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Abstract
Objective—To screen for posttraumatic stress disorder (PTSD) in primary care patients 7–16
months after 9/11 attacks and to examine its comorbidity, clinical presentation and relationships
with mental health treatment and service utilization.

Method—A systematic sample (n = 930) of adult primary care patients who were seeking
primary care at an urban general medicine clinic were interviewed using the PTSD Checklist: the
Primary Care Evaluation of Mental Disorders (PRIME-MD) Patient Health Questionnaire and the
Medical Outcome Study 12-Item Short Form Health Survey (SF-12). Health care utilization data
were obtained by a cross linkage to the administrative computerized database.

Results—Prevalence estimates of current 9/11-related probable PTSD ranged from 4.7% (based
on a cutoff PCL-C score of 50 and over) to 10.2% (based on the DSM-IV criteria). A comorbid
mental disorder was more common among patients with PTSD than patients without PTSD (80%
vs. 30%). Patients with PTSD were more functionally impaired and reported increased use of
mental health medication as compared to patients without PTSD (70% vs. 18%). Among patients
with PTSD there was no increase in hospital and emergency room (ER) admissions or outpatient
care during the first year after the attacks.
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Conclusions—In an urban general medicine setting, 1 year after 9/11, the frequency of probable
PTSD appears to be common and clinically significant. These results suggest an unmet need for
mental health care in this clinical population and are especially important in view of available
treatments for PTSD.
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1. Introduction
The terrorist attacks of September 11, 2001, (9/11) were the most extreme acts of mass
violence in recent US history. The physical devastation and the immediate economic burden
were unprecedented. Community surveys found that between 4% [1] and 11% [2] of the
adult US population and 11% [3] and 14% [4] of the adult New York City (NYC)
population experienced loss due to the attacks of 9/11.

Nationwide surveys conducted after 9/11 have shown elevated levels of PTSD symptoms
immediately after the attacks and a significant decrease over the following year [1,5]. The
same pattern has been observed in NYC, where rates of PTSD declined from 7.5% one
month after the attacks among people in lower Manhattan [3] to 2.3% four months, and
1.5% six months after 9/11 in the entire city area [4].

As compared with economically advantaged populations, disadvantaged immigrant
populations are at increased risk for a range of mental disorders following exposure to
trauma [6,7]. One to 2 months after the attacks, Hispanics drawn from a community sample
living in NYC were at greater risk for PTSD than their non-Hispanic counterparts [3,8],
confirming a number of pre-9/11 reports suggesting that Hispanics are at increased risk for
PTSD following trauma exposure [9,10].

Low-income minority populations tend to disproportionately rely on primary care services
for the provision of mental health care [11] and they are less likely than majority white
populations to seek [12] or to receive treatment from mental health specialists [13,14].

In recent years, it has become increasingly evident that individuals with a history of trauma
are likely to be seen in primary care [15–24]. In one primary care study, PTSD was the most
common anxiety disorder, with 17% of the sample meeting criteria for PTSD [25]. In a
second study, 38.6% of primary care patients referred for mental health services met criteria
for PTSD [19]. In a study of affluent primary care outpatients, 11.8% of the sample met
criteria for PTSD [21]. Primary care studies in Israel [18] and Taiwan [22] have found
PTSD in 9% and 11% of the primary care patients, respectively.

Reports on use of mental health services and medications during the first year following
9/11 showed initial increase in service use in NYC followed by a decline [3,26,27]. No
increase was detected in the use of psychotropic medications for most of the nation in the
first 3 months after the attacks [28]. A study of the use of mental health services among war
veterans with PTSD conducted 6 months after the attacks failed to demonstrate a significant
increase in service utilization [29]. These reports were based on general community samples
and on war veterans and may not apply to groups receiving services in primary care settings.

