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Abstract

Objective: To examine the effect of long-term violent victimization from late adolescence to the 

mid-thirties, on posttraumatic stress disorder (PTSD) and comorbid psychiatric disorders in later 

adulthood among urban African Americans and Puerto Ricans.

Methods: Data were collected from a large urban community sample (N=674) at four time points 

associated with mean ages of 19, 24, 29, and 36 years. Trajectories of violent victimization were 

extracted using growth mixture modeling and used to predict psychiatric disorders and 

comorbidities in adulthood.

Results: The sample was 52.8% African American and 47.2% Puerto Rican with 60% females. 

Three trajectory groups of violent victimization were identified: high, intermediate, and low. Over 

half of the sample reported relatively high and intermediate level violent victimization experiences 

from adolescence to adulthood. Group comparisons showed that participants belonging to the 

relatively high victimization group had greater odds of having PTSD, major depressive episode 

(MDE), and substance use disorder (SUD) separately, as well as comorbid PTSD-SUD and PTSD-
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MDE, as compared to those classified as having relatively low levels of victimization. Having 

intermediate level victimization experiences, compared to low level victimization experiences over 

time was associated with higher odds of PTSD and MDE separately, and comorbid PTSD-MDE.

Conclusions: Long-term exposure to relatively high levels of violent victimization during 

emerging and young adulthood is associated with PTSD and comorbid psychiatric disorders in the 

thirties. Social, structural and interpersonal factors underlying the differential patterns of violent 

victimization in urban African American and LatinX youth need to be identified to adequately 

inform prevention efforts.
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Introduction

Exposure to traumatic events is not random. Neighborhood characteristics can contribute to 

increased exposure to and experiences of violence (Breslau et al., 1998a; Spikes, Willis, & 

Koenig, 2010). In fact, adolescents and young adults of color who live in structurally and 

economically disadvantaged urban neighborhoods are at higher risk of experiencing 

traumatic events, including violent victimization, compared to their White counterparts 

(Breslau et al., 1998b; Madero-Hernandez & Fisher, 2017; E. L. Smith, Cooper, States., & 

Bureau of Justice Statistics, 2013; Spikes et al., 2010; Truman, Langton, & Planty, 2013; 

Wilson, 1987). Violent victimization can refer to experiences of assault such as being badly 

beaten up, or violent and aggravated offenses, such as homicide (Breslau et al., 1998b; 

Morgan & Truman, 2018). According to the U.S. Bureau of Justice Statistics, in 2015, the 

homicide rate for African Americans was 8 times greater than the rate for Whites (Centers 

for Disease Control, 2017). Furthermore, among the three largest racial and ethnic groups in 

the United States, Blacks1 and Hispanics2 report higher rates of serious violent victimization 

than Whites; on average 22% and 32% higher, respectively, between 2015 and 2017 

(Morgan & Truman, 2018). With regard to gender, men typically experience higher rates of 

violent victimization than women for all types of violent crime, except rape and sexual 

assault (Truman et al., 2013).

Experiences of violent victimization can contribute to psychiatric problems, including 

posttraumatic stress (Boney-McCoy & Finkelhor, 1995; Elklit, 2002; Kessler, Sonnega, 

Bromet, Hughes, & Nelson, 1995; Kilpatrick et al., 2003a). Posttraumatic stress is often 

triggered by experiencing or witnessing traumatic event(s) that overwhelm a person’s 

capacity to cope with the trauma (American Psychiatric Association, 2013). This can include 

events related to natural disasters, serious accidents, terrorist acts, rape, or other violent 

assaults. Typically, these traumatic events are unanticipated, uncontrollable, and are 

1We use the terms “Black” and “African American” interchangeably in this paper. The sample included both African and Caribbean 
Americans from New York City.
2In this research, we refer to Hispanics when citing research based on Census categories and LatinX in other instances where we 
generalize beyond a specific ethnic or national subgroup. The term “LatinX” encompasses persons of Cuban, Mexican, Puerto Rican, 
Dominican South, or Central American or other Spanish descent. We use the specific term “Puerto Rican” when referring to 
participants in our study.
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characterized by a sense of horror, helplessness, and threat of injury or death (American 

