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Abstract
Background—In the first population-based study of psychopathology conducted in Haiti, we
documented earthquake-related experiences associated with risk for posttraumatic stress disorder
(PTSD) and major depressive disorder (MDD) 2–4 months following the 2010 Haiti earthquake.

Methods—A population-based survey was conducted of 1,323 survivors randomly selected from
the general nondisplaced community, internally displaced persons camps, and a community clinic.
Respondents were from the Nazon area of Port-au-Prince, ~20 miles from the epicenter.

Results—Respondents (90.5%) reported at least one relative/close friend injured/killed, 93% saw
dead bodies, and 20.9% lost their job post-earthquake. The prevalence of PTSD (24.6%) and
MDD (28.3%) was high. History of violent trauma was associated with risk of PTSD and MDD
(adjusted odds ratio [AOR] 1.4, 95% confidence interval [CI], 1.0–1.9; AOR, 1.7, 95% CI 1.3, 2.2,
respectively). Low social support (AOR, 1.7, 95% CI 1.2, 2.3; AOR 1.4, 95% CI 1.0, 1.9,
respectively) increased risk of PTSD and MDD among women. Suffering damage to the home
increased risk of MDD in males (AOR 2.8, 95% CI 1.5, 5.5). Associations between being trapped
in rubble, major damage to house, job loss, and PTSD; and participation in rescue/recovery,
friends/family injured/killed, and MDD varied based on prior history of violent trauma.

Conclusions—Addressing mental health in a post-earthquake setting such as Haiti will require
focusing resources on screening and treatment of identified vulnerable groups while targeting
improvement of post-earthquake living conditions. Investment in sources of social support for
women may make help mitigate the vulnerability of women to PTSD and MDD.
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INTRODUCTION
Haiti is the poorest country in the Western Hemisphere, with most persons living on less
than $2/day, and half below the extreme poverty line of $1/day.[1] Hurricanes, political
unrest, violence, and human rights abuses have contributed to the vulnerability of the
population over the past decades.[1,2] The earthquake that struck Port-au-Prince on January
12, 2010 resulted in approximately 200,000 deaths, more than 300,000 injured, the
destruction or damage of 286,000 of 411,00 homes, and more than 1 million internally
displaced persons (IDP).[3]

Many risk factors have been described for the development of psychopathology, primarily
posttraumatic stress disorder (PTSD) and major depressive disorder (MDD), in postdisaster
settings.[4,5] These factors can be categorized as pre-event (prior personal or family history
of a mental health disorder and history of exposure to traumatic events and life stressors),[6]

perievent (loss of family members or close friends,[7] difficulty in contacting loved ones,[8]

degree of injury,[9] and witnessing of dead bodies[10]) and postevent (loss of financial and
social support resources[11]). However, marked heterogeneity exists in individual responses
to the same event and some persons do well even after extreme experiences,[12] whereas
certain population groups, such as those with a predisaster history of adversity, may be
especially vulnerable to developing mental health problems after a disaster.[13–15] The
confluence of stressors and traumas that characterized the daily pre-earthquake experience
of the Port-au-Prince population suggests that pre-earthquake adversities may play a
particularly strong role in the development of psychopathology following the disaster. To
our knowledge, no prior population-based study has documented the determinants of
postdisaster mental health status of the Haitian population.

Previous studies of natural disasters have shown that women are at higher risk for PTSD and
depression following disasters.[16] Such a consistent finding has led to calls for secondary
prevention efforts of PTSD and depression to focus on women. Yet before such targeted
intervention efforts are possible, we must understand the particular impact that pre-, peri-,
and postdisaster risk factors have on levels of psychopathology in women versus men. This
is especially important in Haiti, where the high degree of gender inequality and gendered
social roles may result in gender-specific effects of earthquake-related traumatic events and
stressors such as exposure to violence, injury or sickness to family members, and job
loss.[17]

