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Abstract

Objective—To present current, nationally representative U.S. findings on the past-year and
lifetime prevalences, sociodemographic correlates, psychiatric comorbidity, associated disability,
and treatment of DSM-5 posttraumatic stress disorder (PTSD).

Method—Face-to-face interviews with 36,309 adults in the 2012—-2013 National Epidemiologic
Survey on Alcohol and Related Conditions—Ill. PTSD, alcohol and drug use disorders, and
selected mood, anxiety, and personality disorders were assessed using the Alcohol Use Disorder
and Associated Disabilities Interview Schedule-5.

Results—Past-year and lifetime prevalences were 4.7% and 6.1%, higher for female, white,
Native American, younger, and previously married respondents, those with < high school

Risé B. Goldstein: Tel. 301-594-9151, Fax 301-402-2084, goldster@mail.nih.gov.

Disclaimer:

The views and opinions expressed in this report are those of the authors and should not be construed to represent the views of
sponsoring organizations, agencies, or the U.S. government.

CONFLICT OF INTEREST
The authors have no conflict of interest to declare.

ETHICAL STANDARD

The institutional review boards of the National Institutes of Health and Westat, Inc., have reviewed the research protocol and provided
full ethical approval. Therefore, all procedures performed in this study were in accordance with the ethical standards laid down in the
1964 declaration of Helsinki and its later amendments.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Goldstein et al. Page 2

education and lower incomes, and rural residents. PTSD was significantly associated with a broad
range of substance use, mood, anxiety, and personality disorders, and past-month disability.
Among respondents with lifetime PTSD, 59.4% sought treatment; an average of 4.5 years elapsed
from disorder onset to first treatment.

Conclusions—DSM-5 PTSD is prevalent, highly comorbid, disabling, and associated with
delayed help seeking. Additional research is needed to elucidate relationships identified herein,
estimate PTSD-related costs, investigate hypotheses regarding etiology, course, and treatment, and
support decisions about resource allocation to service delivery and research. Initiatives are needed
to destigmatize PTSD, educate the public about its treatment, and encourage affected individuals
to seek help.
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INTRODUCTION

Posttraumatic stress disorder (PTSD) is characterized by intrusive, involuntary, distressing
remembering or reexperiencing, avoidance, negative alterations in cognitions and mood, and
changes in arousal and reactivity following direct experience, witnessing, repeated or
extreme exposure to aversive details, or learning of the occurrence to a close other of actual
or threatened death, serious injury, or sexual violence. The most recent nationally
representative PTSD prevalence estimates from the United States, based on Diagnostic and
Statistical Manual of Mental Disorders — Fourth Edition (DSM-1V) [1] criteria, were 3.5%
(past-year) [2] and 6.4% to 6.8% (lifetime) [3-5]. Past-year prevalence estimates of DSM-IV
PTSD from nationally representative general population surveys of other high-income
Western countries included: 0.4% in Spain, 0.5% in Germany, 0.6% in Belgium, 1.2% in the
Netherlands, 1.4% in France, 2.1% in New Zealand, and 3.8% in Northern Ireland [6]; and
1.3%-1.5% in Australia [7, 8]. Lifetime estimates included 2.9% in Germany [9], 5.6% in
Sweden [10], 7.8% in the Netherlands [11], 8.8% in Northern Ireland [12], and 9.2% in
Canada [13]. The wide cross-national variability in prevalence estimates over both time
frames reflects factors including differences in sampling design, assessment methodology,
and historical context, e.g., the long period of conflict in Northern Ireland during the late
20t century [12]. Cross-national differences in exposure to traumatic events [10, 13],
distributions of preexisting vulnerability factors, e.g., chronologically primary psychiatric
disorders [7], propensity to appraise, react to, and report events as traumatic [9], and
availability of both formal (e.g., health and social services) and informal supports to buffer
the effects of stressful events may also contribute. Sociodemographic correlates of PTSD in
general population samples have included female sex, young age, previously married status,
and low income [3, 4, 7, 14].

DSM-IV PTSD was associated with elevated odds of comorbid lifetime drug use disorders
(DUDs, odds ratio [OR]=1.3) nicotine dependence (OR=1.3), mood (ORs=1.4-2.7), other
anxiety (OR=1.3-1.9), schizotypal, narcissistic, and borderline personality disorders (PDs;
ORs = 2.1-2.5), and suicide ideation and attempts (ORs = 1.8-2.0) [3, 4, 15-17]. It was also
associated with substantial burden through impairment in major life roles [4, 18-20];
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common chronic medical conditions including cardiovascular disease, arthritis, asthma,
chronic pain, diabetes, bone and joint conditions, and gastrointestinal disorders [20-23]; and
high rates of health service utilization [24, 25].

These findings reflect data collected >10 years ago. The definition of PTSD underwent
substantial revision in the Diagnostic and Statistical Manual of Mental Disorders—Fifth
Edition (DSM-5) [26-28] . Classified as an anxiety disorder under DSM-IV, PTSD was
moved into the new category of trauma- and stressor-related disorders in DSM-5. Under
DSM-1V, but not DSM-5, PTSD could be diagnosed in individuals only exposed (e.g., to the
events of September 11, 2001) while watching the news on television. In addition, events
experienced by others are now qualifying exposures only if they befall relatives or close
friends, and deaths of close others must be violent or accidental. DSM-IV Criterion A2
(intense fear, helplessness, or horror) has been eliminated and the avoidance/numbing
symptom cluster has been subdivided into avoidance (Criterion C) and persistent negative
alterations in mood and cognitions (Criterion D). Further, symptoms of irritability, angry
outbursts, and reckless or self-destructive behavior have been added under Criterion E
(alterations in arousal and reactivity).

In view of the burdens of psychiatric and general comorbidity, medical care utilization, and
functional impairment and disability associated with PTSD, and the considerable changes in
its diagnostic definition under DSM-5, current, nationally representative epidemiologic data
from a single, uniform source are urgently needed. This is particularly true because recent
changes in population composition and historical context, including global terrorism,
protracted wars in Irag and Afghanistan, and their consequences, may be associated with
changes both in PTSD prevalence and in relationships of PTSD to sociodemographic
characteristics, disability, and help seeking. In addition, revisions under DSM-5 to
diagnostic definitions of disorders with which PTSD co-occurs may be associated with
changes in patterns and magnitudes of comorbidity. There is thus a critical need for up-to-
date national information from which to estimate economic and noneconomic burdens of
PTSD, generate hypothesis-driven etiologic, nosologic, natural history, and treatment
studies, and inform the allocation of resources to service provision and research.

Accordingly, we report the first nationally representative findings on prevalences,
sociodemographic correlates, psychiatric comorbidity, disability, and treatment of DSM-5
PTSD from the 2012-2013 National Epidemiologic Survey on Alcohol and Related
Conditions-111 (NESARC-III) [29].

METHODS

Sample

As described in detail elsewhere, the NESARC-I11’s target population comprised civilian,
noninstitutionalized residents aged =18 years of U.S. households and selected group quarters
[29]. Counties or groups of contiguous counties comprised primary sampling units; groups
of Census-defined blocks, secondary sampling units (SSUs); and households within sampled
SSUs, from which eligible respondents were selected, tertiary sampling units. Black, Asian,
and Hispanic individuals were assigned higher selection probabilities than nonminority
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household members. In households (n=1661) with =4 eligible minority adults, 2 respondents
were selected. Data were adjusted for nonresponse and weighted to reflect the U.S. civilian
population based on the 2012 American Community Survey [30]. These weighting
adjustments compensated adequately for nonresponse [31] . Total sample size was 36,309,
reflecting a household response rate of 72%, a person-level rate of 84%, and an overall rate
of 60.1%, similar to other recent U.S. national surveys [32, 33]. All respondents provided
informed consent. The entire research protocol was approved by the institutional review
boards of the National Institutes of Health and Westat, Inc. Respondents received $90.00 for
their interview participation.