Despite advances in understanding the short-term psychological aftermath of trauma and
loss, knowledge remains scarce concerning the long-term consequences of large-scale
traumatic events in general and terror attacks in particular. We report results of the long-
term impact of 9/11 attacks on systematic sample of low-income, mostly Hispanic patients

Neria et al. Page 2

Gen Hosp Psychiatry. Author manuscript; available in PMC 2013 April 10.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



attending an urban large primary care clinic in NYC. The specific aims of this study were to
(1) estimate the current prevalence of probable current 9/11-related PTSD in an urban low-
income general medicine practice; and (2) compare demographic characteristics, trauma
exposure, clinical features, impairment and service use patterns of patients who screened
positive for PTSD with those who did not; and (3) report on health functioning and
impairment of screen-positive patients. We hypothesized that 9/11-related PTSD in this
population would be significantly associated with psychiatric comorbidity, functional
impairment and greater treatment use and service utilization.

2. Subjects and methods
2.1. Setting

The study was conducted at the Associates in Internal Medicine (AIM) clinic at the New
York Presbyterian Hospital (Columbia University Medical Center), New York. AIM is the
faculty and resident group practice of the Division of General Medicine at the College of
Physicians and Surgeons of Columbia University. Each year AIM provides approximately
72,000 ambulatory visits to 18,000 patients from the surrounding northern Manhattan
community.

2.2. Sample
A systematic sample of adult patients seeking primary care at the practice was invited to
participate over the time period of 7–16 months after the 9/11 attacks. Participants’
recruitment has been described in detail elsewhere [30,31]. Patients were systematically
approached to determine their eligibility on the basis of the position of the seat they freely
selected in the waiting room. Every consecutive patient from the chairs in the back of the
room to the front was screened for eligibility to obtain our final goal of about 1000 patients.
Eligible patients were between 18 and 70 years of age, had made at least one prior visit to
the practice, could speak and understand Spanish or English, were waiting for face-to-face
contact with a primary care physician and were able to complete the survey. The survey was
administered between December 2001 and January 2003 by bilingual research assistants
who were present during the administration to assist participants in completion of the study
questionnaire.

Of the 1118 patients who met eligibility criteria, 992 (88.7%) consented to participate, and
of these, 930 (93.8%) provided detailed data with regard to their location on 9/11 and PTSD
symptoms and therefore comprise the analytic sample.

All assessment forms were translated from English to Spanish and back-translated by a
bilingual team of mental health professionals. The Spanish forms were reviewed and
approved by the Hispanic Research and Recruitment Center at Columbia University Medical
Center. The Institutional Review Boards of the Columbia University Medical Center and the
New York State Psychiatric Institute approved the study protocol, and all participants gave
informed written consent. Subject recruitment started on April 1, 2002, and was completed
on January 16, 2003.

2.3. Measurements
2.3.1. Sociodemographic characteristics, trauma exposure and clinical status
—All participants completed a history form to assess sociodemographic characteristics,
pre-9/11 trauma and family psychiatric history. Type of exposure to the 9/11 disaster was
determined by questions inquiring whether the patient was in lower Manhattan (below 14th
Street) and knew somebody who was killed in the WTC attacks. Exposure to trauma prior to
9/11 was determined based on (1) a positive report of at least one trauma exposure from a
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modified version of the Life Events Scale [32] (bhappened to meQ or “witnessed it”); and
(2) age of patient at which the “earliest exposure occurred” was at least 2 years earlier than
the subject's current age, to verify that the exposure occurred prior to 9/11. The PTSD Check
List-Civilian Version (PCL-C) [33] was used to screen for probable current 9/11-related
PTSD. The PCL-C consists of 17 items corresponding to each symptom in DSM-IV PTSD
criteria B, C and D. With regard to the WTC attacks, patients were asked, “In the last month,
how much have you been bothered by” each symptom, with the following response choices:
1=not at all, 2=a little bit, 3=moderately, 4=quite a bit and 5=extremely.

