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Abstract

Eight-hundred thirty-three members of an ethnically diverse longitudinal cohort study in Hawaii
were surveyed about their personal exposure to several types of traumatic events, socioeconomic
resources, and mental health symptoms. Results replicated findings from prior research that while
men and women are exposed to similar rates of trauma overall, women report more exposure to
traumas high in betrayal (HB), while men report exposure to more traumas lower in betrayal (LB).
Trauma exposure was predictive of mental health symptoms, with neglect, household dysfunction,
and HB traumas predicting symptoms of depression, anxiety, PTSD, dissociation, and sleep
disturbance, and LB traumas predicting PTSD and dissociation symptoms. Native Hawaiian
ethnicity and poorer socioeconomic status were predictive of greater trauma exposure and
symptoms. Results suggest that more inclusive definitions of trauma are important for gender
equity, and that ethnic group variation in symptoms is better explained by factors such as
differential trauma exposure and economic and social status differences, rather than minority
status per se.
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Hawaiil is ethnically and culturally diverse, and identifiable differences exist amongst
ethnic groups in terms of history and social/socioeconomic status (Okamura, 2008).
Although a few studies have looked at specific ethnic groups in Hawaii with regard to
trauma exposure and posttraumatic symptoms (Friedman, Schnurr, Sengupta, Holmes, &
Ashcraft, 2004; Kulkarni & Pole, 2008), we are not aware of any research to date that
broadly surveys these topics in relation to socioeconomic inequalities. The current study
examines rates of trauma exposure among men and women within various ethnic groups
represented in Hawaii. We aim to explore how exposure to different types of traumas relates
to a range of posttraumatic symptoms, and how social context factors such as ethnic group
social status and personal socioeconomic status have an impact on these relationships.

Ethnic group differences in terms of control of land, resources, and political power have
been present in Hawaii at least since the middle of the 19t century (Mokuau & Matsuoka,
1995). While the cultural landscape of Hawaii continues to evolve, relatively stable
distinctions among ethnic groups have existed for the past several decades with regard to
socioeconomic status indicators (Okamura, 1990, 2008). On average, Caucasians, Japanese
Americans, and Chinese Americans in Hawaii have higher incomes, more education, and
better employment than do Samoans, Filipino Americans, and Native Hawaiians (Okamura,
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1990, 2008). Research also indicates that Native Hawaiians are at greater risk of exposure to
traumatic stress, which some authors suggest may be a result of their history as a colonized
indigenous people (Mokuau & Matsuoka, 1995).

It may be the case that men and women from different ethnic groups, with different
historical and cultural contexts, are differentially exposed to particular types of trauma. In
order to explore this possibility, the current study aimed to capture a full range of events that
could be defined as traumatic. Therefore, exposure to traumas with a high degree of life-
threat but lower level of betrayal (LB traumas, e.g., motor vehicle accidents), traumas with a
high degree of betrayal (HB traumas, e.g., abuse), and neglect and household dysfunction
were all assessed. Although neglect and household dysfunction have frequently been left out
of trauma research (Briere & Scott, 2006), exposure to such events has been associated with
patterns of distress similar to those observed following other types of traumas (Edwards,
Holden, Felitti, & Anda, 2003).

Additional support for the importance of assessing a broad range of potentially traumatic
events when examining ethnic group similarities and differences in trauma exposure comes
from the utility of this approach in research clarifying gender differences in trauma exposure
(Goldberg & Freyd, 2006). Most studies assessing exposure to traumatic events find that
men have higher overall rates of trauma exposure than women, or that men and women have
roughly equal rates of exposure (Goldberg & Freyd, 2006; Hatch & Dohrenwend, 2007;
Manson, Beals, Klein, & Croy, 2005; Tolin & Foa, 2008). However, men and women differ
in terms of the types of trauma reported (Flett, Kazantzis, Long, MacDonald, & Millar,
2004; Goldberg & Freyd, 2006; Tolin & Foa, 2008) and relationships to perpetrators
(Goldberg & Freyd, 2006). More specifically, women are more likely to report exposure to
sexual assault and violence perpetrated by close others (HB traumas), while men are more
likely to report exposure to traumatic accidents and assaults by strangers or acquaintances
(LB traumas). Women are also consistently more likely than men to develop PTSD (Tolin &
Foa, 2008).