Psychiatric Association, 2013). Previous research has found that traumatic events related to 

violent victimization are more likely to be associated with posttraumatic stress, including 

posttraumatic stress disorder (PTSD), than other traumatic events, especially non-

interpersonal traumas such as natural disasters (Amstadter, McCart, & Ruggiero, 2007; 

Kessler et al., 1995; McCutcheon et al., 2010; Resnick, Kilpatrick, Dansky, Saunders, & 

Best, 1993). Violent victimization thus increases the risk of PTSD, compared to other types 

of trauma (Resnick et al., 1993). Since African Americans and LatinX populations have a 

higher likelihood of experiencing violence due to social and structural factors (e.g. poor 

neighborhood conditions), they are at high risk for PTSD associated with violent 

victimization (Crouch, Hanson, Saunders, Kilpatrick, & Resnick, 2000; Schwartz, Bradley, 

Sexton, Sherry, & Ressler, 2005; Xie, Heimer, Lynch, & Planty, 2018).

Most research examining victimization in conjunction with PTSD focuses on a single 

exposure to trauma or victimization (Elklit, 2002; Kilpatrick et al., 2003; Resnick et al., 

1993). However, many adults maintain healthy and relatively stable levels of psychosocial 

functioning following a single exposure to crime or other stressful life event (Bonanno, 

2004). Repeat victimization, or experiencing multiple traumatic events, heighten the 

likelihood of developing PTSD (Amstadter et al., 2007; Hedtke et al., 2008). Many urban, 

young adults of color - particularly those living in poor, disorganized neighborhoods - are 

victimized on more than one occasion and over the course of many years, and thus are at a 

higher risk for PTSD (Spikes et al., 2010; Weist, Acosta, & Youngstrom, 2001; Wilson, 

1987). Few studies have explored the risk of PTSD among urban, young adults who 

repeatedly experience violent victimization in the U.S. For instance, one study that examined 

repeated exposure to victimization and its association with PTSD, as well as substance use 

and depression comorbidities, only included women (Hedtke et al., 2008). Other studies 

have examined similar psychopathologies, but are limited to childhood and adolescence 

and/or did not focus on urban populations (Barker, Arseneault, Brendgen, Fontaine, & 

Maughan, 2008; Biggs et al., 2010; Jennings, Higgins, Tewksbury, Gover, & Piquero, 2010; 

D. Smith & Ecob, 2007).

Violent victimization heightens not only the odds of suffering from PTSD, but also of PTSD 

comorbid with other trauma-related psychiatric disorders, such as substance use (Bremner, 

Southwick, Darnell, & al, 1997; Conway, Hu, Kim, & Bullon, 1994; Kilpatrick et al., 2003; 

Salzinger, Feldman, Stockhammer, & Hood, 2002) and depressive disorders (Bargai, Ben-

Shakhar, & Shalev, 2007; Blanchard, Buckley, Hickling, & Taylor, 1998; Dixon, Howie, & 

Starling, 2005; Haden & Scarpa, 2008; Kilpatrick et al., 2003; Momartin, Silove, 

Manicavasagar, & Steel, 2004; Rytwinski, Scur, Feeny, & Youngstrom, 2013; Spikes et al., 

2010; Vaughn et al., 2010). As Amstadter and colleagues state: “[…] chronicity of exposure 

leads to greater severity of symptoms and a more complex clinical picture” (2007). Indeed, 

Helzer and colleagues (1987) found that those meeting criteria for PTSD were more than 

twice as likely to have depressive disorders and drug use disorders than those without PTSD. 

Similarly, Cottler, Compton, Mager, Spitznagel, & Janca (1992) found that PTSD was more 

common among substance users than non-substance users in the general population. 