Assessments

The diagnostic interview was the NIAAA Alcohol Use Disorder and Associated Disabilities
Interview Schedule-5 (AUDADIS-5) [34], designed to measure DSM-5 PTSD, alcohol
(AUD) and nicotine (NUD) use disorders, specific DUDs, and selected mood, anxiety,
eating, and personality disorders (PDs).

Posttraumatic Stress Disorder—Respondents were queried about 19 potentially
traumatic events (PTEs) they may have directly experienced, and 13 that they may have
witnessed or learned about, or to whose details they may have been repeatedly exposed as
the events befell others. An AUDADIS-5/DSM-5 PTSD diagnosis required =1 event;
respondents reporting >1 event were assessed for remaining PTSD criteria concerning the
event they nominated as their worst trauma. Respondents had to report =1 symptom of
persistent intrusion (Criterion B), >1 of avoidance of stimuli (Criterion C), and =3 each of
negative mood or cognitive changes (Criterion D) and increased arousal (Criterion E) [35],
following the event, yielding a relatively narrow diagnostic definition. Respondents further
had to report duration of =1 month and clinically significant impairment or distress. Past-
year and prior-to-the-past-year diagnoses were combined into a lifetime measure. Test-retest
reliability of past-year and prior-to-the-past-year PTSD diagnoses was fair (x=0.41 and 0.44,
respectively); reliability of the dimensional PTSD criteria scale was good (intraclass
correlation coefficient [ICC]=0.69) [36]. Procedural validity, assessed as concordance
between the AUDADIS-5 and the semistructured, clinician-administered Psychiatric
Research Interview for Substance and Mental Disorders, DSM-5 version (PRISM-5) [37] in
a large general population sample, was fair to moderate across time frames (x=0.34-0.46);
concordance of dimensional criteria scales between the instruments was good (ICC=0.69)
[38].

Other Psychiatric Disorders—Mood disorder diagnoses included primary major
depressive (MDD), dysthymia/persistent depressive, and bipolar 1. Anxiety disorders
included primary panic, agoraphobia, social and specific phobias and generalized anxiety
(GAD). Primary AUDADIS-5/DSM-5 mood and anxiety diagnoses excluded substance- and
medical illness-induced cases. In addition to mood and anxiety disorders, anorexia nervosa,
bulimia nervosa, and binge-eating disorder and antisocial, schizotypal and borderline PDs
were assessed.
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Diagnostic criteria for AUD, NUD, and 10 specific categories of DUDs were operationalized
in extensive AUDADIS-5 questions. Specific DUD diagnoses were aggregated to yield any
past-year and any lifetime DUD. Consistent with DSM-5, lifetime AUD, NUD, and DUD
diagnoses required =2 of 11 criteria related to the same substance either in or prior to the
past year. Prior-to-past-year diagnoses required clustering of =2 criteria for the same
substance in the same year.

As detailed elsewhere [36], test-retest reliability of AUDADIS-5 diagnoses and symptom
scales in a large general population sample was mainly fair to excellent. Procedural validity,
assessed as concordances between AUDADIS-5 and PRISM-5 diagnoses, were mostly fair
to good; between their dimensional criteria scales, mainly good to excellent [38, 39].

Disability—~Past-month disability was assessed with the 12-Item Short Form Health
Survey, version 2 (SF-1212) [40], a reliable and valid measure widely used in population
surveys. SF-1212 scales included in this study were Mental Component Summary (MCS),
Social Functioning, Role Emotional Functioning, and Mental Health. Each has a score mean
of 50, standard deviation of +10, and a range of 0-100, lower scores indicating greater
disability.

Statistical Analysis

All analyses utilized SUDAAN, version 11.0 [41], to account for the NESARC-III’s
complex sample design. We estimated prevalences of lifetime exposures to specific PTEs,
identification of particular events as worst traumas among respondents reporting any
exposures, and PTSD by sociodemographic correlates using weighted percentages, and
computed weighted means for continuous correlates of PTSD. We compared prevalences of
events by PTSD status and sex using 2 statistics with 1 degree of freedom. ORs obtained
from multivariable logistic regressions estimated associations of PTSD with each
sociodemographic characteristic, adjusted for all others. We estimated associations with
psychiatric comorbidity using logistic regressions that adjusted for sociodemographic
characteristics and all other substance use and psychiatric disorders, testing the hypothesis
that PTSD is associated with pure (non-comorbid) forms of other disorders of interest.
Eating disorders were too rare to assess comorbid associations with PTSD, but were adjusted
for in comorbidity analyses. We assessed relationships of past-year PTSD to SF-1212 scales
using normal-theory regression. Regression (p) coefficients estimate associations of past-
year PTSD with SF-1212 scale scores, adjusted for sociodemographic characteristics and
additional past-year psychiatric comorbidity.

RESULTS

Prevalence, Onset, and Sociodemographic Correlates

Past-year and lifetime prevalences (%+SE) of PTSD were 4.7%+0.17 and 6.1%+0.21,
respectively, with mean age+SE at first onset 23.7+0.38 years. Table 1 shows prevalences
and ORs of PTSD by sociodemographic characteristics. Odds were significantly elevated in
women, respondents who self-identified as Native Americans versus non-Hispanic whites,
respondents aged <65, and those previously married, with <high school education, and with
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family incomes <$70,000. PTSD was significantly less prevalent among self-identified non-
Hispanic Black, Asian/Pacific Islander, and Hispanic respondents, and Midwestern and
urban residents.

Lifetime Trauma Histories and Most Stressful Events

In the total sample, 68.6% of respondents reported =1 PTE. Almost all queried events were
reported significantly more frequently by respondents with than without PTSD (Table 2).
Respondents with PTSD most commonly reported, in descending order of frequency, sexual
abuse before age 18, seeing a dead body or body parts, victimization by intimate partner
violence (IPV), own serious or life-threatening injury, and own serious or life-threatening
illness. As shown in Supplementary eTable 1, men with PTSD were significantly more likely
than women with PTSD to report own serious injury, seeing a dead body, injury in a terrorist
attack, non-1PV physical assault, being mugged, combat, being a civilian in a war zone,
juvenile incarceration, and exposure to someone else’s serious injury, kidnapping, and
seeing a dead body. Women with PTSD were significantly more likely than men with PTSD
to report sexual abuse before age 18, sexual assault in adulthood, physical abuse before age
18, IPV victimization, being stalked, and exposure to someone else’s sexual assault in
adulthood and someone else being stalked. Among respondents without PTSD, 66.5%
reported =1 event, most commonly someone else’s serious illness, seeing a dead body, own
serious illness, someone else’s serious injury, and own serious injury.

Percentages of respondents reporting any PTEs who identified specific events as their worst
traumas are given in Table 3. Respondents with PTSD most commonly endorsed, in
descending order, sexual abuse before age 18, IPV victimization, seeing a dead body,
someone else’s serious injury, and own serious injury. Those without PTSD most commonly
endorsed someone else’s serious illness, seeing a dead body, own serious illness, someone
else’s serious injury, and own serious injury. Respondents with PTSD were significantly
more likely than those without to nominate sexual abuse before age 18, sexual assault in
adulthood, physical abuse before age 18, IPV victimization, being stalked, and combat, but
less likely to endorse own serious illness, seeing a dead body, natural disaster, being
mugged, serving as a peacekeeper, refugee status, or being exposed to adversities befalling
others, including: someone else’s serious injury, serious illness, injury in a terror attack,
natural disaster, sexual abuse before age 18, IPV victimization, non-IPV physical assault,
kidnapping, and mugging. As shown in Supplementary eTable 1, men with PTSD were
significantly more likely than women with PTSD to endorse own serious injury, own serious
illness, seeing a dead body, combat, juvenile incarceration, and someone else’s serious
illness, but women with PTSD were significantly more likely than men with PTSD to
endorse sexual abuse before age 18, sexual assault in adulthood, IPV victimization, and
being stalked.