Most research finds that members of ethnic minority groups are more likely than majority
groups to be exposed to a variety of both non-interpersonal traumas (e.g., disasters, motor
vehicle accidents) (Perilla, Norris, & Lavizzo, 2002) and interpersonal traumas (e.g., child
sexual assault, physical assault) (Flett et al., 2004) and are more likely to experience
symptoms following trauma (Perilla et al., 2002; Rheingold et al., 2004). Moreover,
differential trauma exposure substantially contributes to ethnic differences in rates of PTSD
following combat (Dohrenwend, Turner, Turse, Lewis-Fernandez, & Yager, 2008) and
natural disasters (Perilla et al., 2002), as well as gender differences in rates of PTSD (Tolin
& Foa, 2008). In other words, exposure to different types of trauma (e.g., sexual assault vs.
accidental trauma), as well as greater intensity of trauma (e.g., greater losses during
disasters) significantly contributes to gender and ethnic group differences in posttraumatic
symptoms.

Asian Americans comprise one ethnic minority group that has been relatively understudied
with regard to trauma exposure (Kulkarni & Pole, 2008). In the few studies that do examine
this population, Asian Americans are often treated as a homogenous ethnic group despite
heterogeneity in history and cultural values of various Asian American groups. However,
one study found that exposure to trauma and PTSD symptoms were least common among
Japanese Americans, and most common among Native Hawaiians, with Caucasians falling
in the middle (Friedman et al., 2004). In terms of historical context, Native Hawaiians may
have more in common with other colonized indigenous groups, such as Native Americans,
than with other Asian groups. Native Americans report high rates of trauma exposure, and
differ from other ethnic groups in that both men and women report high rates of certain HB
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traumas (Manson et al., 2005, Koss et al., 2003). The fact that rates of trauma exposure and
posttraumatic symptoms vary among ethnic groups and across genders, suggests that
cultural and social factors influence these variables. Thus, social context theories, which
implicate characteristics of the social environment in explaining group differences in
symptom development, are particularly useful in providing a framework for examining the
interrelationships amongst these constructs. Betrayal trauma theory (Freyd, 1996), for
example, suggests that the social environment in which a traumatic event occurs, (e.g., in the
context of a dependent relationship) has implications for how a victim will respond, and the
types of posttraumatic symptoms that are likely to develop. Other social context factors
including socioeconomic status, experiences of discrimination, personal or political power,
treatment by others of higher status groups, educational attainment, and social support have
all been implicated in either exposure to trauma, development of psychological symptoms,
or both (Bonanno, Galea, Bucciarelli, & Vlahov, 2007; Breslau et al., 1998; Gill & Page,
2006; Manson et al., 2005; Perilla et al., 2002; Wilson, Rosenthal, & Battle, 2007; Wilson et
al., 2007).

Given the existence of long-standing differences among ethnic groups in Hawaii with regard
to many of these factors (Mokuau & Matsuoka, 1995; Okamura, 2008), as well as the
aforementioned research on gender and ethnic differences in trauma symptoms and
exposure, we hypothesized several interrelations among trauma exposure, posttraumatic
symptoms, socioeconomic status indicators, gender, and ethnicity in our Hawaiian sample.
Based on prior research findings (e.g., Goldberg & Freyd, 2006), we hypothesized that
women would report more exposure to traumas with a high degree of betrayal (HB traumas)
and men would report more exposure to traumas with no betrayal or lesser degrees of
betrayal (LB traumas). We also predicted that socially disadvantaged groups (e.g., Native
Hawaiians) would report more trauma exposure than dominant groups (e.g., Caucasians), as
socioeconomic factors such as poor living environment have been implicated in exposure to
multiple types of trauma (e.g., Dohrenwend et al., 2008; Perilla et al., 2002). We predicted
that fewer gender differences in type of trauma exposure would exist for Native Hawaiians,
related to prior findings of high rates of exposure to abuse traumas in both men and women
in other native populations (e.g., Flett et al., 2004; Koss et al., 2003). We additionally
predicted that similar patterns would exist for neglect and household dysfunction, as
although such events have often not been classified as traumatic, they share many
characteristics with high betrayal trauma events.