The PCL is widely used to screen for PTSD and was shown to have good internal
consistency, to be strongly correlated with other PTSD scales and to have high diagnostic
efficiency [33–35]. Following Hoge et al. [36], we used two algorithms of PTSD to estimate
prevalence. First, in accordance with the broad definition of the DSM-IV criteria [37],
patients were considered as having probable PTSD if they endorsed at least one intrusion
symptom, three avoidance symptoms and two hyperarousal symptoms with a rating of at
least “moderately”; second, using a strict definition of PTSD, we used a cutoff score of 50
and over to define PTSD [2,33].

The survey forms included the Primary Care Evaluation of Mental Disorders (PRIME-MD)
Patient Health Questionnaire (PHQ) [38] assess current symptoms of DSM-IV major
depression (MD), panic disorder (PD), general anxiety disorder (GAD) and probable alcohol
abuse/dependence. A probable drug abuse/dependence section patterned after the PRIME/
MD PHQ alcohol use disorder assessment was also given. Subjects who reported being
bothered for at least several days in the past week by “thoughts that you would be better off
dead or thoughts of hurting yourself in some way” were classified as having suicidal
ideation. Good agreement exists between PHQ diagnoses and independent mental health
professional ratings for the diagnosis of any one or more PHQ disorder (kappa=.65; overall
accuracy, 85%; sensitivity, 75%; specificity, 90%) [39].

Physical and mental health functioning were measured with the Physical and Mental
Component Summary scores of the Medical Outcome Study 12-Item Short Form Health
Survey (SF-12) [40]. Impairment was evaluated with the 10-point self-rated social life and
family life/home responsibilities subscales of the Sheehan Disability Scale (0=none, 1–
3=mild, 4–6=moderate, 7–9=marked, 10=extreme) [41]. Significant impairment for each
subscale was defined by a rating of 7 or greater. Because only 152 (20.0%) of the patients
were gainfully employed, the work subscale of the Sheehan Disability Scale was not used in
the following analyses. An assessment was conducted of the number of days in the past
month that patients had missed work (paid or unpaid) or school. Work loss (yes or no) was
based on missing 7 or more days in these activities. Self-report information was collected on
mental health diagnoses of first-degree family member(s) including “bipolar disorder,”
“manic depression,” “depression,” “anxiety/bad nerves” and/or “alcohol/drug use
problems”. In addition, self-report information was collected on mental health treatment and
hospitalization history. The latter section included information on past month use of
psychotropic medication.

In order to examine whether patients with 9/11-related PTSD had increased utilization of
services during the first year post 9/11, a cross-linkage to the Columbia University Medical
Center's computerized database enabled the analysis of (1) visits (number and dates) to the
primary care clinic and to the emergency room (ER; both general and psychiatric); and (2)
hospitalizations (including admission and discharge dates) during this time frame.
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2.4. Statistical analysis
Prevalence estimates of PTSD were based on both the broad DSM-IV criteria and the strict
cutoff score of 50. PTSD was stratified by age, gender, race/ethnicity, immigrant status,
marital status (defined as married or cohabiting vs. not), educational attainment, annual
household income, employment status and family psychiatric history, and results showed
similar patterns whether we used a strict or broad definition of PTSD. Therefore, we present
only the results where the broad definition was used. The rates of MD, PD, GAD and
alcohol use were based on diagnostic algorithms for the PRIME-MD PHQ [38,39]. A similar
algorithm was developed for drug use disorder. Age was categorized into four groups: 18–
44, 45–54, 55–64 and 65–70 years. Race/ethnicity was based on self-designated national
origin and race. Patients were categorized as Hispanic if they identified their nation of origin
as Spain or a Latin American country or if they chose to complete the study forms in
Spanish. In addition, patients of Hispanic origin were divided into three groups: (1)
Dominicans, (2) Puerto Ricans and (3) others. Non-Hispanic patients were divided into two
groups: (1) Blacks and (2) Whites or others.

We restricted our analysis of post-9/11 health care utilization to patients who had received
services at New York-Presbyterian Hospital at least 1 year prior to 9/11. Because of the
small number of subjects with one or more ER visits or hospital admissions during the time
frame examined, use of each of these services was coded as a binary outcome (1=any,
0=none).

