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Abstract
Trauma exposure and PTSD are associated with poorer physical health. Psychological and
behavioral mechanisms may help account for this relationship. In this study, we tested avoidant
coping and alcohol use as mediators of the relationship between trauma exposure, PTSD, and self-
reported physical health complaints in female drinkers. In 827 college women, we compared three
groups: women with no trauma history, women with a sexual assault but no PTSD, and women
with a sexual assault and PTSD, on avoidant coping, alcohol use, and physical health complaints.
We found that PTSD was positively associated with alcohol use and that both PTSD and trauma
exposure were associated with increased avoidant coping. We also found that avoidant coping
mediated the relationship between trauma, PTSD and physical health complaints. Alcohol use did
not predict physical health but was associated with PTSD. These results suggest that in female
college students coping may be more critical in the PTSD/physical health relationship than alcohol
and have implications for targeting coping in young trauma-exposed women to improve physical
health.
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Sexual assault is common on college campuses with lifetime prevalence rates for women
ranging from 50–75% (cf. Abbey, Parkhill, & Koss, 2005). In addition, a substantial portion
of individuals enter universities with a trauma history (Pereda, Guilera, Forns, & Gómez-
Benito, 2009), and 7% of incoming freshman report a history of sexual assault (Read,
Ouimette, White, Colder, & Farrow, 2011). Approximately 30% of college women exposed
to unwanted sexual experiences develop posttraumatic stress disorder (PTSD; Read et al.,
2011). Both adult and child sexual assault is associated with increased physical health
problems including somatic complaints (e.g., Kimerling & Calhoun, 1994; Kimerling, Clum,
& Wolfe, 2000), poorer overall health status (e.g., Cloutier, Martin, & Poole, 2002; Masho,
Odor, & Adera, 2005), and increased utilization of medical health services (e.g., Stein,
Golding, Siegel, Burnam, & Sorenson, 1988; Koss, Woodruff, & Koss, 1991). In addition,
there is evidence suggesting that physical health complaints persist chronically after
traumatic events (e.g., Kimerling & Calhoun, 1994; Sutker, Uddo, Brailey, Allain, & Errera,
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1994). Taken together, this underscores the need for better understanding of the complex
relationships among sexual assault, PTSD, and physical health.

Although college students are generally physically healthy, health modifying behaviors are
often established in young adulthood (Gordon-Larsen, Nelson, & Popkin, 2004), and even
relatively minor physical health complaints (e.g., headaches, stomach upset) can be
associated with functional impairment such as decreased class attendance and poorer
academic performance. College women report more physically unhealthy days compared to
college men (Zahran, Zack, Vernon-Smiley, & Hertz, 2007). Moreover, university students’
stress, alcohol use, and mental health concerns have been associated with poorer health (e.g.,
Zinzow et al., 2011). Associations between PTSD and physical health concerns have been
studied extensively in non-college populations (e.g., Amstadter et al., 2011; Kimerling et al.,
2000), but few studies have examined these in college sexual assault victims. In the few
studies with college students, PTSD has been found to predict poorer physical health (Flood,
McDevitt-Murphy, Weathers, Eakin, & Benson, 2009; Lawler, Ouimette, & Dahlstedt,
2005), more health concerns (Zinzow et al., 2011), and a greater likelihood to seek medical
treatment (Amstadter et al., 2010; Flood et al., 2009). An estimated 9% of college students
meet criteria for PTSD, but rates of trauma exposure are as high as 66% and rates of sexual
assault for college women are estimated at 11% (Read et al., 2011). Given that rates of
trauma and sexual assault are relatively high among college women, but that many of these
women do not develop PTSD, it is important to tease apart the relative importance of both
the experience of trauma and the presence of PTSD in predicting physical health for college
students.

Schnurr and colleagues (Schnurr & Green, 2004; Schnurr & Jankowski, 1999) have
proposed a model to explain the relationship between PTSD and health outcomes,
highlighting the roles of biological, psychological, attentional, and behavioral mechanisms.
In this paper, we explore two of these proposed mechanisms: psychological and behavioral
pathways. Avoidant coping, one potential psychological mechanism, generally refers to
cognitive-behavioral strategies that function to emotionally disengage the individual from a
subjectively stressful situation. It is theorized that avoidant coping may be related to
physical health outcomes through its influence on behavior, such as decreased treatment
seeking and decreased engagement in activities that promote physical health (Lazarus,
1991). A recent study (Rutter, Weatherill, Krill, Orazem, & Taft, 2013) found that exercise
mediated the relationship between PTSD, depression and physical health in a sample of
undergraduates. PTSD, in particular, is related to avoidant coping (e.g., Coffey, Leitenberg,
Henning, Turner, & Bennet, 1996; Ullman, Filipas, Townsend, & Starzynski, 2007), and
trauma-specific and health-specific avoidant coping both mediate the relationship between
PTSD and health (Lawler et al., 2005). Thus, avoidant coping may be an important
mechanism by which PTSD is associated with physical complaints.