Based on the theory that social context significantly impacts response to trauma (e.g.,
Dohrenwend et al., 2008), we predicted that socioeconomic status of oneself and one’s
ethnic group would be negatively associated with mental health symptoms, and that trauma
exposure (particularly HB traumas), would be positively associated with symptoms. Given
the possible psychosocial impact of discrimination and historical colonization (e.g., Mokuau
& Matsuoka, 1995), we hypothesized that ethnic group social status would contribute
significantly to prediction of symptoms over and above the contributions of trauma exposure
and personal socioeconomic status.

The Hawaii Personality and Health cohort is a group of adults who were rated in a study of
personality characteristics when they were elementary school children in Hawaii between
1959 and 1967 (see Hampson et al., 2001 for more information). Members of this cohort
were re-contacted beginning in 1999, and approximately 60% of the original cohort
members have responded to one or more of five sets of mailed questionnaires since that time
(see Hampson et al., 2001, for a description of the history of this project). Eight-hundred

Psychol Trauma. Author manuscript; available in PMC 2014 September 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Klest et al.

Measures

Page 4

thirty-three cohort members responded to the most recent survey, mailed in May 2008, and
were included in the current study.

In the current study, 47% of participants were men and 53% were women, with an age range
of 51 to 60 years (M = 55.05, SD = 2.00). At the time they were surveyed, most participants
were married (65.7%), identified as heterosexual (93.9%), had received at least some college
or technical training (80.9%), and were employed for wages or self-employed (78.1%).
Participants in this sample reported broad diversity in cultural group identification (35.5%
Japanese, 20.5% Caucasian, 18.7% Hawaiian, 9.2% Filipino, 5.9% Chinese, 4.2%
Okinawan, 2.9% Latino, 0.8% Korean, 0.5% Other Pacific Islander, and 1.8% “other”). At
some point in their lifetimes, 11.3% of participants reported having served in the military.

Demographic Information—Self-reported ethnic group identification was assessed with
a single question (“Which group best describes your cultural identity?”), and the instruction
to participants was to choose only one group with which they most strongly identified.
Participants were asked whether they were employed for wages, self-employed, out of work
for more than one year, out of work for less than one year, homemaker, student, retired, and/
or permanently disabled/unable to work. Data regarding median income (family and
individual), educational attainment, and full-time and part-time employment status for
different ethnic groups within Hawaii were obtained from the U.S. Census Bureau (U.S.
Census Bureau, 2000).

Trauma Symptom Checklist - 40 (TSC-40, Elliott & Briere, 1992)—The TSC-40 is
a 40-item checklist, assessing symptoms commonly associated with the experience of
traumatic events, with higher scores indicating more symptoms. Respondents are asked to
indicate how frequently they have experienced each symptom on a scale of 1 (never) to 4
(very often). The TSC-40 is composed of 6 symptom subscales: anxiety, depression,
dissociation, sexual abuse trauma index, sexual problems, and sleep disturbances. The
TSC-40 demonstrates good reliability and validity in samples of adults (Briere & Runtz,
1989; Elliott & Briere, 1992). Items related to sexual functioning and self-harm were
removed in order to limit the number of sensitive questions included in the survey as a
whole, generating a total of 30 items. All items required to compute subscale scores were
included, with the exception of two depression subscale items. The TSC was scored by
summing responses and total scores ranged from 30 to 120.