Chi-square analysis was used to compare patients with and without PTSD on background
variables that included demographic characteristics, presence of family psychiatric history
and presence of any pre-9/11 trauma. Fisher's exact test was used when any cell had an
expected count less than 5. Binary logistic regression was used to assess the effect of three
types of trauma exposure on the likelihood of PTSD (1=present, 0=absent): proximity to the
WTC on 9/11 (3=in the WTC or lower Manhattan, 2=in NYC, 1=in the NYC area,
0=outside the NYC area) and knowing someone killed by the WTC disaster (1=yes, 0=no).
In subsequent analyses, we adjusted for the categorical variables sex, marital status,
education, race/ethnicity, immigrant status, family psychiatric history and exposure to at
least one traumatic event prior to 9/11. Logistic regression was also used to assess the effect
of PTSD (1=present, 0=absent) on other binary outcomes (other mental disorders,
impairment and work loss, self-reported mental health treatment). In subsequent analyses,
we adjusted for sex, martial status, education, race/ethnicity, immigrant status, family
psychiatric history, exposure to at least one traumatic event prior to 9/11, proximity to the
WTC on 9/11 and knowing someone who was killed by the WTC disaster. Impairment and
treatment outcomes were further adjusted for the presence of any current disorder other than
PTSD (i.e., MDD, GAD, PD and/or alcohol or drug use disorder).

Linear regression was used to assess the effect of PTSD (1=present, 0=absent) on SF-12
scores expressed as unstandardized betas with 95% confidence intervals. Further analyses
adjusted for the same variables as the logistic regressions described above had PTSD as the
primary predictor.

We fit linear regression models to assess the effect of PTSD (1=present, 0=absent) on the
number of outpatient visits made in the year after 9/11, controlling for the number of
outpatient visits made in the year prior to 9/11. We used logistic regression to assess the
effect of PTSD on the likelihood of ER visits in the year after 9/11 (1=any, 0=none),
controlling for ER visits in the year prior to 9/11. Analysis of hospital admissions was
analogous to that of ER visits.
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Exploratory analysis of PTSD rates during each month of the study suggested that from the
start of the study until the 1-year anniversary of 9/11 (i.e., September 11, 2002), the
likelihood of PTSD gradually receded and leveled off after the anniversary. However, the
number of patients with PTSD in any 1- or 2-month period was too small to allow a
sufficiently powered test of trend based on these rates. Therefore, we used piecewise linear
regression to test the slope of PCL-C scores across time during two periods: between study
start on April 1, 2002, and the 1-year anniversary of 9/11 on September 11, 2002; and
between September 12, 2002, and study end on January 16, 2003. We further assessed
whether the pre-anniversary and post-anniversary trends (i.e., the two slopes) were
equivalent.

All tests were two-tailed, and significance was set at .05. Statistical analyses were conducted
with SAS software version 9.0 (SAS Institute, Cary, NC, USA).

3. Results
3.1. Sample characteristics and location during the attacks of 9/11, 2001

The sample was composed primarily of low-income, Hispanic patients, who were born
outside of the United States and had little formal education. Females accounted for 69.6% of
the patients; mean age was 51.2 (S.D.=11.9) years; 55.3% had not graduated from high
school; 75.9% reported an annual family income of less than $12,000; 70.0% had never
married or were currently separated, divorced or widowed, and only 20.0% of the patients
reported they were paid workers. The percentage of the sample who had immigrated to the
United States was 81.1%; 81.9% were of Hispanic origin, predominantly from the
Dominican Republic (78.7%), followed by Puerto Rico (8.7%) and other Spanish-speaking
countries (7.6%). Of the non-Hispanic patients, 73.2% were black. Notably, 38% of all
patients reported a family psychiatric history and 62% reported pre-9/11 exposure to trauma.