However, research on this topic among racial/ethnic minority groups is scarce, and there are 

no studies examining the link between repeated experiences of victimization and PTSD 
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comorbid with substance use disorder (SUD) and major depressive episode (MDE). There is 

an apparent gap in the literature with regard to examining repeated exposure to violent 

victimization and its association with PTSD, comorbid with other psychiatric disorders, 

among urban communities of color living in poor neighborhood conditions. Examining these 

associations is particularly important, as this population is at significant risk for violent 

victimization and, consequently, PTSD and its comorbidities. Understanding and 

quantifying these associations is necessary to develop meaningful prevention policies and 

practices.

The current study provides a unique opportunity to explore violent victimization in a 

longitudinal sample of African Americans and mainland Puerto Ricans from urban 

communities. Study participants were followed from late adolescence (~19 years old) to 

adulthood (~36 years old) with four follow-up visits within this timeframe. Investigators 

were able to observe longitudinal trends of violent victimization over time and examine their 

associations with PTSD and comorbidities with other psychiatric disorders. Our questions 

were as follows:

(1) What are the differential longitudinal trajectories of violent victimization among 

urban African Americans and Puerto Ricans?

(2) Are there gender differences in trajectory group membership?

(3) What are the associations between membership in trajectories of victimization 

and PTSD, SUD, and MDE, and PTSD co-morbid with SUD and MDE?

We hypothesized that men would be overrepresented in trajectories characterized by higher 

levels of victimization, while women would be overrepresented in trajectories with lower 

levels of victimization. We further hypothesized that individuals in trajectories characterized 

by higher rates of victimization over time would be at greater risk for PTSD, SUD, and 

MDE than those characterized by lower violent victimization rates. We also hypothesized 

that those in trajectories with higher rates of victimization would be at greater risk for PTSD 

comorbid with SUD and PTSD comorbid with MDE than those at lower rates of 

victimization.

Methods

The Institutional Review Board of the New York University School of Medicine approved 

the study’s procedures. A Certificate of Confidentiality was obtained from the National 

Institute on Drug Abuse. At T1 and T2, passive consent procedures were followed with the 

parents of minors, while adolescents provided assent. Informed consent was obtained from 

all participants who were 18 years or older.

Data source

The data for this research were drawn from the Harlem Longitudinal Development Study. 

The study follows a cohort of African American and Puerto Rican young adults who were 

first recruited from 11 high schools in the East Harlem neighborhood of New York City in 

1990. Detailed descriptions of recruitment, consent, and study procedures, as well as 

retention strategies and attrition rates at baseline or time 1 (T1) can be found in Brook, 

Pahl et al. Page 4

J Consult Clin Psychol. Author manuscript; available in PMC 2021 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Hamburg, Balka, & Wynn (1992) and Brook, Whiteman, Balka, & Hamburg (1992). To 

summarize, at T1, after passive consent (from parents) and assent (from adolescents) were 

obtained, surveys were administered in classrooms with no teachers present (T1; 1990; 

N=1332). Approximately 80% of students recruited at baseline completed the T1 survey 

(Brook, Whiteman, Balka, Win, & Gursen, 1997). At time 2 (T2; 1994 – 1996; N=1190), the 

participants were interviewed in person or by phone. At time 3 (T3; 2000 – 2001; N=662), 

participants were interviewed in person. At Time 4 (T4; 2004 – 2006) and Time 5 (T5; 2011 

– 2013), data were collected via self-administered questionnaires that were mailed to 

participants’ home. Mean ages (years) and standard deviations (SD) at each timepoint are 

the following: T1 – 14.2 (1.3), T2 – 19.2 (1.5), T3 – 24.4 (1.3), T4 – 29.2 (1.3), and T5 – 

35.9 (1.4). For this study, data from T2 through T5 were included in the analyses, as our 

measure of violent victimization was added to the research at T2. There were 674 

participants in this study who participated at T5.