PTSD Checklist—Civilian Version (PCL-C, Weathers, Huska, & Keane, 1991)—
The PCL-C is a 17-item self-report measure of PTSD symptoms. Respondents rate how
often they have experienced each symptom, from 1 (not at all) to 5 (extremely), with higher
scores indicating more symptoms (possible range of scores is 17 to 85). In the present study,
the PCL-C was scored by summing responses. This measure demonstrates good reliability
over time and is highly predictive of meeting criteria for DSM-IV defined PTSD (Norris &
Hamblen, 2004). Symptom reports on this measure are highly correlated with trauma
exposure and other posttraumatic symptoms (Norris & Hamblen, 2004).

Brief Betrayal Trauma Survey (BBTS; Goldberg & Freyd, 2006)—The BBTS is a
self-report measure of trauma exposure. In the current version, respondents were asked to
indicate whether (e.g., “yes,” “no,” “don’t know/can’t remember,” and “decline to
respond”), and how frequently (e.g., “never,” “one or two times,” “more than that”) they
experienced each of the 14 types of traumatic events surveyed before age 12, between ages
12 and 17, and at age 18 and over (see Freyd, 2008). The BBTS includes a variety of types
of traumatic events, ranging from traumas without a betrayal component (e.g., exposure to
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accidental fire, flood, etc.), to traumas with a very high degree of betrayal (e.g., physical or
sexual assault perpetrated by someone close to the victim). The BBTS describes events
behaviorally instead of using labels such as “abuse.” This measure is comparable to other
trauma exposure measures in terms of reliability across time, and with regard to rates of
trauma exposure observed in community samples (DePrince, 2001; Goldberg & Freyd,
2006). Scores on this measure were computed by summing the number of “yes” responses,
and subscale scores were computed for the number of types of events involving less betrayal
(LB), and more betrayal (HB), reported by each participant.

Neglect and household dysfunction—The three items assessing neglect and
household dysfunction were modeled after items from the Adverse Childhood Experiences
study (Felitti et al., 1998) and were as follows: 1) “someone in your household was a
problem drinker or alcoholic, or used street drugs, or was depressed or mentally ill, or
attempted suicide, or went to prison,” 2) “no one in your family loved you or thought you
were important or special, or your family didn't feel close to each other, or support each
other,” and 3) “you didn't have enough to eat, or had to wear dirty clothes, or had no one to
protect you, or your parents were too drunk or high to take care of you.” Endorsement of
similar items has been shown to predict physical and mental health problems in large
samples of adult participants (Edwards et al., 2003; Felitti et al., 1998).

Data Collection

Results

The Institutional Review Boards of the Oregon Research Institute and the Kaiser
Permanente Center for Health Research, Hawaii, provided ethical approval for all data
collection and analysis phased of this research, consistent with requirements for National
Institutes of Health funded research. Written consent was obtained from all participants
during each wave of the study.

Survey packets were mailed to participants’ home addresses along with a cover letter and a
postage-paid return envelope. One month after the initial mailing, a reminder letter was
mailed. One month following the dispatch of reminder letters, duplicate packets were mailed
to participants who had not yet responded. Participants who returned a completed survey
were mailed a “thank you” letter and a $25 check.

Data Preparation

All analyses in this study were conducted using SPSS, with the exception of multilevel
models which were conducted using HLM 6.06. Missing responses from items assessing
demographic information and from measures of trauma exposure (e.g., BBTS and neglect/
household dysfunction) were left as missing. For the TSC and PCL-C, a two-way imputation
model was used to impute missing values (Sijtsma & van der Ark, 2003; van Ginkel & van
der Ark, 2005). Less than 5% of data points for each measure were missing initially, and
missing values were spread relatively randomly across items and participants. Prior to
replacing missing values for a given questionnaire, individuals with less than 66% valid
responses to that questionnaire were excluded. For each analysis, all participants with
sufficient data were included. A total of 724 participants had complete data for all measures,
though some analyses using fewer measures included more participants.