The majority (78.2%) of the patients reported that they were in NYC during the 9/11 attacks
and another 3.8% reported being in the WTC or in lower Manhattan below 14th Street. More
than a quarter (27.1%) reported knowing someone who was killed during the 9/11 attacks.

3.2. PTSD and sociodemographic and exposure characteristics
Seven to 16 months after 9/11, the prevalence estimates of current 9/11-related probable
PTSD in this sample ranged from 4.7% (based on a strict definition: PCL-C score of 50 or
over) to 10.2% (based on DSM-IV criteria). Probable PTSD (hereafter referred to as PTSD)
was significantly related to female gender, being born outside of the United States, not being
married or cohabiting, and having a family history of psychiatric disorders and pre-911
trauma exposure (Table 1). No significant differences in PTSD were found between patients
from Puerto Rico (3.0%; n =2/66) as compared to the Dominican Republic (5.7%; n
=34/600) and to other Spanish-speaking countries (5.2%; n =3/58) ( P=.76; Fisher's exact
test with df=2).

Mean PCL-C scores in patients interviewed 7–12 months after the attacks (n =491)
significantly declined during this period (t =–4.38, P<.0001) (Fig. 1). Starting at the first
year anniversary (9/11/2002), PCL-C scores (n =439) started to increase. We found a
marginally positive time trend (t =1.92, P=.055). The two slopes (pre-anniversary and post-
anniversary) were significantly different (t =3.13, P=.002).

Proximity to the epicenter of the attacks was not significantly associated with PTSD;
however, the likelihood of PTSD tended to increase with closer proximity. Those outside of
NYC on September 11, 2001, had a PTSD rate of 8.0% (16/201), those in NYC but not in
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lower Manhattan had a rate of 10.6% (73/692) and those in lower Manhattan or in the WTC
itself had a rate of 17.1% (6/35) (Table 2).

PTSD was more common among patients who reported that they lost a person due to the
attacks of 9/11 compared to those who did not experience such loss (Table 2).

To test whether indirect exposure to the attacks is associated with PTSD independent of
family psychiatric history and history of trauma, we examined the prevalence of probable
PTSD in patients who were not directly exposed to the attacks and reported no family
psychiatric history or past trauma exposure (N=178). None of these participants screened
positive for PTSD.

3.3. Psychiatric comorbidity
The majority of the patients with PTSD (68.4%) met criteria for a positive screen of one or
more other mental disorder. The most frequent comorbid disorders were MD (57.9%) and
GAD (33.7%) (Table 3). After adjustment for demographic and exposure covariates, PTSD
remained strongly associated with each of the anxiety and mood disorders.

Almost one fifth (17.9%) of the patients with PTSD, as compared with 3.3% of those
without PTSD, reported suicidal ideation at least some days during the previous 2 weeks
(Table 3). After controlling for the presence of MDD, demographic and exposure covariates,
PTSD did not remain significantly associated with current suicidal ideation.

3.4. Impairment, functioning and health
Significant social and family life impairment were more common among patients with
PTSD than those without it (Table 3). Impairment in both areas remained strongly
associated with PTSD after adjusting for demographic and exposure covariates and the
presence of any current mental disorder.

Work loss of 1 week or more in the past month was also more commonly reported by
patients with PTSD than by those without and was significantly associated with PTSD after
controlling for demographic and exposure covariates and the presence of any current mental
disorder (Table 3). Finally, mental and physical health-related quality of life were worse for
those with PTSD than for those without PTSD (Table 3). The group difference in SF-12
Mental Component Summary scores remained statistically significant after controlling for
demographic and exposure covariates and the presence of any current comorbid mental
disorder.

3.5. Mental health treatment and utilization of medical services
Half (50%) of the patients with PTSD reported taking a prescribed psychotropic medication
in the last month, and the most commonly reported medications were antidepressants
(48.9%). More than one third (39.8%) of the patients with PTSD reported receiving mental
health treatment (Table 4). A history of previous mental health hospitalization was
significantly more commonly reported by patients with PTSD than those without PTSD. In
logistic regression models that adjusted for demographic and exposure covariates, PTSD
remained significantly associated with the use of prescribed psychotropic medications and
antidepressant drug and previous mental health hospitalization.