Measures

Violent victimization was assessed by four items asking about the participants’ experiences 

of victimization in the past five years, including (1) being threatened with a weapon, (2) 

being hit with a weapon or shot, (3) being cut/stabbed with a knife, and (4) being beaten up 

(Chavez & Oetting, 1994). The response options were (0) never; (1) once; (2) twice; (3) 

three or four times; and (4) five or more times. Cronbach’s α was 0.71, 0.73, 0.76, and 0.75, 

respectively, at T2, T3, T4, and T5.

PTSD at T5 was assessed using the Posttraumatic Stress Disorder Checklist – Specific 

version (PCL-S). The PCL is a 17-item self-report measure of PTSD symptoms that closely 

matches DSM-IV (Weathers, Frank; Litz, Brett; Herman, Debra S.; Keane, 1993). The PCL-

S is a version of the scale that measures trauma symptoms in response to a specific incident. 

Respondents rate each item from (1) “not at all” to (5) “extremely” to indicate the degree to 

which they have been bothered by that particular symptom over the past month. Participants 

received a diagnosis of PTSD if (1) they answered ‘yes’ to the question “Have you ever 

experienced or witnessed or had to deal with an extremely stressful or traumatic event, that 

included actual or threatened death or serious injury (e.g., rape) to you or someone else,” (2) 

the summed score on questions 1–17 was greater than or equal to 44, and (3) they met the 

DSM-IVTR criteria as defined by endorsing at least one item from cluster B, three items 

from cluster C, and two items from cluster D (American Psychiatric Association, 2000; 

Kilpatrick et al., 2003).

In addition, the minimum score on the endorsed items fulfilling DSM-IV-TR criteria had to 

be four on items 1, 2, 9, 10, 12, and 15 and three on the remaining 11 items (Blanchard, 

Jones-Alexander, Buckley, & Forneris, 1996). The internal reliability of this measure was 

high (Cronbach’s α = 0.96).

SUD at T5 was assessed using the University of Michigan Composite International 

Diagnostic Interview (Wittchen & Kessler, 1994) which we adapted for consistency with the 

criteria used in DSM-IV-TR (American Psychiatric Association, 2000). Participants were 

classified as having a SUD if they met either the criteria of substance dependence or 
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substance abuse; otherwise, they received a score of zero. The internal reliability of this 

measure was high (α = 0.90).

MDE at T5 was assessed using an adaptation of the Mini International Neuropsychiatric 

Interview (MINI) (Sheehan et al., 1998). The participants were asked ten yes/no-questions. 

A diagnosis of MDE was given if the participant fulfilled the criteria specified by DSM-IV-

TR. Otherwise, the participant received a score of zero on this measure. The internal 

reliability of this measure was good (Cronbach’s α=0.81).

Information on participants’ gender (female=1, male=2) and race/ethnicity (African 

American=1, Puerto Rican=2) was obtained by self-report.

Data Analysis

Growth mixture modeling (GMM) was used to identify and extract the trajectories of 

victimization between age 19 and age 36. We applied the maximum likelihood estimation 

with robust standard errors (MLR) in Mplus for the GMM and apply the full information 

maximum likelihood (FIML) approach for missing data (Muthén & Muthén, 1998). The 

Bayesian information criterion (BIC), entropy, and Lo-Mendell-Rubin Likelihood Ratio Test 

(LRT) were used to determine the number of trajectory groups (Muthén & Muthén, 2010). 

Each trajectory group was required to have a prevalence of at least 5%. After the trajectory 

groups were identified based on the above criteria, participants were assigned to a group for 

which they had the largest Bayesian posterior probability (BPP). We then used violent 

victimization trajectory group membership as a predictor in our models.