Demographic variables coded for use in further analyses included gender (i.e., male,
female), educational attainment and work status. Educational attainment was scored by
ranking response categories from the least to most education. Work status was scored by
categorizing participants as working for pay versus not working.
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Ethnic group categories used in the current study did not match perfectly with data available
from the U.S. census. Thus, participants identifying as Okinawan (N=33) and as Japanese
American (N=281) were combined into one group to match the U.S. Census Japanese
category. Participants identifying as Other Pacific Islander (N=4) were added to the Native
Hawaiian group (N=148) to match the Native Hawaiian/Pacific Islander U.S. Census
category.

Descriptive Statistics

A majority (78.4%) of participants reported exposure to one or more traumatic events. More
participants reported exposure to traumas low in betrayal (68.1%) than to traumas with more
betrayal (47.8%), and 45.3% of participants reported experiencing some form of neglect or
household dysfunction. When BBTS and neglect/household dysfunction items were
combined into one variable to assess overall rates of trauma exposure, 83.1% of participants
reported exposure to at least one traumatic event.

Gender, Ethnicity, and Trauma Exposure

Four independent samples t-tests were conducted to assess gender differences in trauma
exposure. There were no significant differences observed between men and women in
overall rates of trauma exposure (e.g., total BBTS score), t(811) = —0.46, p = .64. Men
reported more exposure to LB traumas (M=2.70, SD=3.18) than women (M=2.05,
SD=2.57), 1(811) = —-3.22, p < .01, while women reported more exposure to HB traumas
(M=1.86, SD=2.56) than men (M=1.48, SD=2.61), t(811) = 2.12, p < .05. Women also
reported more household dysfunction exposure (M=1.19 SD=1.56) than men (M=0.88,
SD=1.38), t(780) = 2.88, p< .01.

Ethnic group differences in trauma exposure were assessed via a series of one-way
ANOVA:s. Participants identifying as Korean American (n = 6) and “other” (n = 14) were
excluded from analyses due to small sample sizes. Significant ethnic group differences were
found for exposure to HB (F (5, 765) = 20.36, p < .001) and LB traumas (F (5, 765) = 14.56,
p < .001), as well as overall trauma exposure, (F (5, 765) = 19.49, p < .001). Post-hoc
pairwise comparisons revealed that these effects were completely accounted for by the fact
that Native Hawaiians reported significantly more trauma exposure than all other groups,
with the exception of Latinos, who did not differ significantly from any group. Significant
ethnic group differences were also observed in exposure to neglect and household
dysfunction (F (5, 738) = 12.92, p < .001). Pairwise post-hoc comparisons revealed that
Native Hawaiians and Caucasians both reported significantly more exposure than Japanese
Americans or Chinese Americans, and Latinos reported significantly more exposure than
Chinese Americans. Filipino Americans were not significantly different from any other
group in exposure to neglect and household dysfunction.

Simple effects tests were conducted to test the hypothesis that Native Hawaiians have fewer
gender differences in trauma exposure than other groups. Although the mean exposure to LB
traumas was higher for Native Hawaiian men than women, this difference was not
significant, (F(1, 765) = 0.82, p = .36), while non-Native Hawaiian men reported
significantly more exposure than women (F(1, 765) = 12.09, p < .01). Similarly, for HB
traumas, Native Hawaiian men and women did not differ in exposure (F(1, 765) = 0.16, p=.
69), but non-Native Hawaiian women reported more exposure than men (F(1, 765) = 4.47, p
<.05). Trauma exposure rates by gender and ethnicity are summarized in Figures 1 and 2.