Building on a body of literature that has well documented the burden of mental illness after
disasters through population-based studies,[4,10] we conducted a population-based study in
Port-au-Prince, Haiti to document the prevalence of earthquake experiences and the
prevalence and determinants of PTSD and MDD, 2 months after the earthquake. Given the
accumulation of adverse circumstances among the Haitian population before the earthquake,
we also examined whether heterogeneity in responses to disaster-related adverse events
existed by a predisaster history of violent trauma. All analyses were conducted for the total
sample and by gender, to identify gender-specific risk factors for psychopathology. This is
the first population-based survey on psychiatric disorders ever to be conducted in Haiti.
Understanding risk for major psychiatric disorders after mass traumatic events in low-
resourced settings such as Haiti can help us identify common determinants of
psychopathology across distinct settings, and can offer evidence about the consequences of
comparable future events in at-risk highly vulnerable populations.

Cerdá et al. Page 2

Depress Anxiety. Author manuscript; available in PMC 2014 May 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



MATERIALS AND METHODS
We randomly enrolled survivors in the Nazon area of Port-au-Prince (Fig. 1). This area not
only exhibited a high level of displacement, loss of life, and destruction, but it also exhibited
variation in level of damage and a range of living conditions (displaced vs. nondisplaced),
which best allowed us to examine how level of exposure to different types of earthquake-
related experiences was associated with PTSD and MDD. From March 12 through April 20,
2010 (2–3.5 months postevent), a population-based, random sample of survivors was
obtained in three sampling frames: (1) nondisplaced survivors living within the community,
(2) IDP living in official displacement camp sites, and (3) nondisplaced survivors attending
a local primary healthcare clinic, all located in the same earthquake-affected area. Eligible
individuals included those aged 18 or older who were present in the earthquake-affected
zone during the earthquake and at least 1 month prior.

To obtain the community sample, we compiled a comprehensive map of the area by merging
preexisting open-source maps and conducting an on-ground assessment. Existing
neighborhoods within the defined urban area were block-listed, and primary sampling units
were created by dividing the catchment area into a grid comprising 32 zones, roughly 500
m2 each. Of these, 16 were randomly selected using Proc-Survey select in SAS (SAS
Institute Inc. SAS 9.2. Cary, NC 2002–2008). The sampling proportion was equal across all
zones with 32 persons/zone. From a predetermined starting point within each zone,
interviewers approached a candidate to interview at each seventh extant dwelling on their
left (temporary shelters included). If the dwelling was destroyed or had no eligible persons,
the adjacent dwelling was selected. If more than one eligible respondent existed, the
individual with the birthday closest to the interview date was selected.

The IDP camp sample was obtained by randomly selecting four of the eight official
displacement sites within our catchment area as recognized by the World Food Programme
(WFP).[18] The number of respondents sampled from each camp was weighted based on the
published camp census.[18] Interviewers chose a central starting point within each camp, and
approached an individual to interview at each third shelter on their left. If no eligible person
was found, a person was approached at the adjacent shelter. If more than one eligible
respondent was present, the closest birthday method was used. Sampling in both community
and camp frames was conducted 7 days/week, during varying times of day.

Third, we recruited a sample of participants from a large community clinic in the middle of
the catchment area by approaching every third patient registering for community care at
Institut Fame Pereo (IFP). This study was approved by the Internal Review Board at
Columbia University and was reviewed by the IFP administration and the Ministry of Health
in Haiti. Written or oral (in case of illiteracy) consent in the presence of a witness was
obtained from all participants. It is in compliance with the Code of Ethics of the World
Medical Association (Declaration of Helsinki).

INSTRUMENT DESIGN AND FIELDING
A structured questionnaire, based on previously validated measures, obtained information
about pre-, peri-, and post-earthquake factors that included (a) demographic characteristics,
(b) lifetime traumatic events, (c) experiences during and around the earthquake, (d) post-
earthquake social support, as well as (e) earthquake related PTSD, and (f) earthquake related
MDD. The instrument was developed in English then translated into Haitian Creole using
the committee method.[19] Interviewers underwent an 8-hr training period that included
cognitive interviewing, practice interviewing, and role playing.
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PRE-EARTHQUAKE FACTORS
Demographic Characteristics—Information was collected on age, sex, marriage,
education (completed secondary education or not), number of children, and pre-earthquake
employment status.