Multivariable logistic regression models were used to examine whether membership in a 

particular victimization experience trajectory group was associated with PTSD, MDE, SUD, 

separately; as well as PTSD comorbid with SUD, and PTSD comorbid with MDE at T5. To 

adjust for the uncertainty of class membership, we used the BPP values associated with the 

assigned victimization trajectory group as weights in each model (Brook, Pahl, & Ning, 

2006; Nagin, 2005; Nagin, 1999). These analyses controlled for gender and race/ethnicity 

and were conducted using SAS software, version 9.4 (SAS Institute Inc., Cary, NC, USA).

Results

Descriptive Statistics

Among the 674 participants, 52.8% (n=356) self-identified as African American and 47.2% 

(n=318) as Puerto Rican. Further, 60% (n=405) were female and most reported having a 

college degree or higher education (n=411, 61%) and being in a relationship (n=494, 

73.3%). The sample’s median annual household income was $40,888. Of the 674 T5 

participants, 66% participated in all five data collection waves, 32% participated in four 

waves, and 2% participated in three waves. Chi-squared (χ2) and t tests were used to 

determine significant differences in attrition rates within the sample. The male attrition rate 

was significantly higher than the female rate (male: 49.8%, female: 38.1%, χ2 = 16.5, 

p<0.001). However, there were no differences in the attrition rates of African American 

(AA) and Puerto Rican (PR) participants (AA=43.7%, PR=43.0%, χ2 = 0.05, p > 0.05). The 

mean score of victimization at T2 among individuals who participated both at T2 and T5 
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(mean = 0.40) was not statistically different from the mean score of victimization at T2 

among individuals who participated at T2, but not at T5, mean = 0.47 (t=1.85, p= 0.06). The 

correlations of violent victimization across time points were r (T2, T3) = 0.56, p<0.001, r 
(T3, T4) = 0.59, p<0.001, and r (T4, T5) = 0.23, p<0.001. The distribution of violent 

victimization at each data collection time point and psychiatric outcomes of interest at T5 in 

the sample and stratified by gender and race/ethnicity are provided in Table 1.

Gender and Racial/Ethnic Differences

We conducted χ2 and t tests to examine racial/ethnic and gender differences in violent 

victimization and psychiatric disorders (Table 1). The results indicated that males reported 

higher scores on victimization from T2 to T5 (male 0.61 vs. female 0.23, t= −8.19, p<0.001 

at T2; male 0.76 vs. female 0.26, t= −8.33, p<0.001 at T3; male 0.75 vs. female 0.24, t= 

−9.59, p<0.001 at T4; male 0.17 vs. female 0.06, t= −3.63, p<0.001 at T5). Moreover, the 

prevalence of SUDs in the mid-thirties was higher among males than females (χ2= 23.43, 

p<0.001). Incidence of MDE in the mid-thirties, on the other hand, was higher among 

women than men (χ2= 3.90, p<0.05). There were no gender differences in PTSD, PTSD 

comorbid with SUD, or PTSD comorbid with MDE. In addition, there were no racial/ethnic 

differences in victimization from T2 to T5, or any of the psychiatric disorders and their 

comorbidities.

Identifying Trajectory Groups

We computed solutions for two through four trajectory groups (Table 2). We chose the 3-

group model, which had the smallest BIC and a significant Lo-Mendell-Rubin LRT 

indicating better model fit than the 2-group model. Further, the mean BPP for each of three 

trajectory groups ranged from 0.78 to 0.86, which indicates adequate classification (Nagin, 

2005). Although the 4-group model had entropy closest to 1, the BIC was larger than that of 

the 3-group model, and the Lo-Mendell-Rubin LRT was not significant. Each participant 

was assigned to the trajectory group for which they had the largest BPP.