9/11-related current PTSD was not associated with making an ER visit, being admitted to a
hospital or the number of outpatient visits made during the 12-month post-9/11 period, in
either the crude or adjusted analyses.
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4. Discussion
Prevalence estimates of probable current 9/11-related PTSD in this sample ranged from
4.7% (based on a PCL-C score of 50 or above) to 10.2% (based on DSM-IV criteria). This
range of estimated prevalence is higher than previously reported 6 months after 9/11 in NYC
(1.5%) [4] and may be related to family psychiatric history and extensive exposure to
pre-9/11 trauma, as well as to the immigrant and marital status of this population. In a
community survey in NYC conducted 6 months after 9/11, the prevalence of PTSD was the
highest (15.1%) among participants who experienced four or more lifetime stressors before
9/11 [4]. In our clinical sample, nearly 6 in 10 patients reported pre-9/11 trauma, and the rate
of probable PTSD was significantly associated with exposure to pre-9/11 trauma. These
findings are consistent with both community and clinical studies conducted before 9/11
[3,4,6,7,42–47].

While community studies in NYC [4] suggested a rapid decline and diminished rates of
PTSD over the 6 months after the 9/11 attacks, our findings suggest that a significant
proportion of this sample of NYC residents seeking primary care continued to have PTSD
associated with substantial functional impairment 7–16 months after the attacks. Similar to
the pattern observed in previous studies [1,4], our findings indicate a steady decline in the
prevalence of PTSD over time, but notably, starting at the 1-year anniversary (9/11/2002) an
upward trend in PCL-C scores was observed. This finding might reflect the so-called
anniversary reaction, possibly related to the massive media coverage of the 9/11 events
around the 1-year anniversary. The graphic descriptions, as well as detailed accounts of
bereaved, evacuees, rescue workers and witnesses, might have activated or exacerbated
PTSD symptoms in a significant number of individuals to either meet full diagnostic criteria
in persons with a partial syndrome or trigger a new onset of PTSD. Further research is
needed to clarify this finding.

Nationwide post-9/11 surveys suggest that indirect exposure to large-scale disasters might
be associated with PTSD [1,2]. Our findings suggest that indirect exposure to the 9/11
attacks by itself was not associated with PTSD among patients who did not report pre-9/11
trauma and/or family psychiatric history. These results are consistent with disaster [7,43,46]
and combat [47] studies documenting a relationship between trauma severity and PTSD.

Previous research at our clinic [48] has found high rates of MD and suicidal ideation. The
current study found that a majority of participants with current probable PTSD had
comorbid psychiatric disorder (68%) [49]. PTSD is associated with significant disability
[50]. Many patients with chronic PTSD are not able to function in work and social activities,
and they remained impaired despite maintenance treatment [51]. Our study demonstrates
that primary care patients who screen positive for PTSD also experience significant
disability in health, social and family functioning even after adjusting for the presence of
exposure to trauma both before and during 9/11 and for other mental disorders.

Findings from the general population and war veterans suggest that visits to mental health
professionals and use of psychiatric drugs decreased over time following 9/11 [3,26,27] or
were unchanged [28,29]. Findings from this primary care population suggest that while self-
reported use of medication increased after 9/11, the administrative records from this
population indicate that PTSD is not associated with increased hospital admissions,
emergency care use or out-patient care during the first year after the 9/11 attacks. The
accuracy of these self-reports remains uncertain. Adults who report high levels of distress
tend to report more mental health care than can be confirmed in administrative records
[52,53].
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Taken together, these findings highlight the specific needs for health care associated with
post-disaster psycho-pathology among low-income Hispanic primary care patients. Because
poor and ethnic populations tend to avoid seeking [12] or receiving treatment from mental
health specialists [13,14] and disproportionately rely on primary care services for the
provision of their mental health care [11], our findings underscore the importance of
developing post-trauma care for affected individuals in general medical practices, especially
when disasters strike minority communities [54].