Comorbidity

After adjustment for sociodemographic and diagnostic covariates, associations were
statistically significant and positive with all examined past-year and lifetime disorders
(ORs=1.2-3.3) except past-year AUD (Table 4). Associations were strongest with borderline
and schizotypal PDs.
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Disability and Treatment Utilization

Mean+SE MCS, Social Functioning, Role Emotional Functioning, and Mental Health scores
on the SF12-12 for respondents with versus without past-year PTSD are shown in Table 5.
Unadjusted mean scores were 9 (Role Emotional) to 10 (Social Functioning, Mental Health,
and MCS) points lower among respondents with than among those without PTSD. After
adjustment for sociodemographics and additional past-year psychiatric comorbidity,
differences by PTSD status were highly significant (3=-3.2 to —3.8, all ps < 0.001). Among
respondents with lifetime PTSD, 59.4% reported any treatment, most commonly (54.6%)
talking with a health care provider, counselor, or therapist, or prescribed medication
(33.7%); self-help and support groups (17.2%), emergency department visits (11.7%) and
inpatient hospitalizations (10.9%) were less frequent. Among help seekers, mean+SE age at
first treatment was 28.2+0.57 years, reflecting a 4.5-year average lag from first onset of
PTSD.

DISCUSSION

Past-year (4.7%) and lifetime (6.1%) prevalences of DSM-5 PTSD represent 10,972,986 and
14,411,005 affected U.S. adults, respectively. Broadly consistent with previous findings [3,
4, 42, 43], prevalences were higher among women and respondents aged <65 years,
previously married, and with <high school education and household income <$70,000. Rates
were also higher among Native American, but lower among Asian and Pacific Islander and
Hispanic, versus non-Hispanic white, respondents, and lower among urban than rural
residents. Past-year PTSD was less likely among Midwestern than Western residents. Taken
together, these results indicate the need to characterize risk and protective factors, and
underlying mechanisms, related to sociodemographic characteristics to improve
understanding of the etiologies of both exposure to PTESs and PTSD and tailor prevention
and intervention appropriately to subgroups at risk [3, 43].

In the total NESARC-I1I1 sample, lifetime prevalence of PTE exposure (68.6%) was higher
than reported by Kessler et al. [42] based on DSM-I1I-R criteria, but lower than those in
recent studies [3, 22, 44, 45] based on DSM-1V, including Wave 2 of the NESARC. These
differences likely reflect the broader range of qualifying events in DSM-IV than DSM-11I-R
or DSM-5. Nevertheless, rank-orderings of the most common exposures, particularly among
respondents with PTSD, and differences by sex, were generally similar to those reported
previously [4, 42-44].

Respondent-reported worst traumas showed somewhat less consistency with previous
results. Pietrzak et al. [4] found that respondents with DSM-1V PTSD most often reported
serious illness or injury and unexpected death of someone close, sexual assault, seeing a
dead body, and military combat as their worst events; those without PTSD, these 2 events,
indirect experience of September 11, 2001 (e.g., television or radio broadcast), seeing a dead
body, and own serious injury. Again, these divergences may reflect the tightening of
Criterion A under DSM-5. Sex differences in endorsement among respondents with PTSD
likewise reflected both convergence with (combat, seeing a dead body, own serious injury,
sexual assault, and IPV victimization) and divergence from (own and someone else’s serious
illnesses, being stalked, someone else’s serious illness or injury) previous findings [4].
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Taken together, the present results are consistent with previous findings that assaultive
trauma, including IPV and sexual abuse or assault, confers particularly high risk for PTSD
[42, 46, 47], possibly reflecting potential for physical injury, self-blame, and social stigma
[48-50]. Further, higher prevalences and endorsement as worst trauma of childhood sexual
abuse, which commonly co-occurs with numerous other early-life adversities [51, 52],
versus later sexual assaults are compatible with evidence that early trauma and cumulative
adversity are associated with increased risk of PTSD following later trauma [53-56]. The
present findings on the frequency with which respondents, particularly those with PTSD,
reported serious illness and injury befalling others as traumatic events add to the evidence
that indirect trauma exposure is associated with the development of PTSD [4, 57, 58].

After adjustment for sociodemographic and diagnostic covariates, and despite many changes
in diagnostic definitions under DSM-5, associations of both 12-month and lifetime PTSD
with substance use, mood, anxiety, and PD comorbidity were remarkably similar to those
observed for lifetime DSM-IV PTSD by Pietrzak et al. [4, 15]. Stronger associations with
adjustment only for sociodemographic characteristics (data not shown) suggest that factors
common to PTSD and comorbid disorders partly explain the magnitudes of the associations.
However, persistence of significant relationships after adjustment for additional comorbidity
suggests important, unique disorder-specific contributors. These results, along with findings
from previous epidemiologic [3, 4, 15, 59, 60] and genetic studies [61, 62], call for further
study of factors underlying comorbidity with PTSD.

Past-year PTSD was significantly associated with all domains of disability as assessed by
the SF-1212 scales examined in this study, reflecting broadly ranging impairment in
functioning even after sociodemographic characteristics and additional past-year psychiatric
comorbidity were taken into account. Together with its substantial comorbidity, these
findings highlight the clinical and public health significance of PTSD, and suggest that
treatment interventions may need to address impairment in functioning across multiple
domains in addition to PTSD symptomatology. Six in 10 respondents with lifetime PTSD
reported treatment, most commonly counseling with a professional or prescribed
medication, but with an average delay of 4.5 years following disorder onset. Contributors to
this delay may include stigma, insurance coverage concerns, clinical complexity related to
comorbidity such as MDD and substance use disorders, and difficulties in diagnosis
reflecting symptom overlap of PTSD with disorders such as MDD and medical illnesses
characterized by autonomic arousal [63]. Because early identification and treatment are
important in improving clinical outcomes [64] and the most common treatment providers in
this study included health professionals, these clinicians may play vital roles in identifying
and connecting affected individuals to appropriate help.

Empirical support is growing for psychological PTSD treatments including prolonged
exposure, cognitive processing, and eye movement desensitization and reprocessing
therapies [63, 65]. Empirical support is also growing for pharmacotherapies including
fluoxetine, paroxetine, sertraline, topiramate, and venlafaxine [65-67]. To date, screening for
PTSD has not been shown to improve overall health outcomes [64, 68, 69]. Nevertheless,
identifying and addressing trauma and its consequences are essential components of good
clinical practice. Beyond improving clinical outcomes of PTSD, prompt identification and
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appropriate management, including provision of or referral to evidence-based treatments
when indicated, may mitigate adverse impacts of PTSD on health risk behaviors and
treatment adherence for both PTSD and its comorbidities [63, 68, 70-72].

Study limitations include the NESARC-111’s cross-sectional design. Prospective
investigations are needed to assess stability of prevalence estimates over time, clinical course
of PTSD, and predictors thereof. Furthermore, the NESARC-I1I’s target population
comprised civilian residents, including veterans, of households and selected group quarters.
By excluding individuals currently on active military duty and those institutionalized in
prisons or psychiatric facilities, it may have underrepresented those most likely to have high
levels of trauma exposure or PTSD, leading to some underestimation of prevalences.

The narrow definition of PTSD in this study might also have missed some relatively mild
cases, possibly underestimating prevalences and biasing associations with sociodemographic
and clinical correlates. To examine this potential concern, we reanalyzed lifetime prevalence,
sociodemographic correlates, PTE exposures, worst events, and psychiatric comorbidity, as
well as past-month disability with adjustment for lifetime rather than 12-month psychiatric
diagnostic covariates using a broad definition of PTSD. Under that definition, respondents
were classified as having lifetime PTSD if they met DSM-5 Criteria A through E (= 2
symptoms each required for Criteria D and E), with or without duration of =1 month and
with or without impairment or distress. Although the prevalence of broadly defined lifetime
PTSD was considerably higher (10.7%=0.27), the directions and magnitudes of associations
with specific events, sociodemographic characteristics, lifetime comorbidity, and disability
did not differ between narrowly and broadly defined PTSD.