In regards to theorized behavioral mechanisms, alcohol use is one potentially important
behavior which may predict physical health. In adolescents and in college samples, alcohol
consumption has been indirectly related to health problems as well as directly related to
increased rates of injuries, obesity, and sedentary behavior (e.g., Hingson, Heeren, Zakocs,
Kopstein, & Wechsler, 2002; Nelson, Kocos, Lytle, & Perry, 2009). Among adolescents,
greater frequency and quantity of alcohol consumption has also been associated with poorer
self-perceived health, especially for women (Johnson & Richter, 2002) and physical
symptoms such as headaches, nausea, and vomiting are some of the most commonly
endorsed negative consequences of alcohol use for college students (Perkins, 2002). In
addition, heavy alcohol use has been linked to deleterious chronic health effects including
decreased immune functioning, increased infection, nutritional deficiencies, and liver
damage (e.g., Cook, 2008; Romeo et al., 2007). Furthermore, PTSD and alcohol abuse are
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highly comorbid (Kessler, Sonnega, Bromet, & Hughes, 1995), and there is evidence that
alcohol use increases following sexual assault (e.g., Danielson et al., 2009; Gidycz, Hanson,
& Layman, 1995). It is theorized that this is due to the use of alcohol as a self-medication
strategy to deal with distress related to victimization (Saladin, Brady, Dansky, & Kilpatrick,
1995); although, it is important to note that college students drink for a myriad of reasons in
addition to coping (e.g., Ham & Hope, 2003; Read, Wood, Kahler, Maddock, & Palfai,
2003) and that college students often do not endorse using alcohol to cope (Kuntsche,
Knibbe, Gmel, & Engels, 2005). Therefore, although alcohol use may overlap with coping
motives, looking independently at coping and alcohol use can help tease apart their relative
importance to understanding the relationships between PTSD and health outcomes. While
alcohol misuse may be important in the relationship between PTSD and poor physical health
(Rheingold, Acierno, & Resnick, 2004), findings on substance use as a mediator between
PTSD and health concerns are mixed (Del Gaizo, Elhai, & Weaver, 2011; Flood et al.,
2009). It is possible that alcohol use associated with PTSD contributes to poor health,
alcohol use has an independent association with negative health outcomes in trauma-
exposed populations, or that PTSD is predominantly responsible for elevated health
concerns among trauma exposed populations.

In this study we investigated potential mediators of the relationship between sexual assault,
PTSD, and physical health in female college students. This study extends previous literature
by examining both psychological (avoidant coping) and behavioral risk (alcohol use)
mechanisms. Specifically, by comparing three groups of women (those with no trauma
history, those with a sexual assault history but no symptoms of PTSD, and those with
current PTSD from a sexual assault) we investigated sexual assault exposure and PTSD as
unique predictors of physical health complaints. We also evaluated avoidant coping and
alcohol use as mediators between trauma and physical health. We hypothesized that PTSD
would predict increased physical complaints, with the PTSD group reporting the most health
complaints. We also hypothesized that both avoidant coping and alcohol use would predict
increased health complaints and significantly mediate the relationship between PTSD and
health. By focusing on women with varying degrees of episodic drinking we were able to
focus on an at risk sample.

Method
Participants & Procedures

This study was part of a larger study on trauma exposure, alcohol use, and other health
behaviors in college women. Contact information for a random sample of 11,544 female
students was obtained from the Registrar’s Office at a large northwestern university.
Participants were invited by mail and email between fall of 2008 and spring of 2010 to
complete an online screening survey. The response rate (37.6%) was similar to other large
scale studies in this population (e.g., Marlatt et al., 1998). Trauma history was assessed via
the Sexual Experiences Survey (SES; Koss & Oros, 1982), the Childhood Victimization
Questionnaire (CVQ; Finkelhor, 1979), and Traumatic Life Experiences Questionnaire
(TLEQ; Kubany et al., 2000). Eligibility criteria included: age 18 and older, a history of at
least one unwanted sexual experience, and at least some heavy episodic drinking (4+ drinks
on at least two occasions in the past month).