4.1. Limitations
The study has several limitations. First, self-report of traumatic exposure is subject to recall
bias, and it is possible that some participants may have attributed PTSD symptoms to the
9/11 attacks that were actually more closely related to other traumatic events. Second, the
computerized database that recorded the utilization of services of the patients in this sample
is limited to Columbia University Medical Center and so does not capture services delivered
by other providers. It is possible that study patients with PTSD sought primary care in other
nonaffiliated clinics. However, a previous study of this population demonstrated that only
9% of the patients attended other clinics over 6 months of follow-up [55], suggesting that
people in this community tend to be highly dependent on the university hospital services. It
is therefore likely that the medical records provide a reasonable index of total medical care
use. Third, because our survey assessed current PTSD, it potentially missed patients who
had 9/11-related PTSD that resolved prior to our survey. Fourth, the positive temporal trend
in 9/11-related PTSD symptom severity following the anniversary of the attacks might
represent other changes in the community that might increase primary care utilization
among the sample. Finally, because the study was undertaken in an urban general medical
practice serving a low-income population, the findings may not be generalizable to primary
care settings with different populations [56,57].

Our findings have clinical implications. Primary care patients from vulnerable populations,
present in general medical settings, are likely to experience PTSD associated with long-term
and clinically significant symptoms and functional impairment following large-scale events
[15–24]. In order to recognize PTSD in primary care, physicians and mental health
professionals need to obtain a detailed trauma history [54,58]. Timely interventions in
patients who have been detected with exposure to trauma and manifest with PTSD
symptoms in the aftermath of large-scale disasters may help to prevent long-term, chronic
morbidity.
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Fig. 1.
Each dot represents a PCL-C score for a single participant plotted above the date of the
interview. Separate lines of best fit are shown for two periods: (a) between study start on
April 1, 2002, and the 1-year anniversary of 9/11 on September 11, 2002; and (b) between
September 12, 2002, and study end on January 16, 2003.
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Table 1

Prevalence rates of current 9/11-related probable PTSD
a
, by patient background characteristics

Characteristic % χ2 (df=1) P

Age

    18–54 (n = 536) 10.1 0.03 .87

    55–70 (n =394) 10.4

Gender

    Female (n =647) 11.6 4.4 .04

    Male (n =283) 7.1

Ethnicity

    Hispanic (n = 762) 11.8 11.7 .0006

    Non-Hispanic (n = 168) 3.0

Immigrant status

    Born outside of the US (n =754) 11.5 7.6 .006

    Born in the US (n = 176) 4.6

Marital status

    Separated/divorced, widowed or never married (n = 631) 12.0 7.0 .008

    Married/cohabiting (n =297) 6.4

Education level

    Not a high school graduate (n =509) 12.0 3.4 .06

    High school graduate (n =412) 8.3

Annual household income

    < $12,000 (n =700) 10.7 0.9 .36

    ≥ $12,000 (n =222) 8.6

Gainfully employed

    No (n =744) 10.4 0.1 .79

    Yes (n =186) 9.7

Family psychiatric history
b

    Yes (n =341) 14.1 8.8 .003

    No (n =558) 7.9

Any pre-9/11 trauma
c

    Yes (n =474) 15.2 28.9 <.0001

    No (n = 285) 2.8

a
Current 9/11-related PTSD was assessed with the PCL-C. Participants screen positive for current PTSD if they have at least one intrusion

symptom, three avoidance symptoms and two hyperarousal symptoms. Symptoms are counted only if endorsed with a rating of 3 (indicating
moderate severity) or higher.

b
First-degree family member(s) have been diagnosed with “bipolar disorder,“ “manic depression,” “depression,” “anxiety/bad nerves” and/or

“alcohol/drug use problems”.

c
Data available for 759 subjects.
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