An additional consideration involves assessment of PTSD based on worst trauma, versus
assessment based on both the worst and another, randomly selected event [14, 47].
Respondents may not have defined their worst trauma uniformly, and using the worst event
might overestimate PTSD prevalence. Nevertheless, the upward bias in worst event-based
prevalence estimates is modest [14], and associations with key clinical characteristics are
comparable to random event-based assessments. The worst-event approach is thus
appropriate for assessment of trauma-related symptomatology when separate assessments
for =2 events are infeasible [14].

Despite these limitations, the NESARC-II1 is the first epidemiologic survey of DSM-5
psychopathology in U.S. adults. Based on a large, nationally representative sample, it
provides current, comprehensive information on a wide range of common mental disorders,
incorporates well-validated measures of functioning, and includes detailed characterization
of help seeking. An additional strength to be drawn upon in future investigations is the
availability of genetic data from a subsample of NESARC-III respondents. The present
paper lays important groundwork for future studies utilizing the genetic data.

In conclusion, consistent with studies based on prior diagnostic systems, NESARC-1II
findings identify DSM-5 PTSD as a prevalent, highly comorbid, and disabling condition
affecting millions of Americans and associated with long delays in treatment seeking.
Studies can now characterize in greater detail the broad relationships, including sex
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differences in trauma exposures and PTSD prevalence, identified herein, estimate current
social and economic costs of PTSD, investigate hypotheses about etiology, course, and
treatment utilization, and inform policy decisions about resource allocation to service
provision and research. Present findings reinforce the need to destigmatize PTSD, educate
the public, clinicians, and policymakers about its seriousness and the availability of effective
treatments, and encourage more individuals with the disorder to seek help.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments

The National Epidemiologic Survey on Alcohol and Related Conditions-111 (NESARC-I11) is funded by the
National Institute on Alcohol Abuse and Alcoholism (NIAAA) with supplemental support from the National
Institute on Drug Abuse. This research was supported in part by the Intramural Program of the National Institutes of
Health, NIAAA. All authors are employees of the National Institutes of Health.

References

1. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th.
American Psychiatric Association; Washington, DC: 2000. (DSM-1V), text revision

2. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters EE. Prevalence, severity, and
comorbidity of 12-month DSM-1V disorders in the National Comorbidity Survey Replication. Arch
Gen Psychiatry. 2005; 62(6):617-627. [PubMed: 15939839]

3. Alegria M, Fortuna LR, Lin JY, Norris FH, Gao S, Takeuchi D, Jackson JS, Shrout PE, Valentine A.
Prevalence, risk, and correlates of posttraumatic stress disorder across ethnic and racial minority
groups in the United States. Med Care. 2013; 51(12):1114-1123. [PubMed: 24226308]

4. Pietrzak RH, Goldstein RB, Southwick SM, Grant BF. Prevalence and Axis | comorbidity of full
and partial posttraumatic stress disorder in the United States: results from Wave 2 of the National
Epidemiologic Survey on Alcohol and Related Conditions. J Anxiety Disord. 2011; 25(3):456-465.
[PubMed: 21168991]

5. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and
age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication.
Arch Gen Psychiatry. 2005; 62(6):593-602. [PubMed: 15939837]

6. Karam EGMD, Friedman MJ, Hill ED, Kessler RC, McLaughlin KA, Petukhova M, Sampson L,
Shahly V, Angermeyer MC, Bromet EJ, de Girolamo G, de Graaf R, Demyttenaere K, Ferry F,
Florescu SE, Haro JM, He Y, Mint MH, Karam AN, Kawakami N, Kovess-Masfety V, Medina-
Mora ME, Oakley Browne MA, Posada-Villa JA, Shalev AY, Stein DJ, Viana MC, Zarkov Z,
Koenen KC. Cumulative traumas and risk thresholds: 12-month PTSD in the World Mental Health
(WMH) Surveys. Depress Anxiety. 2014; 31(2):130-142. [PubMed: 23983056]

7. Creamer M, Burgess P, McFarlane AC. Posttraumatic stress disorder: findings from the Australian
National Survey of Mental Health and Well-Being. Psychol Med. 2001; 31(7):1237-1247.
[PubMed: 11681550]

8. Rosenman S. Trauma and posttraumatic stress disorder in Australia: findings in the population
sample of the Australian National Survey of Mental Health and Well-Being. Aust N Z J Psychiatry.
2002; 36(4):515-520. [PubMed: 12169152]

9. Hauffa R, Rief W, Bréhler E, Martin A, Mewes R, Glaesmer H. Lifetime traumatic experiences and
posttraumatic stress disorder in the German population. J Nerv Ment Dis. 2011; 199(12):934-939.
[PubMed: 22134451]

10. Frans O, Rimmo P-A, Aberg L, Fredrikson M. Trauma exposure and post-traumatic stress disorder

in the general population. Acta Psychiatr Scand. 2005; 111(4):291-299. [PubMed: 15740465]

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2017 August 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Goldstein et al.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

Page 11

de Vries GJ, OIff M. the lifetime prevalence of posttraumatic stress disorder in the Netherlands. J
Trauma Stress. 2009; 22(4):259-267. [PubMed: 19645050]

Bunting BP, Murphy SD, O’Neill SM, Ferry FR. lifetime prevalence of mental health disorders and
delay in treatment following initial onset: evidence from the Northern Ireland Study of Health and
Stress. Psychol Med. 2012; 42(8):1727-1739. [PubMed: 22115173]

van Ameringen M, Mancini C, Patterson B, Boyle MH. Post-traumatic stress disorder in Canada.
CNS Neurosci Ther. 2008; 14(3):171-181. [PubMed: 18801110]

Breslau N, Peterson EL, Poisson LM, Schultz LR, Lucia VC. Estimating posttraumatic stress
disorder in the community: lifetime perspective and the impact of typical traumatic events. Psychol
Med. 2004; 34(5):1205-1214. [PubMed: 15697047]

Pietrzak RH, Goldstein RB, Southwick SM, Grant BF. Personality disorders associated with full
and partial posttraumatic stress disorder in the U.S. population: results from Wave 2 of the
National Epidemiologic Survey on Alcohol and Related Conditions. J Psychiatr Res. 2011; 45(5):
678-686. [PubMed: 20950823]

Cougle JR, Keough ME, Riccardi CJ, Sachs-Ericsson N. Anxiety disorders and suicidality in the
National Comorbidity Survey-Replication. J Psychiatr Res. 2009; 43(9):825-829. [PubMed:
19147159]

Nock MK, Hwang I, Sampson N, Kessler RC, Angermeyer M, Beautrais A, Borges G, Bromet E,
Bruffaerts R, de Girolamo G, de Graaf R, Florescu S, Gureje O, Haro JM, Hu C, Huang Y, Karam
EG, Kawakami N, Kovess V, Levinson D, Posada-Villa J, Sagar R, Tomov T, Viana MC, Williams
DR. Cross-national analysis of the associations among mental disorders and suicidal behavior:
findings from the WHO World Mental Health Surveys. PLoS Medicine. 2009; 6(8):e1000123.
[PubMed: 19668361]

Bruffaerts R, Vilagut G, Demyttenaere K, Alonso J, Alhamzawi A, Andrade LH, Benjet C, Bromet
E, Bunting B, de Girolamo G, Florescu S, Gureje O, Haro JM, He Y, Hinkov H, Hu C, Karam EG,
Lepine JP, Levinson D, Matschinger H, Nakane Y, Ormel J, Posada-Villa J, Scott KM, Varghese
M, Williams DR, Xavier M, Kessler RC. Role of common mental and physical disorders in partial
disability around the world. Br J Psychiatry. 2012; 200(6):454-461. [PubMed: 22539779]