Following screening, eligible participants who reported a history of sexual assault (n = 722)
were directed to the online baseline survey to determine PTSD prevalence and severity and
we assessed membership in one of two groups: sexual assault but no PTSD (PTSDNEG; n =
580), and sexual assault with PTSD (PTSDPOS; n = 142). A random sample of women with
no past exposure to DSM-IV PTSD Criterion A traumatic events as measured by the TLEQ
at screening (NOTR; n = 105) was also selected to complete the baseline survey. The sexual
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assault groups (PTSDNEG, PTSDPOS) reported, in response to the SES and CVQ, at least
one experience of childhood or adult sexual victimizatioin that was not within the past 3
months. The PTSDPOS group also endorsed a minimum of one Criteria B re-experiencing
symptom, three Criteria C avoidance symptoms, two Criteria D hyperarousal symptoms, and
at least one area of functional impairment as a result of the above symptoms (e.g.,
interference with relationships) consistent with DSM-IV diagnostic criteria (American
Psychiatric Association, 1994). Thus, all three groups (PTSDNEG, PTSDPOS, NOTR)
reported some current drinking but varied in terms of trauma exposure and PTSD diagnostic
status. Means and percentages for demographic and outcome variables are presented in
Table 1. Participants were paid $10 for screening and $35 for baseline. All study procedures
were approved by the university’s institutional review board.

Measures
Total drinks per week was assessed using the Daily Drinking Questionnaire (Collins, Parks,
& Marlatt, 1985), a measure of daily typical consumption. Responses were summed across
all seven days of “a typical week in the past 3 months,” range = 0–66 drinks, M(SD) =
11.21(7.43).

Peak drinks on a single occasion was measured by an item on the Quantity Frequency
questionnaire (Marlatt et al., 1998), with response options from 0 to 25+ drinks, range = 1–
25, M(SD) = 7.58(3.06).

PTSD diagnosis and severity was assessed by the Posttraumatic Diagnostic Scale (Foa,
Cashman, Jaycox, & Perry, 1997). Focusing on their worst unwanted sexual experience
(PTSDPOS and PTSDNEG groups) or most stressful life experience (NOTR group),
participants were asked to report their degree of distress over the last month for the 17 PTSD
symptoms. Response options ranged from 0 (not at all) to 3 (very much). Nine additional
dichotomous items (yes/no) were used to determine life impairment, and were included to
determine diagnosis.

Avoidant coping was evaluated using the 28-item Brief Cope (Carver, 1997). Participants
are asked to rate statements indicative of coping strategies from 1 (I haven’t been doing this
at all) to 4 (I’ve been doing this a lot). Based on past literature (Schnider, Elhai, & Gray,
2007) we created a composite avoidant coping scale (α = .77) of the means from the self-
distraction (e.g., “I’ve been turning to work or other activities to take my mind off things”),
denial (e.g., “I’ve been refusing to believe that it has happened”), behavioral disengagement
(e.g., “I’ve been giving up trying to deal with it”), and self-blame (e.g., “I’ve been criticizing
myself”) subscales, which are items that represent behaviors that serve to disengage the
individual from problems. We excluded the substance use items due to our inclusion of
alcohol use separately in the analyses.

Physical health complaints were assessed by the Pennebaker Inventory of Limbic
Languidness (Pennebaker, 1982), which asked participants to rate their experience of 54
somatic complaints on a 5-point scale. Consistent with prior studies (Kaysen et al., 2008),
complaints were dichotomously coded (present/absent) and then summed to create a
continuous count variable indicating total number of physical health complaints endorsed,
range = 0–46; M(SD) = 18.61(10.07). Individuals who endorse more complaints on the
PILL are more aware of unpleasant physical and somatic sensations than those who endorse
fewer complaints.
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Statistical Analyses
Prior to mediation analyses, differences between assault groupings (NOTR, PTSDNEG,
PTSDPOS) on avoidant coping, alcohol use, and physical symptoms were assessed with
analyses of variance (ANOVAs). The proposed mediators were examined for significant
correlations before they were included in further analysis. SPSS macros for bootstrapping
multiple mediation effects (Preacher & Hayes, 2008) were used to test the mediation
models. The bootstrap method, an alternative approach to the causal steps of mediation
testing of Baron and Kenny (1986), is a nonparametric resampling procedure that involves
repeatedly sampling from the data set to generate a sampling distribution. This distribution
is used to calculate confidence intervals (CIs) and bootstrap-estimated standard errors of the
mediated effect (Shrout & Bolger, 2002).