Figure 1 illustrates the observed trajectories for each group based on the average 

victimization score in that group at each time point. As shown in Figure 1, we labeled the 

three victimization trajectory groups: low, intermediate, and high violent victimization 

experience (LV, IV, and HV, respectively) to describe the relative levels of victimization 

experience observed in the data. The LV trajectory group had an estimated prevalence of 

46% (n=313) and included participants who reported no or low experiences of being 

victimized at each wave. In the LV group, the mean victimization scores at T2-T5 were 0.06, 

0.07, 0.05, and 0.01, respectively. The IV trajectory group had an estimated prevalence of 

46% (n=307). In the IV group, the mean victimization scores at T2-T5 were 0.44, 0.56, 0.53, 

and 0.11, respectively. Across time, individuals in the IV group had 7 to over 10 times 

higher mean victimization scores than individuals in the LV group. The HV group had an 

estimated prevalence of 8% (n=54). In the HV group, the mean victimization scores at T2-

T5 were 1.57, 1.88, 1.77, and 0.54, respectively. Individuals in the HV group had almost 3 to 

5 times greater mean victimization scores than individuals in the IV group. As hypothesized, 

there were gender differences in group membership with males more likely to fall into the 
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HV trajectory group and females more likely to fall into the LV group (χ2= 105.80, 

p<0.001). The HV, IV, and LV groups included 83.3%, 51.5%, and 21.1% men, respectively.

Table 3 displays the percentages of individuals meeting criteria for PTSD, SUD, MDE, 

PTSD comorbid with SUD, and PTSD comorbid with MDE by trajectory group 

membership. Table 4 shows the adjusted odds ratios (AORs) for the regression of psychiatric 

outcomes (PTSD, SUD, MDE, and PTSD comorbid with SUD and PTSD comorbid with 

MDE) on trajectory group membership. Specifically, we compare relatively high and 

intermediate violent victimization experience trajectory groups to the low experience, and 

the relatively high violent victimization experience group to the intermediate experience 

trajectory group.

Associations between Trajectory Groups and Psychiatric Disorders

Multivariable logistic regressions were conducted to assess the associations of trajectory 

group membership with PTSD and comorbidities, adjusting for gender and race/ethnicity. 

Membership in the HV trajectory group was associated with an over eight-fold increase in 

the likelihood of meeting criteria for PTSD (AOR=8.7, p<0.001), a three-fold increase in 

meeting criteria for SUD (AOR=3.0, p=0.02), and a four-fold increase in meeting criteria for 

MDE (AOR=4.1, p=0.009) at age 36, compared to being classified as being in the LV group. 

Membership in the IV trajectory group, compared with the LV trajectory group, was 

associated with an almost four-fold increase in the likelihood of meeting criteria for PTSD 

(AOR=3.7, p=0.007) and doubled the risk for MDE (AOR=2.1, p=0.004) at age 36.

Associations between Trajectory Groups and Comorbid Psychiatric Disorders

Membership in the HV trajectory group, as compared with the LV trajectory group, was 

associated with an over 20-fold increase in the likelihood of meeting criteria for PTSD 

comorbid with SUD (AOR=23.2, p=0.01) and PTSD comorbid with MDE (AOR=18.4, 

p<0.001) at age 36. Those in the IV group had over six times increased odds of suffering 

from PTSD comorbid with MDE than those in the LV group (AOR=6.3, p=0.007).

Discussion

Our results showed that over half of African American and Puerto Rican urban young adults 

in the study experienced intermediate or relatively high rates of violent victimization at more 

than one point during young adulthood. Almost one in 12 African American and Puerto 

Rican urban young adults (8% of the sample) experienced relatively high levels of repeated 

exposure to violent victimization (HV) between late adolescence and the mid-thirties. This 

finding that a relatively small subgroup of individuals was repeatedly exposed to 

victimization concurs with literature that reports that the risk for victimization is increased 

by previous incidents of victimization (Lauritsen & Quinet, 1995; Menard & Huizinga, 

2001; Sullivan, Wilcox, & Ousey, 2011). While absolute levels of victimization in this group 

may not seem dramatically high (e.g., two incidents in the past five years at age 24), the 

types of violent victimization measured in this study were of a severe nature (e.g., being hit 

with a weapon or shot) and are likely to be traumagenic. Hence, other, less severe, incidents 
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of victimization were not captured by our measure, but may have occurred between 

assessments.