Gadermann AM, Alonso J, Vilagut G, Zaslavsky AM, Kessler RC. Comorbidity and disease
burden in the National Comorbidity Survey Replication (NCS-R). Depress Anxiety. 2012; 29(9):
797-806. [PubMed: 22585578]

Pietrzak RH, Goldstein RB, Southwick SM, Grant BF. Medical comorbidity of full and partial
posttraumatic stress disorder in U.S. adults: results from Wave 2 of the National Epidemiologic
Survey on Alcohol and Related Conditions. Psychosom Med. 2011; 73(8):697-707. [PubMed:
21949429]

Sareen J, Cox BJ, Stein MB, Afifi TO, Fleet C, Asmundson GJ. Physical and mental comorbidity,
disability, and suicidal behavior associated with posttraumatic stress disorder in a large community
sample. Psychosom Med. 2007; 69(3):242-248. [PubMed: 17401056]

Sledjeski EM, Speisman B, Dierker LC. Does number of lifetime traumas explain the relationship
between PTSD and chronic medical conditions? Answers from the National Comorbidity Survey-
Replication (NCS-R). J Behav Med. 2008; 31(4):341-349. [PubMed: 18553129]

Spitzer C, Barnow S, Volzke H, John U, Freyberger HJ, Grabe HJ. Trauma, posttraumatic stress
disorder, and physical illness: findings from the general population. Psychosom Med. 2009; 71(9):
1012-1017. [PubMed: 19834051]

Deykin EY, Keane TM, Kaloupek D, Fincke G, Rothendler J, Siegfried M, Creamer K.
Posttraumatic stress disorder and the use of health services. Psychosom Med. 2001; 63(5):835-
841. [PubMed: 11573033]

lvanova JI, Birnbaum HG, Chen L, Duhig AM, Dayoub EJ, Kantor ES, Schiller MB, Phillips GA.
Cost of post-traumatic stress disorder vs major depressive disorder among patients covered by
Medicaid or private insurance. Am J Manag Care. 2011; 17(8):e314—e323. [PubMed: 21851139]
American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th.
American Psychiatric Press; Arlington, VA: 2013. (DSM-5)

Friedman MJ. Finalizing PTSD in DSM-5: getting here from there and where to go next. J Trauma
Stress. 2013; 26(5):548-556. [PubMed: 24151001]

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2017 August 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Goldstein et al.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

Page 12

Méller HJ, Bandelow B, Bauer M, Hampel H, Herpertz SC, Soyka M, Barnikol UB, Lista S,
Severus E, Maier W. DSM-5 reviewed from different angles: goal attainment, rationality, use of
evidence, consequences — part 2: bipolar disorders, schizophrenia spectrum disorders, anxiety
disorders, obsessive-compulsive disorders, trauma- and stressor-related disorders, personality
disorders, substance-related and addictive disorders, neurocognitive disorders. Eur Arch Psychiatry
Clin Neurosci. 2015; 265:87-106. [PubMed: 25155875]

Grant, BF.; Chu, A.; Sigman, R.; Amsbary, M.; Kali, J.; Sugawara, Y.; Jiao, R.; Ren, W.; Goldstein,
R. Source and accuracy statement: National Epidemiologic Survey on Alcohol and Related
Conditions-111 (NESARC-I111). National Institute on Alcohol Abuse and Alcoholism; Rockville,
MD: 2014.

Bureau of the Census. American Community Survey, 2012. Bureau of the Census; Suitland, MD:
2013.

Grant BF, Goldstein RB, Saha TD, Chou SP, Jung J, Zhang H, Pickering RP, Ruan WJ, Smith SM,
Huang B, Hasin DS. The epidemiology of DSM-5 alcohol use disorder: results from the National
Epidemiologic Survey on Alcohol and Related Conditions — I11. JAMA Psychiatry. 2015; 72(8):
757-766. [PubMed: 26039070]

Substance Abuse and Mental Health Services Administration. Results from the 2013 National
Survey on Drug Use and Health-detailed tables. Substance Abuse and Mental Health Services
Administration; Rockville, MD: 2014.

Centers for Disease Control and Prevention. Summary health statistics for U.S adults: National
Health Interview Survey, 2012. National Center for Health Statistics; Hyattsville, MD: 2014.
Grant, BF.; Goldstein, RB.; Chou, SP.; Saha, TD.; Ruan, WJ.; Huang, B.; Smith, SM.; Zhang, H.;
Jung, J.; Pickering, RP.; Aivadyan, C.; Greenstein, E.; Hasin, DS. The Alcohol Use Disorder and
Associated Disabilities Interview Schedule — Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition Version (AUDADIS-5). National Institute on Alcohol Abuse and
Alcoholism; Rockville, MD: 2011.

Elhai JD, Miller ME, Ford JD, Biehn TL, Palmieri PA, Frueh BC. Posttraumatic stress disorder in
DSM-5: estimates of prevalence and symptom structure in a nonclinical sample of college
students. J Anxiety Disord. 2012; 26(1):58-64. [PubMed: 21944437]

Grant BF, Goldstein RB, Smith SM, Jung J, Zhang H, Chou SP, Pickering RP, Ruan WJ, Huang B,
Saha TD, Aivadyan C, Greenstein E, Hasin DS. The Alcohol Use Disorder and Associated
Disabilities Interview Schedule-5 (AUDADIS-5): reliability of substance use and psychiatric
disorder modules in a general population sample. Drug Alcohol Depend. 2015; 148(1):27-33.
[PubMed: 25595052]

Hasin, DS.; Aivadyan, C.; Greenstein, E.; Grant, BF. Psychiatric Research Interview for Substance
Use and Mental Disorders, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(PRISM-5) Version. Department of psychiatry, Columbia University; New York, NY: 2011.

Hasin DS, Shmulewitz D, Stohl M, Greenstein E, Aivadyan C, Morita K, Saha T, Aharonovich E,
Jung J, Zhang H, Nunes EV, Grant BF. Procedural validity of the AUDADIS-5 depression, anxiety
and posttraumatic stress disorder modules: substance abusers and others in the general population.
Drug Alcohol Depend. 2015; 152(1):246-256. [PubMed: 25939727]

Hasin DS, Greenstein E, Aivadyan C, Stohl M, Aharonovich E, Saha T, Goldstein R, Nunes EV,
Jung J, Zhang H, Grant BF. The Alcohol Use Disorder and Associated Disabilities Interview
Schedule-5 (AUDADIS-5): procedural validity of substance disorders modules through clinical re-
appraisal in a general population sample. Drug Alcohol Depend. 2015; 148(1):40-46. [PubMed:
25604321]

Gandek B, Ware JE Jr, Aaronson NK, Alonso J, Apolone G, Bjorner J, Brazier J, Bullinger M,
Fukuhara S, Kaasa S, Leplége A, Sullivan M. Tests of data quality, scaling assumptions, and
reliability of the SF-36 in eleven countries: results from the IQOLA Project. International Quality
of Life Assessment. J Clin Epidemiol. 1998; 51(11):1149-1158. [PubMed: 9817132]

Research Triangle Institute. SUDAAN language manual, release 11.0. Research Triangle Institute;
Research Triangle Park, NC: 2012.

Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB. Posttraumatic stress disorder in the
National Comorbidity Survey. Arch Gen Psychiatry. 1995; 52(12):1048-1060. [PubMed:
7492257]

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2017 August 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Goldstein et al.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

Page 13

Tolin DF, Foa EB. Sex differences in trauma and posttraumatic stress disorder: a quantitative
review of 25 years of research. Psychol Bull. 2006; 132(6):959-992. [PubMed: 17073529]

Breslau N, Kessler RC, Chilcoat HD, Schultz LR, Davis GC, Andreski P. Trauma and
posttraumatic stress disorder in the community: the 1996 Detroit Area Survey of Trauma. Arch
Gen Psychiatry. 1998; 55(7):626—632. [PubMed: 9672053]

Kachadourian LK, Pilver CE, Potenza MN. Trauma, PTSD, and binge and hazardous drinking
among women and men: findings from a national study. J Psychiatr Res. 2014; 55(1):35-43.
[PubMed: 24838049]

Breslau, N. Epidemiology of posttraumatic stress disorder in adults. In: Beck, JG.; Sloan, DM.,
editors. The Oxford handbook of traumatic stress disorders. Oxford University Press; New York:
2012. p. 84-97.