For these analyses, 5,000 bootstrap resamples were used to generate 95% CIs per
recommendations (Hayes, 2009). Given our categorical independent variable with three
levels (NOTR, PTSDNEG, PTSDPOS), we created two dummy variables and ran two
pairwise comparison models, using one dummy variable as the independent variable and the
other as a covariate in each model. The PTSDNEG served as our reference group. Thus, in
our first model we compared the NOTR group to the PTSDNEG group, and in our second
model we compared the PTSDPOS group to the PTSDNEG group. In both cases, avoidant
coping and alcohol use served as the mediators, while physical symptoms served as the
outcome variable.

Results
Preliminary Analyses

Means and standard deviations for all outcome variables are presented in Table 1. Bivariate
and point-biserial correlations (see Table 2) illustrated significant, positive associations
between alcohol variables (total drinks per week and peak drinks). Avoidant coping was
generally not associated with alcohol use. Additionally, although avoidant coping and total
drinks per week were significantly correlated with assault, peak drinks were not. This was
further demonstrated by an ANOVA in which differences in peak drinks was only
marginally significant by assault group, p = .07. Assault group was significantly correlated
with the remaining mediators (avoidant coping and total drinks per week). ANOVAs with
assault group as the independent variable further demonstrated these significant effects, ps
< .01. Specifically, Tukey’s post-hoc tests showed that the PTSDPOS group scored highest
on avoidance coping, followed by PTSDNEG, followed by NOTR, all pairwise comparisons
ps < .01 (see Table 2). With respect to alcohol consumption, the PTSDPOS group consumed
significantly more drinks per week than the other two groups. Thus, in order to be
parsimonious total drinks per week was used as the index of drinking consumption in
meditational analyses, as it showed the stronger relationship with assault.

The most common physical complaints are displayed in Table 3. An ANOVA followed by
Tukey’s post-hoc tests showed that the PTSDPOS group scored highest on physical
symptom severity, followed by PTSDNEG, followed by NOTR, all pair-wise comparisons
ps < .001.

Mediation Effect Analyses
Bootstrapping for multiple mediation used listwise deletion, excluding 43 participants due to
missing data on main study variables (final N in models = 784). A series of t-tests and chi-
square analyses demonstrated that these participants did not significantly differ from those
included in mediation analyses on any completed main study or demographic variables at
the p < .05 level.
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A multiple mediation analysis was tested in two path models (Figures 1 and 2), where
assault group was the independent variable. The direct effect of NOTR versus PTSDNEG
and indirect effects via the proposed mediators of avoidant coping and weekly alcohol use
are presented in Figure 1. As shown here and in Table 4, sexual assault had a significant
direct effect (“a” paths) on avoidant coping but not on alcohol use. Furthermore, avoidant
coping but not alcohol use had a significant direct effect (“b” paths) on physical complaints.
Regarding effects of assault on physical complaints, the difference between the total (β =
−5.21, SE = 1.04) and direct effect (β = −4.01, SE = 1.01) is the total indirect effect exerted
through the two mediators, with a point estimate of β = −1.19 and 95% CI of −1.92–.59. An
examination of the indirect effects (Table 4) indicated that only avoidant coping was a
significant mediator.

In the second path model (Figure 2), PTSDPOS was compared to PTSDNEG. PTSD had
significant and direct effects (“a” paths) on avoidant coping and alcohol, but only coping
had a significant direct effect (“b” path) on physical complaints. The total indirect effect of
PTSD on health through the two mediators was significant, with a point estimate of β = 2.43
and 95% CI of 1.71–3.32. Specific indirect effects indicated that only coping was a
significant mediator.