Lifetime Violent Traumatic Event Experience—We assessed past traumas by asking
15 Diagnostic and Statistical Manual of Mental Disorders (DSM)-IV category A
traumas.[20] We modified this scale to include whether the respondent had ever been
kidnapped, reported to be a problem in Haiti.[2] Respondents who reported violent or
assaultive category A traumas were coded as having a prior history of violent trauma.

Someone Close with Mental Illness—We asked respondents whether, before the
earthquake, they experienced the mental illness of someone close to them. Examples
provided were clinical depression and anxiety disorder.

PERI-EARTHQUAKE FACTORS
Earthquake Experiences—We collected information on damages resulting from the
earthquake, length of separation from relatives/friends, injuries to self, injuries/deaths of
relatives/friends, seeing dead bodies, damage to house, and involvement in rescue/recovery
efforts.

POST-EARTHQUAKE FACTORS
Family Member with Mental Illness—We asked respondents whether, after the
earthquake, they experienced having a family member with a mental illness.

POST-EARTHQUAKE SOCIAL SUPPORT
We used four items from the Inventory of Postdisaster Social Support (α = 0.92), which
summarizes the help received from family and friends post-earthquake.[21] The lowest tertile
of this summary score represented low social support.

Loss of Occupation as a Result of the Earthquake—If the respondent or head of
household were employed at the time of the earthquake but not after, they were coded as
losing the occupation post-earthquake.

Assessment of Earthquake-Related PTSD—We used the PTSD Checklist (PCL),
modified to include DSM-IV-TR diagnostic criteria A–F, to assess earthquake-related
PTSD.[22] Respondents indicated, on a 5-point scale, the degree to which they were bothered
by the 17 DSM-IV PTSD symptoms using the earthquake as the traumatic experience. The
utility of the measure with diverse populations is supported.[23] We identified PTSD cases
by using a PCL symptom cut-off of 3 or more for each question and then applying DSM-IV-
TR criteria A through F.

Assessment of Earthquake-Related MDD—We used the Patient Health
Questionnaire-9 (PHQ-9) to assess depression.[24] Respondents were asked to indicate
whether, since the earthquake, they had ever had a period of at least 2 weeks during which
they experienced each symptom, with response options of “yes” and “no.” This brief
instrument possesses one-to-one correspondence to DSM-IV symptoms of major depression
and its psychometric properties and construct validity are known.[24] We identified MDD
cases by using an MDD symptom cutoff of 7 or more for each question and then applying
DSM-IV-TR criteria.
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Clinical Reappraisal of the Survey Instrument—An original validation the PCL has
reported high convergent validity (correlations greater than 0.90 with other measures of
PTSD symptom severity[23]), excellent internal consistency reliability (α = 0.95), and a 3-
day test– retest reliability of 0.97.[23] These results are consistent with a clinical reappraisal
on these measures, adapted for DMS-IV-TR, conducted in a different sample.[22] We further
conducted a Haiti-specific reappraisal on a subsample of 56 participants enrolled in this
study, both to assess validity of instrument in local setting and to obtain a more conservative
assessment of MDD than in previous implementations. A licensed, trained psychologist
conducted clinical interviews using the Structured Clinical Interview for DSM-IV-TR. We
found comparably moderate-to-high internal consistency (α = 0.84 for PTSD and α = 0.65
for MDD) to previously published results and, high specificity but moderate sensitivity
consistent with previous work.[22]

STATISTICAL ANALYSIS
χ2 statistics and the Kruskal–Wallis test were used for univariable analyses. Multivariable
logistic models assessed the relation between pre-event, peri-earthquake, and post-
earthquake factors and to the odds of PTSD and MDD for the total sample, for females, and
for males. In order to test whether the relationship between peri and post-earthquake factors
and PTSD and MDD differed by a pre-earthquake history of violent trauma, separate
multivariable models were also estimated with interaction terms between an earthquake-
related factor and prior violent trauma history. All statistical tests were two-sided and exact
methods used when appropriate.