Kessler RC, Rose S, Koenen KC, Karam EG, Stang PE, Stein DJ, Heeringa SG, Hill ED, Liberzon
I, McLaughlin KA, McLean SA, Pennell BE, Petukhova M, Rosellini AJ, Ruscio AM, Shahly V,
Shalev AY, Silove D, Zaslavsky AM, Angermeyer MC, Bromet EJ, de Almeida JM, de Girolamo
G, de Jonge P, Demyttenaere K, Florescu SE, Gureje O, Haro JM, Hinkov H, Kawakami N,
Kovess-Masfety V, Lee S, Medina-Mora ME, Murphy SD, Navarro-Mateu F, Piazza M, Posada-
Villa J, Scott K, Torres Y, Carmen Viana M. How well can post-traumatic stress disorder be
predicted from pre-trauma risk factors? An exploratory study in the WHO World Mental Health
Surveys. World Psychiatry. 2014; 13(3):265-274. [PubMed: 25273300]

Campbell R, Dworken E, Cabral G. An ecological model of the impact of sexual assault on
women’s mental health. Trauma, Violence and Abuse. 2009; 10(3):225-246.

Moor A, Farchi M. Is rape-related self-blame distinct from other posttraumatic attributions of
blame? A comparison of severity and implications for treatment. Women Ther. 2011; 34(4):447-
460.

Ullman SE. Relationship to perpetrator, disclosure, social reactions, and PTSD symptoms in child
sexual abuse survivors. J Child Sex Abus. 2007; 16(1):19-36. [PubMed: 17255075]

Dong M, Anda RF, Dube SR, Giles WH, Felitti VVJ. The relationship of exposure to childhood
sexual abuse to other forms of abuse, neglect, and household dysfunction during childhood. Child
Abuse Negl. 2003; 27(6):625-639. [PubMed: 12818611]

Dong M, Anda RF, Felitti VJ, Dube SR, Williamson DF, Thompson TJ, Loo CM, Giles WH. The
interrelatedness of multiple forms of childhood abuse, neglect, and household dysfunction. Child
Abuse Negl. 2004; 28(7):771-784. [PubMed: 15261471]

Breslau N. The epidemiology of trauma, PTSD, and other posttrauma disorders. Trauma Violence
Abuse. 2009; 10(3):198-210. [PubMed: 19406860]

Koenen KC, Moffitt TE, Poulton R, Martin J, Caspi A. Early childhood factors associated with the
development of post-traumatic stress disorder: results from a longitudinal birth cohort. Psychol
Med. 2007; 37(2):181-192. [PubMed: 17052377]

Miller-Graff LE, Scrafford K, Rice C. Conditional and indirect effects of age of first exposure on
PTSD symptoms. Child Abuse Negl. 2015 Sep 28. [Epub ahead of print].

Pratchett LC, Yehuda R. Foundations of posttraumatic stress disorder: does early life trauma lead
to adult posttraumatic stress disorder? Dev Psychopathol. 2011; 23(2):477-491. [PubMed:
23786690]

Gil S, Caspi Y. Personality traits, coping style, and perceived threat as predictors of posttraumatic
stress disorder after exposure to a terrorist attack: a prospective study. Psychosom Med. 2006;
68(6):904-909. [PubMed: 17079704]

May CL, Wisco BE. defining trauma: how level of exposure and proximity affect risk for
posttraumatic stress disorder. Psychol Trauma. 2015 Sep 21. [Epub ahead of print].

Breslau N, Davis GC, Schultz LR. Posttraumatic stress disorder and the incidence of nicotine,
alcohol, and other drug disorders in persons who have experienced trauma. Arch Gen Psychiatry.
2003; 60(3):289-294. [PubMed: 12622662]

Reed PL, Anthony JC, Breslau N. Incidence of drug problems in young adults exposed to trauma
and posttraumatic stress disorder: do early life experiences and predispositions matter? Arch Gen
Psychiatry. 2007; 64(12):1435-1442. [PubMed: 18056552]

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2017 August 01.



1duosnue Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Goldstein et al.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

Page 14

Logue MW, Amstadter AB, Baker DG, Duncan L, Koenen KC, Liberzon I, Miller MW, Morey RA,
Nievergelt CM, Ressler KJ, Smith AK, Smoller JW, Stein MB, Sumner JA, Uddin M. The
Psychiatric Genomics Consortium Posttraumatic Stress Disorder Workgroup: posttraumatic stress
disorder enters the age of large-scale genomic collaboration. Neuropsychopharmacology. 2015;
40(10):2287-2297. [PubMed: 25904361]

Smoller JW. The genetics of stress-related disorders: PTSD, depression and anxiety disorders.
Neuropsychopharmacology. 2015 Aug 31. [Epub ahead of print].

Difede J, Olden M, Cukor J. Evidence-based treatment of post-traumatic stress disorder. Annu Rev
Med. 2014; 65:319-32. [PubMed: 24422573]

Warner CH, Warner CM, Appenzeller GN, Hoge CW. Identifying and managing posttraumatic
stress disorder. Am Fam Physician. 2013; 88(12):827-834. [PubMed: 24364547]

Jonas, DE.; Cusack, K.; Forneris, CA.; Wilkins, TM.; Sonis, J.; Middleton, JC.; Feltner, C.;
Meredith, D.; Cavanaugh, J.; Brownley, KA.; Olmsted, KR.; Greenblatt, A.; Weil, A.; Gaynes, BN.
Comparative Effectiveness Review No. 92. Agency for Healthcare Research and Quality;
Rockville, MD: 2013. Psychological and pharmacological treatments for adults with posttraumatic
stress disorder (PTSD). AHRQ Publication No. 13-EHC011-EFhttp://
www.effectivehealthcare.ahrg.gov/reports/final.cfm. Accessed 21 October 2015

Bernardy NC, Friedman MJ. Psychopharmacological strategies in the management of
posttraumatic stress disorder (PTSD): what have we learned? Curr Psychiatry Rep. 2015; 17(4):
564. [PubMed: 25749751]

Hoskins M, Pearce J, Bethell A, Dankova L, Barbui C, Tol WA, van Ommeren M, de Jong J,
Seedat S, Chen H, Bisson JI. Pharmacotherapy for post-traumatic stress disorder: systematic
review and meta-analysis. Br J Psychiatry. 2015; 206(2):93-100. [PubMed: 25644881]
Department of Veterans Affairs; Department of Defense. VA/DoD clinical practice guideline for
management of post-traumatic stress. 2010. http://www.healthquality.va.gov/guidelines/MH/ptsd/
cpgPTSDFULL201011612c.pdf. Accessed 29 February 2016

Forbes D, Creamer M, Bisson JI, Cohen JA, Crow BE, Foa EB, Friedman MJ, Keane TM, Kudler
HS, Ursano RJ. A guide to guidelines for the treatment of PTSD and related conditions. J Trauma
Stress. 2010; 23(5):537-552. [PubMed: 20839310]

Cohen MA, Alfonso CA, Hoffman RG, Milau V, Carrera G. The impact of PTSD on treatment
adherence in persons with HIV infection. Gen Hosp Psychiatry. 2001; 23(5):294-296. [PubMed:
11600172]

Kronish IM, Lin JJ, Cohen BE, Woils Cl, Edmondson D. Posttraumatic stress disorder and
medication nonadherence in patients with uncontrolled hypertension. JAMA Intern Med. 2014;
174(3):468-470. [PubMed: 24296721]