Discussion
This study is one of the few to examine the independent effect of behavioral (alcohol use)
and psychological (avoidant coping) mechanisms on the relationship between PTSD and
health, two of the four pathways proposed in Schnurr’s theoretical model of PTSD and
health (e.g., Schnurr et al., 2004). Findings suggest both sexual assault and PTSD are
predictive of greater avoidant coping and physical complaints. Our findings are consistent
with the model by Schnurr and colleagues (Schnurr & Green, 2004; Schnurr & Jankowski,
1999), such that the relationship between trauma and physical health may be due to the
effects of PTSD more so than trauma exposure. Moreover, the effect of PTSD on physical
health complaints was partially mediated by avoidant coping, but not alcohol use, in this
relatively young and physically healthy sample. These findings expand on previous findings
that trauma specific and health specific avoidant coping predicts physical health in trauma
exposed college students (Lawler et al., 2005) by suggesting that a general avoidant coping
style also predicts increased physical health complaints. Taken together, this suggests that
how people cope with stressors has an important impact on perceptions of their physical
health.

Avoidant coping may also lead to other behaviors that decrease health and perceptions of
well-being. For example, PTSD has been associated with reduced exercise, increased
sedentary behavior, higher obesity, and higher perception of pain (e.g., Engel, 2004),
although these factors have just begun being examined in college women with PTSD. The
one study that looked at exercise in college students with PTSD found that it mediated the
relationship between PTSD and physical health symptoms (Rutter et al., 2013). The current
study builds upon these findings in suggesting that decreased engagement in active coping
strategies is generally related to increased physical health complaints. It is possible that
those who do not employ avoidant strategies, like distraction or denial, are better able to
manage their PTSD symptoms and less likely to present somatically. Our finding that
avoidant coping partially explains the relationship between both assault and PTSD with
physical health complaints suggests that this general tendency is important in addition to
trauma specific avoidance. The finding that increased endorsement of items indicative of
general avoidance coping is related to physical health symptoms over and above PTSD
suggests that it is not just PTSD-related avoidance symptoms that are important to consider
in the trauma-health relationship but that broader avoidance tendencies also play a critical
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role. Given that college is a time of development and maturation these findings point to the
importance of decreasing a tendency to cope with stressors by disengaging from the
problem, as over time these perceptions and related behaviors may actually lead to
demonstrably poorer health outcomes.

In contrast to the model proposed by Schnurr and colleagues (2004), alcohol use did not
mediate relationships between sexual assault with or without PTSD and physical health
complaints, although we did find relationships between presence of PTSD and higher
alcohol consumption. Although prior research has demonstrated that trauma exposure and
PTSD are associated with increased alcohol use (e.g., Kessler et al., 1995), which is in turn
associated with negative physical health (Rehm et al., 2003), this relationship may have
been complicated in the current sample by developmental factors. Although Flood and
colleagues (2009) found a relationship between alcohol consequences and physical health in
college students, most studies of alcohol-health associations have focused on older samples,
more chronic health conditions, or factors such as violence associated with alcohol
consumption (e.g., Rehm et al., 2003). Our sample was too young to manifest more chronic
health conditions and the measure selected, general health concerns, may not have captured
alcohol-related health consequences specifically. In regards to our hypothesis that alcohol
would predict poorer health, one limitation of this study is that we did not include non-
drinkers. Specifically, students were selected for the study if they endorsed some heavy
episodic drinking; however, a range of alcohol use behavior was evident at baseline, with
some participants reporting no drinking over the study, making this variable suitable to
include in mediation analyses. Our method of sample selection may help explain why we did
not find a relationship between drinking and health concerns. Future studies should include a
broader range of drinking in order to better generalize to all college students. However, most
research has not focused on relationships between PTSD, avoidant coping, alcohol and
health within those who may be more at risk due to their general pattern of drinking.

We did not find meaningful associations between avoidant coping and alcohol use. In past
research avoidant coping has been positively associated with alcohol use (Hruska, Fallon,
Spoonster, Sledjeski, & Delahanty, 2011), suggesting that in our sample alcohol may be
serving a function unique from coping. College students drink for many reasons, including
social facilitation and positive reinforcement (Kuntsche et al., 2005; Read et al., 2003), and
coping motives are relatively infrequently endorsed. Even in a trauma exposed sample,
students may be drinking for reasons other than managing negative affect. In addition, we
used a general coping measure, rather than one focused on drinking to cope, which may also
explain differing findings. Future research that is able to prospectively explore relationships
between trauma, different types of coping including alcohol-specific, trauma-specific, and
more general coping, and drinking behavior is needed to elucidate more clearly the
directional pathways between trauma and physical health complaints.