RESULTS
Of 1,328 survivors approached, 1,323 consented, of whom 8 did not meet inclusion criteria;
1,315 participants were assessed. Thus, 1,315 participants were assessed, of whom 524
(39.8%), 522 (39.6%), and 269 (20.4%) were from the community, IDP camps, and the
clinic, respectively. Table 1 shows the prevalences of pre-, peri-, and post-earthquake factors
in the three sampling groups. Strikingly, 90.5% of respondents reported at least one relative
or close friend injured/killed because of the earthquake. Only 1.4 and 0.4% of respondents
did not endorse symptoms of PTSD and MDD, respectively. Current PTSD was present in
24.6% of survivors (29.7, 19.1, and 25.2% in IDP camps, community, and clinic-based
samples, respectively, P < .01) whereas current MDD with impairment was present in 28.3%
(28.8, 21.9, and 39.8% in IDP camps, community, and clinic-based respondents,
respectively, P < .01). PTSD and MDD were comorbid in 12.5% of respondents, 14.5% of
females, and 7.5% of males (P < .001).

Prior history of violent trauma and mental illness of a close friend or relative were the two
pre-earthquake factors associated with increased risk of PTSD (OR = 1.38; 95% confidence
interval [CI] = 1.03, 1.85 and OR = 1.75; 95% CI = 1.28, 2.39; respectively) (Table 2).
During the earthquake, personal injury or injury of family members (i.e. having 1–6 or 6–10
family members injured/killed) were associated with higher risk of PTSD (OR = 1.49; 95%
CI = 1.03, 2.16; OR = 1.95; 95% CI = 1.09,3.47; and OR = 2.16; 95% CI = 1.17, 3.98;
respectively). Following the earthquake, job loss after earthquake and low social support
were associated with increased risk of PTSD (OR = 1.44; 95% CI = 1.03, 2.02 and OR =
1.54; 95% CI = 1.15, 2.07; respectively). One pre-earthquake (mental illness of close friend/
relative) and two post-earthquake factors (job loss after earthquake and low social support)
increased risk of PTSD and one pre-earthquake factor (marriage) decreased risk of PTSD
only among females. In contrast, one peri-earthquake factor (injured as a result of the
earthquake) increased PTSD risk specifically in males.
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Prior history of violent trauma and mental illness of a close friend or relative were also the
two pre-earthquake predictors of MDD (OR = 1.67; 95% CI: 1.27, 2.20 and OR = 1.75; 95%
CI: 1.31, 2.35; respectively) (Table 2). During the earthquake, major damage to the home
was associated with higher risk of MDD (OR = 1.34; 95% CI = 1.01, 1.78). Following the
earthquake, mental illness of a family member increased the risk of MDD (OR = 1.79; 95%
CI = 1.07, 2.99). One pre-earthquake (close friend/family member had a mental illness) and
two post-earthquake factors (family member had a mental illness and low social support)
increased risk of MDD only among females, whereas one peri-earthquake factor (major
damage to house) only increased risk of MDD among males.

For those earthquake-related factors that had a different relationship with PTSD given a pre-
earthquake history of violent trauma, Figures 2(A)– 4(C) present the relationships between
peri- and post-earthquake factors and PTSD, by prior trauma history. In the total sample,
respondents who had been trapped under rubble and had a prior history of violent trauma
were more likely to exhibit PTSD than those who were trapped in the rubble but had no
history of violent trauma; the interaction was not significant in the gender-specific samples.
Males who had a house that suffered major damage and a prior history of violent trauma
were more likely to have PTSD than those who experienced major home damage but had no
prior violent trauma history; the interaction was not significant in the total sample or in
females. In contrast, females who lost a job as a result of the earthquake and had a prior
history of violent trauma had an increased risk of PTSD relative to those who lost a job but
had no prior violent trauma history; this interaction was not significant in the total sample or
in males.