Ursano RJ, Bell C, Eth S, Friedman M, Norwood A, Pfefferbaum B, Pynoos JD, Zatzick DF,
Benedek DM, Mclntyre JS, Charles SC, Altshuler K, Cook I, Cross CD, Mellman L, Moench LA,
Norquist G, Twemlow SW, Woods S, Yager J, Work Group on ASD and PTSD; Steering
Committee on Practice Guidelines. Practice guideline for the treatment of patients with acute stress
disorder and posttraumatic stress disorder. Am J Psychiatry. 2004; 161(11 Suppl):3-31. [PubMed:
15617511]

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2017 August 01.


http://www.effectivehealthcare.ahrq.gov/reports/final.cfm
http://www.effectivehealthcare.ahrq.gov/reports/final.cfm
http://www.healthquality.va.gov/guidelines/MH/ptsd/cpgPTSDFULL201011612c.pdf
http://www.healthquality.va.gov/guidelines/MH/ptsd/cpgPTSDFULL201011612c.pdf

Goldstein et al. Page 15

Table 1

Prevalences, % (SE), and Odds Ratios (95% Confidence Intervals)?? of 12-Month and Lifetime DSM-5
Posttraumatic Stress Disorder by Sociodemographic Characteristics
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12-month Lifetime (%, SE)
Prevalence, % (SE) | OR (95% CI) | Prevalence, % (SE) | OR (95% CI)

Total 4.7 (0.17) 6.1(0.21)
Sex

Male 3.2(0.18) 0.5 (0.46-0.61) 4.1 (0.20) 0.5 (0.45-0.57)

Female 6.1(0.27) 1.0 (Referent) 8.0 (0.31) 1.0 (Referent)
Race/ethnicity

White 4.8(0.24) 1.0 (Referent) 6.3(0.29) 1.0 (Referent)

Black 4.7 (0.35) 0.8 (0.62-0.94) 6.2 (0.42) 0.8 (0.64-0.92)

Native American 12.9 (1.88) 2.1(1.47-3.06) 16.2 (2.08) 2.1 (1.53-2.95)

Asian/Pacific Islander 1.8 (0.42) 0.3 (0.22-0.57) 2.3 (0.46) 0.3 (0.22-0.51)

Hispanic 4.2(0.27) 0.7 (0.55-0.78) 5.6 (0.30) 0.7 (0.58-0.79)
Age, y

18-29 5.4 (0.37) 3.5 (2.71-4.61) 6.6 (0.40) 2.8 (2.27-3.37)

30-44 5.7 (0.32) 4.0 (3.20-5.09) 7.1(0.39) 3.2 (2.69-3.86)

45-64 4.7 (0.19) 3.0 (2.40-3.70) 6.6 (0.29) 2.7 (2.30-3.25)

>65 2.2(0.22) 1.0 (Referent) 3.2(0.25) 1.0 (Referent)
Marital status

Married/cohabiting 3.7 (0.18) 1.0 (Referent) 5.1(0.24) 1.0 (Referent)

Widowed/separated/divorced 6.7 (0.35) 1.7 (1.44-1.90) 8.5 (0.45) 1.5(1.26-1.68)

Never married 5.3 (0.36) 1.1 (0.90-1.31) 6.7 (0.39) 1.1 (0.91-1.25)
Education

Less than high school 5.9 (0.39) 1.2 (1.05-1.48) 7.7 (0.43) 1.3(1.08-1.48)

High school 4.6 (0.27) 0.9 (0.81-1.10) 6.2 (0.30) 1.0 (0.88-1.13)

Some college or higher 4.4 (0.20) 1.0 (Referent) 5.7 (0.23) 1.0 (Referent)
Family income, $

0-19,999 7.0 (0.36) 2.3 (1.87-2.73) 9.0 (0.37) 2.2 (1.86-2.61)

20,000-34,999 5.1 (0.30) 1.7 (1.44-2.11) 6.6 (0.41) 1.7 (1.38-2.04)

35,000-69,999 4.4(0.26) 1.5 (1.28-1.79) 5.9 (0.29) 1.5 (1.29-1.76)

>70,000 2.9 (0.19) 1.0 (Referent) 3.9(0.26) 1.0 (Referent)
Urbanicity

Urban 4.4(0.16) 0.8 (0.67-0.97) 5.8 (0.19) 0.8 (0.71-0.99)

Rural 5.6 (0.46) 1.0 (Referent) 7.3(0.54) 1.0 (Referent)
Region

Northeast 5.0 (0.41) 1.0 (0.85-1.25) 6.1 (0.45) 1.0 (0.81-1.14)

Midwest 4.3 (0.40) 0.8 (0.62-0.97) 5.9 (0.46) 0.8 (0.69-1.01)
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12-month

Lifetime (%, SE)

Prevalence, % (SE)

OR (95% CI)

Prevalence, % (SE)

OR (95% Cl)

South

47(0.32)

0.8 (0.70-1.01)

6.3 (0.39)

0.9 (0.76-1.04)

West

4.8(0.21)

1.0 (Referent)

6.1 (0.28)

1.0 (Referent)

a . . . L . . . . . . .
Odds ratios are derived from a single logistic regression model into which all sociodemographic variables were entered simultaneously.

bSignificant ORs (p < 0.05) are given in boldface.
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Table 2
Prevalences, % (SE) of Potentially Traumatic Exposures by PTSD Status
Event PTSD (n = 2339 No PTSD (n = x2(1d.f) | p-value
33,970)
Directly experienced by respondent
Serious or life-threatening injury 21.2 (1.03) 10.6 (0.29) 95.71 <0.001
Serious or life-threatening illness 21.1(1.08) 12.7 (0.28) 51.38 <0.001
Seeing dead body or body parts 29.3 (1.14) 18.0 (0.35) 89.32 <0.001
Injury in a terrorist attack 1.1(0.27) 0.4 (0.05) 5.74 0.017
Natural disaster 11.8(0.97) 9.5 (0.53) 5.20 0.023
Sexual abuse before age 18 34.2 (1.06) 6.2 (0.18) 403.43 <0.001
Sexual assault in adulthood 12.2 (0.78) 1.6 (0.09) 145.19 <0.001
Physical abuse before age 18 16.7 (0.89) 2.9(0.12) 175.46 <0.001
Victimization by intimate partner violence 22.6 (1.06) 4.7 (0.16) 239.67 <0.001
Physical assault by someone else 9.6 (0.79) 4.0 (0.13) 54.03 <0.001
Kidnapping or being held hostage 2.4 (0.43) 0.5 (0.04) 20.55 <0.001
Stalking 8.6 (0.58) 2.1(0.09) 89.53 <0.001
Being mugged, held up, threatened with weapon 10.4 (0.93) 5.1(0.16) 32.82 <0.001
Active military combat 6.2 (0.60) 2.4 (0.13) 40.29 <0.001
Service as peacekeeper, relief worker 0.7 (0.18) 0.4 (0.04) 3.25 0.072
Being a civilian in a war zone, place of terror 1.8 (0.35) 0.5 (0.05) 12.86 <0.001
Refugee status 0.5(0.17) 0.3 (0.05) 0.94 0.333
Prisoner of war status 0.2 (0.10) 0.2 (0.03) 0.36 0.546
Incarceration in juvenile detention or jail 6.5 (0.66) 2.9(0.13) 27.95 <0.001
Another traumatic event 4.9 (0.52) 1.6 (0.10) 39.04 <0.001
Experiences of othersthat respondent witnessed or learned about, or to
the details of which respondent was repeatedly exposed
Someone else’s serious or life-threatening injury 16.8 (1.03) 12.2 (0.32) 18.11 <0.001
Someone else’s serious or life-threatening illness 19.1 (1.10) 18.4 (0.45) 0.54 0.463
Someone else’s injury in a terrorist attack 7.6 (0.63) 5.6 (0.19) 8.41 0.004
Someone else exposed to natural disaster 2.7 (0.48) 1.4 (0.09) 6.93 0.009
Someone else’s sexual abuse before age 18 6.3 (0.79) 5.8 (0.29) 0.39 0.534
Someone else’s sexual assault in adulthood 13.3(0.98) 5.9 (0.20) 54.09 <0.001
Someone else’s physical abuse before age 18 3.1(0.48) 1.9 (0.09) 6.28 0.012
Someone else’s victimization by intimate partner violence 4.9 (0.51) 2.9(0.14) 14.57 <0.001
Someone else’s physical assault other than intimate partner violence 10.3 (0.92) 5.4 (0.18) 26.65 <0.001
Someone else being kidnapped or held hostage 4.8 (0.49) 4.4 (0.15) 0.50 0.479
Someone else being stalked 1.2 (0.26) 0.8 (0.07) 2.25 0.134
Someone else being mugged, held up, threatened with weapon 1.9 (0.34) 1.2 (0.07) 4.63 0.031
Seeing a dead body or body parts 4.8 (0.61) 3.2(0.11) 6.68 0.010
Another traumatic event to someone else 2.0(0.33) 1.5(0.10) 1.97 0.161
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Most Stressful Events, % (SE), by PTSD Status among Respondents Reporting Any Potentially Traumatic

