90) 36 (4.72) 61 (4.82)
>50 44 (5.27) 27 (4.69) 47 (5.29)

Marital Status
Single 54 (3.98) 39 (3.90) 48 (4.00)
Married/cohabitating 46 (6.18) 21 (5.10) 50 (6.20)
Separated/widowed/divorced 45 (6.90) 42 (6.83) 59 (6.83)

Education
< High school 52 (6.20) 41 (6.10) 67 (5.85)
High school 48 (5.20) 33 (4.84) 46 (5.14)
Some college 53 (4.66) 35 (4.43) 45 (4.64)

Income
<$20,000 58 (4.23) 39 (4.18) 54 (4.27)
$20,000-$39,999 43 (6.29) 35 (6.01) 46 (6.33)
$40,000-$70,000+ 41 (6.35) 31 (5.98) 44 (6.41)

* Percent is >100 because some participants have >1 diagnosis; Data are given as percentage of participants (SE); SE: standard error;
PTSD: posttraumatic stress disorder; MDE: major depressive episode; SUD: alcohol/substance use disorders (Etoh/SUDS)
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PTSD in the trauma-exposed group (n=279) were simi-
lar in both males (20%) and females (27%). Males were
more likely to have a lifetime Etoh/SUDS (X2=4.68,
df=1, p<0.05).

The lifetime risks of PTSD, MDE and Etoh/SUDS
were examined across sociodemographic population
groups (Table 4). Females showed significantly higher
risks for PTSD and MDE (ORs=3.0 and 3.7, respective-
ly). Compared with the oldest age group, MDE risk was
greater for the youngest age group, 18-34 years old. The
risk of MDE was significantly lower among married
and cohabitating participants (OR=0.4) as compared
with those who were single, separated, widowed or
divorced. The risk of Etoh/SUDS was significantly
greater in those with less-than-a-high-school education
(OR=2.5). Risks of lifetime PTSD, MDE and/or
Etoh/SUDS did not differ significantly by income.

Sixteen percent of the participants (n=279) with any
lifetime psychiatric disorder received specialized men-
tal health treatment (most commonly in community
mental health center settings), and 36% of the assessed
subgroup with a lifetime disorder reported having dis-
cussed mental health problems with their primary care
provider. The rate within the group (n=279) with current
PTSD receiving mental health treatment was 21%.
Fifty-three percent of the smaller subgroup (n=66) with
current PTSD reported discussion of their condition
with their physician. For the group with current depres-
sion, 16% were receiving mental health treatment, and
30% of the assessed subgroup reported discussion with
the primary care provider.

DISCUSSION
This study was conducted to evaluate trauma expo-

sure, PTSD and depression in a primary care setting
serving predominantly African Americans. Most of our
participants attending primary care settings were
exposed to .1 traumatic event (65% by conservative cri-
teria). The lifetime prevalence of PTSD was higher in
females than males, while the current prevalence of
PTSD was not significantly different between sexes.
The prevalence of both lifetime and current depression
was higher in trauma-exposed females. Males were
more likely to have an alcohol/substance use disorder.

Kessler et al.3 found a trauma exposure rate of60% in a
large, representative sample of nongeriatric adults residing
in the community. This rate is similar to the prevalence in
our sample (65%), and we were likely more conservative in
designating a participant as trauma exposed. For example,
we did not include participants that may have experienced
such traumas as traumatic grief (loss ofa loved one) and/or
minor motor vehicle accidents as their sole trauma expo-
sure. The relationships among race, trauma exposure and
PTSD diagnosis were not discussed in the Kessler et al.
report of the NCS.3 In the Detroit Area Survey ofTrauma,
Breslau et al.2 found the rate of exposure to any trauma to
be 90%, with higher rates for assaultive violence in non-
whites. Wide ranges in trauma-exposure rates have been
reported for various African-American samples. Rates of
trauma exposure between 32% and 97% have been found
in studies that reported on community-based African-
American adolescents,22-25 and 61% in African-American
adults residing in the southeastern states.5 The major epi-

Table 4. Odds ratio of DSM-IV lifetime posttraumatic stress disorder, major depressive episode and
alcohol/substance use disorder by sociodemographic characteristics (n=279)

Sociodemographic Characteristic PTSD MDE SUD
Odds Ratio (95% Cl) Odds Ratio (95% Cl) Odds Ratio (95% Cl)

Sex
Male 1.0 1.0 1.0
Female 3.0 (1.8-5.1) 3.7 (2.0-6.7) 0.6 (0.4-1.0)

Age (Years)
18-34 1.4 (0.8-2.6) 2.2 (1.1-4.1) 0.8 (0.5-1.5)
35-49 1.5 (0.9-2.7) 1.5 (0.8-2.8) 1.8 (1.0-3.1)
.50 1.0 1.0 1.0

Marital Status
Single 1.4 (0.8-2.7) 0.9 (0.5-1.7) 0.7 (0.4-1.2)
Married/cohabitating 1.0 (0.5-2.1) 0.4 (0.2-0.9) 0.7 (0.3-1.5)
Separated/widowed/divorced 1.0 1.0 1.0

Education
< High school 1.0 (0.5-1.8) 1.3 (0.7-2.5) 2.5 (1.3-4.6)
High school 0.9 (0.5-1.5) 0.9 (0.5-1.6) 1.1 (0.6-1.8)
Some college 1.0 1.0 1.0

Income
<$20,000 1.0 1.0 1.0
$20,000-$39,999 1.1 (0.4-3.0) 2.2 (0.7-7.1) 0.8 (0.3-2.0)
$40,000-$70,000+ 0.6 (0.2-1.7) 1.9 (0.6-6.4) 0.5 (0.2-1.6)

Cl: confidence interval
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demiologic studies ofPTSD reported lifetime prevalence
rates ranging between 7.8-14%.2,3 In the NCS, the lifetime
prevalence ofPTSD in those individuals with trauma expo-
sure was 8% for males and 20% for females3; in the Detroit
Area Trauma Study, the PTSD rates were 10% for males
and 14% for females exposed to trauma.2 PTSD rates
among our trauma-positive sample may be related to high-
er-impact trauma.