Individuals with PTSD are at increased risk for serious health problems and increased health
care utilization over time. Even in a young and relatively healthy sample, individuals with
PTSD endorsed experiencing more physical complaints than trauma exposed individuals
without PTSD, though assault itself also increased physical distress. These findings suggest
that avoidant coping may help explain this relationship and may be an important avenue for
intervention. Avoidance of trauma related thoughts, feelings, and situations are a prominent
part of PTSD, and these results suggest that a tendency to avoid more generally may also be
important to trauma related symptoms and health. Adequate treatment of PTSD is associated
with improvements in physical health (Galovski, Monson, Bruce, & Resick, 2009). Thus,
increased screening for trauma exposure and PTSD and improved integration of PTSD
treatments in college health clinics may improve both emotional and physical health in
college students (Lawler et al., 2005). It is also possible that teaching skills oriented toward
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active problem solving could prevent more chronic health conditions from developing in
trauma-exposed and non-trauma-exposed students. Finally, avoidant coping is only one
potentially important psychological factor and others, such as experiences of general distress
or symptoms of depression or anxiety, are also important to consider in the relationship
between trauma exposure, PTSD and physical health. In particular, depression is often
accompanied by somatic symptoms, especially in women (e.g., Silverstein, 2002). Looking
at depression, PTSD, and coping can help us better understand complex relationships
between mental health, adjustment, and physical health. Similarly, alcohol use is one of
several potential behaviors that might mediate the relationship between trauma and physical
complaints and future studies should consider additional mechanisms, such as exercise and
health service utilization, along with alcohol use to get a clearer picture of the pathways
between trauma and physical functioning.

Additional limitations of the current study should be noted. Our response rate to our initial
screening invitation was somewhat low (~38%). This may be due to the tendency to avoid in
a sample characterized by sexual assault and alcohol use, and thus our sample may be biased
to those individuals with somewhat less severe PTSD symptoms. Moreover, this study
utilized a sample of female college students, that by definition may be relatively high
functioning and unlikely to have chronic mental or physical problems. Generalizability of
these results are thus limited to similar samples; though, young adults are an important target
for preventative health efforts and are at particularly high risk for sexual assault. In addition,
similar to much of the work on this topic, this data was cross-sectional, retrospective in
nature, and collected via self-report. Thus, conclusions drawn from mediation analyses are
limited and we cannot state that either avoidant coping or alcohol use (our mediators) are
causal links in the relationship between PTSD, trauma exposure and physical health
(Kraemer, Stice, Kazdin, Offord, & Kupfer, 2001; Maxwell & Cole, 2007). Our measure of
health concerns was solely self-report and did not include assessment of health costs, student
health center visits, or chart review. In addition, we used a relatively liberal definition of
physical health complaints to ensure that we captured the broad range of physical distress
experienced by relatively healthy college students. However, the diverse and broad physical
symptoms reported in this sample may overlap with more general somatic complaints
associated with distress or depressive symptomatology. Although looking specifically at
depression was outside the scope of this paper, additional research should consider its role in
impacting physical health in trauma exposed samples. Finally, the measures used in this
study assessed general alcohol use and coping strategies. Therefore, although the use of
general measures minimized the overlap between PTSD and proposed mediators these
findings cannot comment on the importance of trauma-specific coping strategies or
particular drinking motives. Future investigations should investigate these factors to draw
more specific conclusions on mechanisms that put assault victims at risk for physical health
problems.

This study builds on the existing literature on assault, PTSD, avoidant coping, and health
complaints. We examined two pathways in a high-risk group for whom the consequences of
sexual assault on physical health have been relatively unexamined. The pattern of results
suggest that targeting general coping strategies may be one way to improve health
complaints, especially for young women with history of assault and/or PTSD. In addition,
findings suggest that in this population avoidant coping may be an important mechanism of
physical health.
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Figure 1.
Multiple mediation model of the relationship between assault grouping (no trauma vs.
assault with no PTSD) and physical symptoms. All coefficients represent unstandardized
regression coefficients.
*p< .05. **p< .01. ***p< .001.
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Figure 2.
Multiple mediation model of the relationship between assault grouping (assault with PTSD
versus assault with no PTSD) and physical symptoms. All coefficients represent
unstandardized regression coefficients.
*p< .05. **p< .01. ***p< .001.
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Table 1