Figures 5(A)–6(C) present the relationships between peri- and post-earthquake factors and
MDD that differ by pre-earthquake violent trauma history. In the total sample, those who
participated in rescue and recovery and had a prior history of violent trauma were less likely
to have MDD than those who participated in rescue and recovery but had no prior history of
violent trauma. In the total sample and among females, those who had 1 to 5 or greater than
10 loved ones injured/killed and prior history of violent trauma had an increased risk of
MDD than those who experienced injury or death of loved ones but had no prior violent
trauma history.

DISCUSSION
Five central observations emerge. First, there was an extraordinary burden of traumatic
events and stressors experienced by the Port-au-Prince population after the earthquake.
Second, the prevalence of PTSD and MDD meeting DSM-IV-TR criteria was very high 2
months after the event. Third, those with a history of high lifetime violent trauma faced
significantly increased odds of both PTSD and MDD. Fourth, the impact of selected peri-
and post-earthquake factors on PTSD and MDD was stronger for individuals who had a
prior history of violent trauma. Fifth, experiences associated with MDD and PTSD differed
at least marginally significantly between men and women.

The Port-au-Prince population suffered an extraordinary burden of post-earthquake
traumatic events, stressors, PTSD, and MDD. The prevalence of injury in this study (17.4%)
was higher than that reported in other studies: for example, following a similar magnitude
earthquake in Peru, the prevalence of injury was 11.5%.[25] Consistent with the available
pre-earthquake literature on Haiti,[26] roughly one third of respondents in this sample
reported a prior history of violent or assaultive trauma. The fact that 39.8% of care-seeking
survivors in the general practice clinic experienced symptoms consistent with MDD should
alert health professionals to the magnitude of the problem in primary care settings after
disasters.
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The prevalence of PTSD (24.6%) and MDD(28.3%) were also higher than most other post-
earthquake population-based studies, which reported prevalences ranging from 3.3 to 24.2%
for PTSD, and 20 to 30% for MDD.[25, 27–29]. As one of the worst disasters of the century,
the level of damage produced by the Haiti earthquake was significantly more far reaching in
terms of deaths, injuries, and infrastructure damage than disasters previously studied in the
United States. Further, the predisaster level of economic deprivation, low life expectancy,
high rates of infectious disease, and exposure to violence probably led to a ubiquitous
predisaster burden of psychological disability in the general population, which substantially
influenced the potential for recovery in the general population after this disaster. We are not
aware of any comparable pre-earthquake population-based studies of adult psychiatric
disorders conducted in Haiti that we could use to empirically compare our post-earthquake
results. However, we do know that prior to the earthquake, 40% of children receiving mental
health care had been exposed to violence, kidnapping, death of family member, rape, or
gang-related violence, which probably led to high baseline levels of psychopathology.[30]

Further, a study of immigrant Haitian youth in the United States showed high rates of PTSD
and depression (11.6 and 14.0%, respectively).[31] This information indicates that there was
likely a significant proportion of the population in Haiti living with, or at risk for, depression
and PTSD before the earthquake, although available data indicate that the rates were
markedly lower than those we found in this study.