One-way ANOVA analyses were run using ethnicity as the grouping factor and each
symptom measure as a separate dependent variable. Marginally significant ethnic group
differences were observed for PTSD symptoms, and significant ethnic group differences
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were detected for dissociation, F(5, 765) = 5.33, p<.001, depression, F(5, 765) = 2.64, p<.
05, anxiety, F(5, 765) = 5.04, p<.001, and sleep problems, F(5, 765) = 2.40, p<.05. Post-hoc
tests using Tukey’s HSD suggested more symptoms in general for Latino and Hawaiian
participants, and fewer symptoms for Japanese, Caucasian, and Chinese participants.
Filipino participants were not significantly different from any other group on any symptom
measure.

Trauma, Symptoms, and Social Resources

Exposure to LB traumas, HB traumas, and neglect and household dysfunction, as well as
gender, educational attainment, and work status, were entered as predictors of mental health
symptoms in a series of regression models. HB traumas and neglect and household
dysfunction were significant predictors of all outcomes, and LB traumas contributed
significantly only to prediction of PTSD and dissociative symptoms, such that more
exposure to trauma predicted more symptoms.

Gender significantly predicted symptoms of depression and anxiety, such that women
reported more symptoms than men. Educational attainment was a significant predictor of
symptoms of PTSD, dissociation, and anxiety, such that less education was associated with
more symptoms. Work status was significantly associated with all outcome measures except
dissociation, such that individuals who reported being engaged in work for pay reported
fewer symptoms than those not employed for pay. See Table 1 for a summary of these
results.

Ethnic group social status was computed using U.S. census data for income and educational
attainment for each ethnic group. Regardless of method of computation, Japanese
Americans, Caucasians, and Chinese Americans had higher social status than Native
Hawaiians, Filipino Americans, and Latinos.

Using the statistical modeling program HLM 6.06, student edition, a series of multilevel
models was run in which individuals were nested within ethnic groups. Cases with missing
data for one or more measures were deleted prior to creation of the multilevel data file
(n=724). Predictors entered at the level of the individual (level 1) included HB traumas, LB
traumas, educational attainment, and work status. Ethnic group social status (e.g., higher vs.
lower social status) was entered at the ethnic group level (level 2). A series of model
comparisons was conducted, comparing the empty model to models using only level 1
predictors, only level 2 predictors, and both level 1 and level 2 predictors. Ethnic group
social status significantly predicted PTSD symptoms but no other mental health outcomes.
The results of these model tests are summarized in table 2.

Intercept coefficients for the empty models indicated marginally significant variability
among ethnic groups on the PCL-C, and significant ethnic group level variability for all
other symptom measures. Coefficients for the best-fitting predictor models were also
assessed. With the exception of dissociation, p < .10, no significant ethnic group differences
in symptoms were found after accounting for the contribution of level-1 predictors. The only
significant ethnic group differences were found in the relationship between traumas lower in
betrayal and dissociation, though this did not relate in any way to social status. These results
are summarized in table 3.

Discussion

As predicted, although there were no statistically significant gender differences in overall
number of traumas reported, women reported significantly more exposure to HB traumas
and men reported more exposure to LB traumas. These results replicate the findings of
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Goldberg and Freyd (2006) and extend them to a more ethnically diverse sample. However,
among Native Hawaiian participants, men and women both reported high levels of exposure
to HB traumas, and although men reported more LB trauma exposure, there were no
statistically significant gender differences. This pattern is consistent with findings from
research on other colonized indigenous groups (Flett et al., 2004; Manson et al., 2005), and
points to the importance of distinguishing among different “Asian American” populations,
with different historical experiences, in trauma research.

In addition to reporting more exposure to betrayal traumas, women also reported more
exposure to neglect and household dysfunction than did men. These results point to the need
for inclusion of a full range of high betrayal events in definitions of trauma, if such
definitions are to be gender equitable. Because men are more likely than women to report
LB traumas, focusing primarily on this type of trauma may result in the appearance that men
are exposed to more traumatic stressors than women.