Trauma-exposure and PTSD rates tend to be elevated
in primary care populations. In a predominantly Cau-
casian-American primary care population from the
northeast, Bruce et al.'4 found an 83% rate for trauma
exposure. Rates of exposure for the specific categories
of trauma included: serious accidents (38%), witnessed
injuries to others (37%) and physical assault without a
weapon (32%). The higher overall rates oftrauma expo-
sure in the study by Bruce et al.'4 compared to our study
may be attributable to their including participants who
reported witnessing injuries to others, whereas other
trauma categories occurred at similar frequencies to our
sample (e.g., transportation accidents 42%, sexual
assault 24% and physical assault 30%). In the study by
Bruce et al.'4, 44% of the trauma-exposed sample met
criteria for PTSD, yielding a rate that is similar to our
study and higher than what is found in the general popu-
lation. Thus, the high rates of trauma exposure and
PTSD found in our study appear not to be unique to
African-American primary care populations. Higher
rates of PTSD in primary care may occur for several
reasons. Trauma-exposed individuals are high utilizers
of medical care services.'4'26'27 A PTSD diagnosis has
been found to be associated with increased use of med-
ical services.26 This may in part be due to individuals
with PTSD being more vulnerable to medical illnesses.28

This study is consistent with previous findings that
women are more likely to have PTSD and/or MDE diagno-
sis as compared with men.2'3 The finding that the current
prevalence ofPTSD was not different between sexes in our
sample is intriguing. While women are more susceptible to
developing PTSD, this finding suggests that African-Amer-
ican women are also more likely to recover. Previous inves-
tigators have suggested that African-American women
exposed to severe trauma may be more resilient to stress,
though the evidence to support this statement is limited.29
Research is needed to verify the impression that African-
American women who are vicfims ofmultiple traumas have
high resilience despite the hardships they have endured.
Longitudinal studies ofAfrican Americans exposed to mul-
tiple traumas may help us understand what factors lead to
resilience in this subpopulation.29 Preliminary observations
from other investigators suggest that the style of family
upbringing seen in urban African-American families may
contribute to resiliency inAfrican-American women.30

High rates of depression comorbid with PTSD have
been found in the general population,3 but the rates of
depression and PTSD in our primary care sample with

trauma exposure were not as common. The rate ofMDE
comorbid with PTSD was similar to that of Kessler et
al.3 Our population is distinguished, however, by lower
MDE in the males with PTSD and higher rates of bipo-
lar disorder among participants with MDE. While rea-
sons for the high representation of bipolar illness in our
trauma-exposed African-American sample is unclear,
higher rates of suspected bipolar disorder have been
found in a primary care setting3' and among those with a
diagnosis of PTSD.3 The lower rate of depression and
higher rate ofPTSD in this sample suggests the impor-
tance ofmore aggressive screening for PTSD in African
Americans.

Limitations of this study include a small sample size,
recruitment from a clinical setting and incomplete par-
ticipation. Our prevalence rates for PTSD and MDE in
African Americans are determined from a clinical popu-
lation, which is potentially biased as compared to the
general population. Sixty-nine percent of the trauma-
exposed sample (n=279) returned to participate in the
detailed SCID interview. Reasons for incomplete partic-
ipation (31%) (i.e., not following up for return inter-
view) may have included mistrust of research staff, lack
of time to participate in a lengthy research interview or
difficulty contacting participants by phone. In addition,
we cannot determine the prevalence rates of depression
in the overall sample since depression can occur absent
trauma, and definitive diagnostic data were only
obtained in the trauma-exposed subgroup. It is therefore
unclear to what extent the findings generalize to the
broader African-American population.

Future research questions that would be worthwhile
to investigate include the relationship oftrauma types to
the risk of PTSD in African Americans; and protective
and risk factors linked to the development of PTSD,
depression and other comorbid psychiatric disorders.
Greater trauma and PTSD in primary care or clinical
populations is not a new or specific finding. However,
the high PTSD rate in this one urban African-American
population sample suggests the importance of repeating
this study in other urban African-American settings. If
the findings of high PTSD are replicated elsewhere in
this population, screening and intervention for PTSD
may be as important as screening and intervention for
depression in the primary care setting. As other investi-
gators have noted in the general population, a high per-
centage ofAfrican Americans with PTSD will be more
likely to require treatment throughout the healthcare
systems.'5 Traumatic experiences, including sexual
abuse, domestic violence and military combat, have
been associated with negative health outcomes, prob-
lems with alcohol/substance use and increased health-
care utilization.'5 Our data is consistent with previous
findings for African Americans'3 in preliminarily indi-
cating that recognition in primary care exceeds special-
ized mental health treatment. Most cases of mental
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health problems appear to go unrecognized, however.
Additional studies may indicate the importance of
screening for PTSD in primary care settings. Procedures
that would enhance the recognition and treatment of
PTSD and depression for African Americans and others
attending primary care could be of great value. Overall,
the study findings suggest that both mental health
providers and primary care physicians would benefit
from increased sensitivity to detecting the symptoms of
PTSD and providing appropriate pharmacologic and
psychosocial treatment options.
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