Demographic information and main study measures by group

PTSDPOS PTSDNEG NOTR

(n = 142) (n = 580) (n = 105)

M (SD) M (SD) M (SD)

Age 20.43 (2.16) 20.41 (1.81) 20.20 (1.50)

Racial Identity (%)*

 Caucasian 64.0 73.2 67.6

 Black  3.6  0.9  0.0

 Asian/Pacific Islander 17.3 15.1 24.8

 Native American/Alaskan Native  1.4  0.7  0.0

 Multi-ethnic 10.1  8.3  7.6

 Other  3.6  1.9  0.0

Ethnic Identity (%)

 Hispanic  7.1  5.1  5.7

Sexual Orientation (%)

 Heterosexual 92.3 92.9 98.1

 Lesbian  2.8  0.7  0.0

 Bisexual  4.2  3.8  1.9

 Questioning  0.7  2.6  0.0

Class Standing

 Freshman 14.1 15.4 21.9

 Sophomore 23.2 18.8 15.2

 Junior 31.7 29.7 26.7

 Senior 31.0 36.1 36.2

Avoidant coping*** 2.28 (.53)a 1.83 (.49)b 1.62 (.51)c

Drinks per week** 12.83 (9.28)a 11.02 (7.22)b 9.97 (4.98)b

Drinks per peak occasion 7.60 (3.44) 7.68 (3.03) 6.92 (2.61)

Physical health complaints*** 24.59 (10.08)a 18.18 (9.58)b 12.88 (8.61)c

Note.

*
Groups differ at the p< .05 level.

**
Groups differ at the p< .01 level

***
Groups differ at the p< .001 level.

Means in the same row that do not share subscripts significantly differ.

NOTR = no trauma exposure; PTSDNEG = reported childhood or adult sexual assault but no PTSD diagnosis; PTSDPOS = reported sexual assault
and met criteria for PTSD diagnosis.
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Table 2

Correlations for Main Study Variables

Variable 1 2 3 4

1. Trauma —

2. Avoidant coping .34*** —

3. Drinks per week .11** .08* —

4. Drinks per occasion .05 .02 .56*** —

5. Physical complaints .32*** .35*** .08* .07*

Note. Trauma defined as 1 = NOTR (no trauma exposure); 2 = PTSDNEG (reported childhood or adult sexual assault but no PTSD diagnosis); 3 =
PTSDPOS (reported sexual assault and met criteria for PTSD diagnosis) and a point-biserial correlation was used due to the trauma variable being
categorical.

*
p< .05

**
p< .01

***
p< .001.
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Table 3

Most Common Physical Health Complaints in the Past Month as Indicated by the PILL

Variable N Percentage Endorsed

1. Acne or pimples on the face 590 70.7%

2. Headaches 572 68.6%

3. Upset stomach 501 60.1%

4. Eyes watering 487 60.6%

5. Itchy eyes or skin 484 58%

6. Back pain 458 54.9%

7. Heartburn or gas 454 54.4%

8. Sore muscles 447 53.6%

9. Insomnia or difficulty sleeping 438 52.4%

9. Stiff or sore muscles 438 52.4%

10. Running nose 433 51.9%

Note. The PILL was scored as a total sum of complaints endorsed as present. Shown in the Table are the frequencies for common complaints
endorsed as present.
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Table 4

Mediation of the Effect of Trauma Group on Physical Health Complaints through Avoidant Coping and
Drinks per Weeka

Bootstrap Results for Mediation Effects

95% Confidence Interval (CI)

Model Mediation Effect (SE) Lower Upper

No trauma vs. trauma no PTSD

Indirect Effects

 Avoidant coping −1.15 (.33) −1.88 −.56

 Drinks per week −.04 (.05) −.19 .04

 Total indirect −1.19 (.33) −1.91 −.59

Contrasts

 Avoidant coping vs. drinks per week 1.12 (.33) .51 1.85

Trauma with PTSD vs. trauma no PTSD

Indirect Effects

 Avoidant coping 2.36 (.40) 1.65 3.22

 Drinks per week .07 (.10) −.06 .35

 Total indirect 2.43 (.41) 1.71 3.32

Contrasts

 Avoidant coping vs. drinks per week −2.29 (.41) −3.18 −1.55

Note. SE = standard error; CI = confidence interval. N = 784. Boldface type highlights a significant effect as determined by the 95% bias corrected
and accelerated confidence interval (95% CI).
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