As predicted, Native Hawaiians reported more trauma exposure than higher status groups,
including Caucasians, Japanese Americans, and Chinese Americans. However, contrary to
prediction, other lower status groups (Latinos, Filipino Americans) did not report more
trauma exposure. Unfortunately, the relatively small sample-size for Latinos (n = 23)
precludes drawing meaningful conclusions about this ethnic group from the analyses in this
study; a larger sample size and more information about the cultural homogeneity of this
group would be required to better understand the findings. However, the fact that Native
Hawaiians reported more trauma exposure than Filipino Americans (who have similar
socioeconomic status), suggests that either the measures of social status used here (e.g.,
income and educational attainment) do not adequately capture the full range of variation in
ethnic group social status, or that other factors beyond social status contribute to predicting
trauma exposure. It is plausible that both of these possibilities are true. The historical
context of colonization may put Native Hawaiians at particular risk, due to inter-
generational transmission of historical trauma, experiences of racism, and related factors, in
addition to the factors examined in the current study.

While the observed high rates of neglect and household dysfunction among Native
Hawaiians was consistent with predictions, and consistent with findings for other types of
traumas, elevated rate of these experiences among Caucasians was unexpected. One
potential explanation is that Caucasians were simply more likely to identify with and report
these experiences than the other Asian American groups surveyed. Although the items
assessing neglect and household dysfunction in this study were behaviorally defined, which
tends to reduce socially desirable responding (Meston, Heiman, Trapnell, & Carlin, 1999),
research also demonstrates that adherence to Asian cultural values (Foynes, Platt, Hall, &
Freyd, under review) and cultural differences in labeling experiences as abuse (Lau et al.,
2006), may impact disclosure of trauma.

Exposure to trauma was significantly associated with more mental health symptoms on all
symptom measures used in this study. When controlling for gender, educational attainment,
and employment status, HB traumas and neglect and household dysfunction each uniquely
predicted variance in symptoms of anxiety, depression, and sleep disturbance, while LB
traumas contributed to symptoms of dissociation and PTSD. That different types of traumas
predict different symptom patterns supports a distinction between fear-based and betrayal-
based traumatic stressors (Freyd, 1996). Furthermore, this pattern of results suggests that
neglect and household dysfunction are similar to HB traumas in terms of symptom
prediction. If this is true, then describing neglect and household dysfunction as traumatic,
and possibly as involving context factors that mirror betrayal, may be warranted.
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Although slightly different patterns of results were observed for each symptom measure,
Native Hawaiians (and Latinos, though due to small sample size these findings should be
interpreted cautiously) generally reported more symptoms than Japanese Americans,
Caucasians, and Chinese Americans, and Filipino American participants fell somewhere in
between. Unexpectedly, Filipino Americans did not differ significantly from any other
ethnic group on any measure of mental health symptoms, despite their lower socioeconomic
status in Hawaii. As discussed above, it is possible that more subtle variations in social
status, or other factors not measured in this study, contribute to symptoms.

When controlling for trauma exposure and gender, lower educational attainment predicted
more symptoms of PTSD, dissociation, and anxiety, while being employed for pay predicted
fewer symptoms of PTSD, depression, anxiety, and sleep disturbance. These results suggest
that socioeconomic resources are significantly and negatively associated with mental health
symptoms. Contrary to predictions, it was found that ethnic group social status was not
associated with symptoms when controlling for trauma exposure, gender, and personal
socioeconomic variables. In general, these results suggest that there is no direct effect of
ethnic group social status on symptoms in most cases, and that personal access to resources
predicts symptoms better than ethnic group social status. This could have implications for
mental health treatment programs, in that efforts to improve educational access and
employment may be an important part of treatment in disadvantaged populations.