Clinic-based respondents had the highest rates of depression in the study. Multiple
epidemiologic studies have found a high prevalence of psychiatric disorders among
physically ill patients in clinical settings.[32–34] This phenomenon is due to the disabling
consequences of mental disorders: general population based studies have found that
psychiatric disorders are associated with somatic complaints and higher general health care
service use.[35, 36]

PTSD and MDD had three common risk factors: pre-earthquake history of violent trauma
and mental illness of a close friend or relative and post-earthquake low social support.
Accumulation of violent traumatic events throughout the life course has been found to
increase risk for psychiatric disorders such as PTSD and depression.[37, 38] Pre-earthquake
mental illness of a loved one may represent a significant caregiving burden that makes
individuals particularly vulnerable to the impact of an earthquake. Prior research also
indicates that social support plays a particularly important role in disaster recovery.[39]

Peri-earthquake traumatic events, including physical injury from the earthquake and injury
or death of relatives or friends, increased the odds of PTSD but not MDD.[40, 41] Prior
studies have also failed to detect a relationship between disaster-related trauma and
depression.[40, 41] In contrast, peri- and post-earthquake stressors, such as earthquake-related
job loss (in the case of PTSD), post-earthquake family mental illness and major home
damage (in the case of MDD), and low social support were associated with both PTSD and
MDD.[42–44] The central role of postdisaster material and social resources in shaping the
capacity to recover after an instance of mass trauma, and hence exhibit vulnerability to
PTSD and depression, is consistent with Conservation of Resources Theory.[45–48] These
findings suggest that risk of PTSD is shaped by a range of acute and long-term disaster-
related exposures, including peri-earthquake traumatic events but also post-earthquake
social and financial stressors. Depression, in contrast, depends more on the accumulation of
long-term stressful consequences resulting from acute instances of traumatic experiences.

In Haiti, different types of peri- and post-earthquake social and financial stressors increased
the risk for PTSD and MDD among males and females, reflecting gender division of
caregiving and property ownership. Job loss was associated with a higher risk of PTSD
among women, suggesting that loss of resources may be more distressing for those
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responsible for the care and wellbeing of their children.[4] In a related fashion, mental illness
of a loved one that occurred prior to the earthquake, as well as family mental illness that
occurred as a result of the earthquake, increased the risk for PTSD and MDD among
women, perhaps reflecting the particular burden females carry for the care of sick family
members and friends. In addition, low social support was associated with a higher risk for
PTSD and MDD among women, suggesting that although women report more social support
than men, they also experience a greater negative impact from their social relations than
men.[49–51] Such differences may reflect gender differences in the need to share feelings and
problems with others, and in the appreciation and expectations of the existing sources of
social support.[49]

In contrast, major damage to the home was associated with MDD among males, potentially
related to male control of property titles and responsibility for structural home maintenance.

Pre-earthquake experiences of violent trauma shaped the impact of peri- and post-earthquake
risk factors on PTSD and MDD. Earthquake-related traumatic and stressful experiences of
loss, including loss and injury to loved ones, damage to the home, and job loss, particularly
increased the risk for PTSD or MDD among individuals with prior experience of violent
trauma. These findings are consistent with a perspective of “cumulative adversity,”[13–15]

which suggests that the accumulation of distal (such as lifetime exposure to violent trauma)
and proximal (such as loss of a job after a disaster) stress exposures overwhelms individual
capacity to adopt coping mechanisms in future instances of acute trauma, and make
individuals especially vulnerable to psychiatric disorders.[37] The interaction functioned in
the opposite way when we examined how a history of violent trauma shaped the
consequences of involvement in postdisaster rescue and recovery efforts: among individuals
with a history of violent trauma, involvement in post-earthquake reconstruction was
associated with a lower probability of MDD, whereas no association was found between
rescue/recovery efforts and MDD among those with no history of violent trauma. Such
findings fit within a challenge model of resilience, which posits that recurrent exposure to
moderate levels of risk may lead individuals to mobilize resources, so they are better
equipped to overcome adversity in the future.[52] In this case, the sensation of control over
the consequences of the earthquake that was provided by rescuing victims and rebuilding
communities may be particularly helpful for individuals who had felt no control over prior
experiences of violent trauma. The heterogeneity of responses to disaster-related adverse
conditions given a prior history of adverse conditions makes the case for shifting away from
a uniform postdisaster mental health intervention, to an approach tailored to the needs of
individuals that have difficulty adjusting on their own[53, 54]