Event Exposure (N=23,936)

Event PTSD (n=2339) No PTSD (n= x2(1d.f) | p-value
21,597)
Directly experienced by respondent
Serious or life-threatening injury 6.2 (0.62) 7.1(0.25) 2.00 0.157
Serious or life-threatening illness 5.6 (0.68) 9.3(0.26) 29.11 <0.001
Seeing dead body or body parts 8.2 (0.64) 10.4 (0.29) 11.59 <0.001
Injury in a terrorist attack 0.3(0.13) 0.2 (0.04) 0.72 0.395
Natural disaster 1.3(0.33) 4.7 (0.34) 53.61 <0.001
Sexual abuse before age 18 21.7 (0.82) 5.4 (0.17) 265.61 <0.001
Sexual assault in adulthood 4.7 (0.52) 0.1 (0.07) 44,01 <0.001
Physical abuse before age 18 4.7 (0.60) 1.4 (0.10) 27.08 <0.001
Victimization by intimate partner violence 8.3 (0.64) 3.1(0.13) 61.71 <0.001
Physical assault by someone else 1.1(0.22) 1.5(0.10) 3.07 0.080
Kidnapping or being held hostage 0.6 (0.20) 0.3 (0.03) 3.56 0.059
Stalking 1.8(0.27) 0.8 (0.06) 12.00 <0.001
Being mugged, held up, threatened with weapon 2.1(0.35) 3.1(0.14) 7.27 0.007
Active military combat 3.1(0.51) 1.5(0.10) 9.09 0.003
Service as peacekeeper, relief worker 0.02 (0.02) 0.1 (0.03) 6.24 0.013
Being a civilian in a war zone, place of terror 0.7 (0.23) 0.4 (0.05) 2.25 0.134
Refugee status 0.1 (0.06) 0.2 (0.04) 4.32 0.038
Prisoner of war status 0.1 (0.04) 0.1 (0.02) 0.39 0.531
Incarceration in juvenile detention or jail 1.3(0.28) 1.8 (0.11) 2.24 0.134
Another traumatic event 3.6 (0.47) 1.5(0.12) 20.43 <0.001
Experiences of others that respondent witnessed or learned about, or to
the details of which respondent was repeatedly exposed
Someone else’s serious or life-threatening injury 4.9(0.51) 7.9(0.27) 24.61 <0.001
Someone else’s serious or life-threatening illness 6.7 (0.71) 16.5 (0.44) 187.46 <0.001
Someone else’s injury in a terrorist attack 1.7 (0.32) 3.0 (0.15) 13.30 <0.001
Someone else exposed to natural disaster 0.4 (0.16) 0.7 (0.06) 3.53 0.060
Someone else’s sexual abuse before age 18 0.7 (0.28) 2.2(0.13) 2431 <0.001
Someone else’s sexual assault in adulthood 4.0 (0.51) 4.4 (0.17) 0.47 0.492
Someone else’s physical abuse before age 18 0.7 (0.24) 1.0 (0.10) 1.76 0.184
Someone else’s victimization by intimate partner violence 0.7 (0.26) 1.5(0.11) 8.52 0.004
Someone else’s physical assault other than intimate partner violence 1.5(0.27) 3.1(0.14) 32.73 <0.001
Someone else being kidnapped or held hostage 0.5 (0.16) 1.8(0.12) 38.78 <0.001
Someone else being stalked 0.3 (0.15) 0.4 (0.05) 0.25 0.619
Someone else being mugged, held up, threatened with weapon 0.1 (0.07) 0.3 (0.04) 6.42 0.011
Seeing a dead body or body parts 1.0 (0.24) 1.7 (0.10) 6.52 0.011
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Event PTSD (n=2339) No PTSD (n= x2(1d.f) | p-value
21,597)
Another traumatic event to someone else 0.9 (0.22) 1.4 (0.10) 3.85 0.050
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Table 4

Adjusted Odds Ratios (95% Confidence Intervals)?? of 12-month and Lifetime DSM-5 Posttraumatic Stress
Disorder and Other Psychiatric Disorders

Other Psychiatric Disorder Adjusted Odds Ratio (95% Confidence Interval)
Past-year Lifetime
Any substance use disorder 1.3 (1.13-1.56) 1.5 (1.34-1.74)
Alcohol use disorder 0.9 (0.77-1.10) 1.2 (1.01-1.37)
Nicotine use disorder 1.2 (1.06-1.46) 1.3(1.16-1.48)
Any drug use disorder 1.7 (1.29-2.14) 1.5(1.24-1.81)
Any mood disorder 2.4 (2.04-2.79) 3.0 (2.57-3.49)
Major depressive disorder 1.6 (1.32-1.88) 1.7 (1.42-1.96)
Bipolar | 2.1 (1.60-2.63) 2.2 (1.70-2.81)
Dysthymia 1.5(1.20-1.84) 1.5 (1.23-1.75)
Any anxiety disorder 2.8 (2.46-3.28) 2.6 (2.27-3.01)
Panic disorder 2.1 (1.60-2.64) 2.1 (1.77-2.44)
Agoraphobia 1.7 (1.30-2.17) 1.6 (1.23-1.99)
Social phobia 1.6 (1.25-2.02) 1.5 (1.23-1.81)
Specific phobia 1.4 (1.16-1.76) 1.4 (1.14-1.67)
Generalized anxiety disorder 2.2 (1.85-2.64) 2.0 (1.76-2.35)
Antisocial personality disorder 1.8 (1.43-2.27) 1.7 (1.44-2.09)
Borderline personality disorder 3.3(2.71-3.92) 2.8 (2.40-3.28)
Schizotypal personality disorder 2.4 (2.02-2.95) 2.3 (1.86-2.73)

aOdds ratios adjusted for age, race/ethnicity, sex, education, family income, marital status, urbanicity, geographic region and additional psychiatric
comorbidity.

bSignificant (p<0.05) ORs are shown in boldface.
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Table 5

Disability Scores from the 12-l1tem Short Form Health Survey (SF-1212) by 12-Month Posttraumatic Stress
Disorder (PTSD)

SF-12v2 Scores PTSD, Mean (SE) | No PTSD, Mean (SE) B+SER

Mental Health 42.0 (0.36) 52.2 (0.08) —3.2+0.390
Social Functioning 41.3 (0.40) 51.1(0.09) -3.8+0.430
Role Emotional Functioning 39.9(0.34) 48.9 (0.12) _3_5J_ro_35b
Mental Component Summary 41.2 (0.33) 51.3 (0.08) -3.2+0.350

aﬁ coefficients depict associations of SF-1212 scores with 12-month PTSD, adjusted for sex, age, race/ethnicity, education, family income, marital
status, urbanicity, geographic region and additional 12-month psychiatric comorbidity.

bMeans scores differ significantly (o < 0.001) between individuals with and without PTSD, after adjustment for sociodemographic and diagnostic
covariates.
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