Results should be interpreted in the context of several important limitations of this study.
Unequal sample sizes among ethnic groups may have limited our ability fully understand
some results. In particular, we must be cautious in drawing conclusions about the Latino
group in this study, due to greater variability and smaller sample size for this group.
Generalizability of these results may also be limited by the specific age cohort of the sample
and Hawaii’s unique ethnic group and social stratification. Furthermore, this study relied
entirely on self-report measures which may have resulted in biased responding. The
correlational design of this study precludes making claims about the direction of causality in
relationships among variables. Theoretically, we expect that many of these relationships are
bidirectional, and specifics of causality may be difficult to untangle.

This study adds new information about the prevalence of traumatic stress and mental health
symptoms across ethnic groups in Hawaii. In addition, this study provides preliminary
information on the independent contribution of neglect and household dysfunction to the
prediction of symptoms, and begins to examine how such events might be classified with
other forms of trauma. Results suggest that gender and ethnic group variation in symptoms
is strongly associated with trauma exposure and personal access to socioeconomic resources.
Therefore, it is recommended that trauma psychologists incorporate social context factors
when considering the impact of traumatic stress.
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Figure 1.
Exposure to Lower-Betrayal (LB) Traumas by Gender and Ethnicity
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Exposure to High-Betrayal (HB) Traumas by Gender and Ethnicity
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Table 1

Trauma, Gender, Social Resources, and Mental Health Symptoms

Traumas Traumas  Neglect & Educational  Work

Dependent Lower in  Highin Household  Gender :
Measure Betrayal Betrayal Dysfunction Attainment  Status
R F Semi-partial r
PCL-CPTSD A4 2961 1™ 11 167" -05 -.09" 07"
TSC Dissociation .44 99 5g***  1o9** 13" 1F** .06 — 2% .06
TSC Depression 42 27.01*** .01 .16*** .15*** .13*** -.05 _07*
TSC Anxiety 44 30.45*** '07+ .12*** .14*** .12*** _.13*** '10**
TSC Sleep *KK * Kk *KK _ * %k
Problems 37 19.66 02 12 14 06 06 09
df =6, 754
+
p<.10
*
p<.05
p<.01
* k%
p<.001
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Table 2
Deviance Tests of Nested Models
Outcome 8 evel 1and
Variable A evel 1 b evel 2 b evel 2
Predictors Predictors Predictorsvs.
Only vs. Only vs. A evel 1
Empty Model  Empty Model Predictors
Only
Adf =14) A =1) Aldf =1)
PCL-C PTSD 135.22°** 3.88" 429
TSC Dissociation 127_77*** 367t n/ac
TSC Depression 90.51%** 1.31 n/aC
TSC Anxiety 119.48"** 2.98* n/aC
TSC Sleep Problems 71.93** 1.44 n/aC
+
p<.10
*
p<.05
p<.01
* k%
p<.001

aLevel 1 predictors: HB Trauma, LB Trauma, Educational Attainment, Work Status

bLevel 2 predictors: Ethnic Group Social Status

c . . . .
Unable to calculate ;[2; deviance difference is negative
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Table 3

Ethnic Group Variability in Symptoms, and in Associations Between Trauma and Symptoms

Outcome Empty Model Best-Fitting
Variable Pty Predictor Model@
ZA(df=5)
PCL-C
Intercept 9.63% 7.22
LB Trauma 2.64
HB Trauma 3.10
TSC Dissociation
Intercept 31.38"** 10.03*
LB Trauma 19.15™
HB Trauma 8.39
TSC Depression
Intercept 15.10™ 6.32
LB Trauma 3.66
HB Trauma 3.73
TSC Anxiety
Intercept 36.21°7 5.44
LB Trauma 4.04
HB Trauma 6.35
TSC Sleep Problems
Intercept 14.48" 9.06
LB Trauma 4.59
HB Trauma 7.27
+
p<.10
*
p<.05
**
p<.01
*k %k
p<.001

aLevel 1 and 2 predictors for PCL-C, level 1 predictors only for all others
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