This study shares with others the limitations of cross-sectional data. Although we tailored
the PCL and PHQ-9 to measure earthquake-related PTSD and MDD symptoms, we cannot
rule out that individuals exhibited these symptoms prior to the earthquake. Second, neither
the PCL nor the PHQ-9are diagnostic instruments; however, both instruments have been
validated in several settings and show good reliability and validity.[23, 24] A clinical
reappraisal in Haiti found these instruments to be specific but less sensitive suggesting that
our estimates of the prevalence of mental illness here may be conservative. Third, reporting
of experiences during and after the earthquake may have been affected by recall bias.
However, results from longitudinal studies have shown reporting of acute stress exposure to
be reliable and generally free from recall bias.[55] Fourth, although we took into account a
variety of factors, we may have missed important confounders, such as pre-earthquake
psychopathology, income, and housing quality, which could have influenced the impact of
the earthquake on PTSD and depression. Fifth, the low number of male respondents (n =
382) may have limited our ability to detect particular associations in the male sample.
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CONCLUSION
These limitations notwithstanding, we document a high prevalence of earthquake-related
stressors and PTSD and MDD in a representative, population-based study of Haitians
exposed to the January 12, 2010 earthquake and identify particularly vulnerable groups. As
Haiti prepares to invest in post-earthquake reconstruction this year, these results can provide
insight and guidance for the crucial planning and implementation of mental health
interventions. Scarce expert mental health resources should focus first on those at greatest
risk. Particular attention should also be paid to the caregiving burden placed on women in
postdisaster Haiti—investment in formal and informal sources of social support for women
may make help mitigate the particular vulnerability of women to PTSD and MDD. Post-
earthquake capacity-building efforts such as home rebuilding efforts and employment
support programs will provide benefit in parallel by addressing ongoing disaster-related
adverse circumstances shown here to be associated with PTSD and MDD. Rebuilding efforts
are not to be dissociated from their mental public health impact.
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Figure 1.
Nazon Area of Port-au-Prince where nondisplaced, internally–displaced, and community
clinic-attending survivors were sampled. The white circle represents the earthquake
epicenter, 10 miles southwest of Port-au-Prince (shaded) as reported by the U.S. Geological
Service. The black circle represents the Institut Fame Pereo (IFP) community clinic.
Sources: Open street map; Global Administrative Areas; UN Office for the Coordination of
Humanitarian Affairs.
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Figure 2.
(A) Probability of posttraumatic stress disorder (PTSD) by being trapped by rubble and prior
history of violent trauma in the total sample. (B) Probability of PTSD by being trapped by
rubble and prior history of violent trauma among females. (C) Probability of PTSD by being
trapped by rubble and prior history of violent trauma among males.

Cerdá et al. Page 14

Depress Anxiety. Author manuscript; available in PMC 2014 May 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 3.
(A) Probability of posttraumatic stress disorder (PTSD) by damage to house and prior
history of violent trauma in the total sample. (B) Probability of PTSD by damage to house
and prior history of violent trauma among females. (C) Probability of PTSD by damage to
house and prior history of violent trauma among males.
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Figure 4.
(A) Probability of posttraumatic stress disorder (PTSD) by job loss and prior history of
violent trauma in the total sample. (B) Probability of PTSD by job loss and prior history of
violent trauma among females. (C) Probability of PTSD by job loss and prior history of
violent trauma among males.
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Figure 5.
(A) Probability of major depressive disorder (MDD) by participation in rescue/recovery and
prior history of violent trauma in the total sample. (B) Probability of MDD by participation
in rescue/recovery and prior history of violent trauma among females. (C) Probability of
MDD by participation in rescue/recovery and prior history of violent trauma among males.
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Figure 6.
(A) Probability of major depressive disorder (MDD) by injury/death of loved ones and prior
history of violent trauma in the total sample. (B) Probability of MDD by injury/death of
loved ones and prior history of violent trauma among females. (C) Probability of MDD by
injury/death of loved ones and prior history of violent trauma among males.
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