Victimization in the group characterized by relatively high levels of victimization peaked at 

age 24 and, subsequently, declined to a mean of less than one incident in the past five years 

at age 36. A similar pattern was observed in the intermediate group that experienced, on 

average, less than one incident of violent victimization between ages 19 and 29 (IV). These 

findings are in accord with previous research that reports decreasing exposure to violent 

victimization past the mid-twenties (Averdijk, 2014; Daigle, Beaver, & Hartman, 2008; 

DeCamp & Zaykowski, 2015; Skott, 2019). However, other studies have not examined 

longitudinal trajectories of victimization into the mid-thirties and, therefore, did not capture 

the continuous steep downward trend in exposure to violence that our data showed. One 

possibility for these declining trends is that normative developmental and social transitions 

in the early thirties (e.g., marriage, parenthood, increased responsibilities, improved 

economic stability) limit opportunities for violence exposure (Laub & Sampson, 2003; Pahl, 

Brook, & Lee, 2013). For example, data from the National Crime Victimization Survey 

show that victimization rates are much lower among unmarried individuals than among 

married ones (Truman et al., 2013). However, further research is needed to identify the 

social and/or structural mechanisms that may lead to decreased levels of violent 

victimization over the course of young adulthood.

Confirming our hypothesis, men were more likely than women to experience higher rates of 

violent victimization over time. Nearly 80% of the males in this study reported victimization 

experiences that were relatively intermediate or high over the course of young adulthood, 

confirming the results of studies showing elevated levels of exposure to violent victimization 

among urban young men of color (Richardson, St. Vil, Sharpe, Wagner, & Cooper, 2016; 

Truman et al., 2013). Women, on the other hand, were overrepresented in the low 

victimization group, with about 60% reporting relatively low levels of violent victimization 

over the course of young adulthood. These gender differences may in part have been due to 

the measure of violent victimization employed in this study. It did not include the forms of 

victimization most typically experienced by women, namely rape and sexual assault (Iverson 

et al., 2013). Indeed, our measure included items reflective of violent crime, to which men 

are exposed at higher levels than women (Truman et al., 2013).

Our findings evidenced a greater likelihood of meeting criteria for PTSD, SUD, and MDE, 

as well as PTSD comorbid with SUD and PTSD comorbid with MDE among those in the 

trajectory group experiencing relatively high rates of violent victimization over time, 

compared to those in the low victimization group. The traumatic nature of experiences of 

victimization, such as being assaulted, likely overwhelms an individual’s coping resources 

and may increase the risk of developing symptoms characteristic of PTSD (e.g. 

hypervigilance), particularly if traumatic events occur repeatedly (Amstadter et al., 2007). 

Similarly, depression may arise from feelings of helplessness and the inability to cope with 

repeated traumatic experiences (Bargai et al., 2007), thus contributing to MDE. Finally, 

substance abuse can be interpreted as an attempt to cope with the traumatic stress and 

depression associated with repeated exposure to violence (Khantzian & Albanese, 2008). In 

our study, individuals in the intermediate victimization group were also more likely to meet 
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criteria for PTSD and MDE, as well as PTSD comorbid with MDE, than those in the low 

victimization group, suggesting that relatively lower levels of violence exposure, if repeated, 

may predispose individuals to traumatic stress and depression.

On the other hand, it is also likely that individuals with existing psychiatric vulnerabilities 

are at heightened risk of being victimized (Cascardi & O’Leary, 1992; Egan & Perry, 1998; 

Finkelhor & Asdigian, 1996). Experiencing psychological distress caused by trauma or 

depression increases target vulnerability by making individuals more susceptible to 

victimization(Finkelhor & Asdigian, 1996). In addition, traumatic stress and depression can 

interfere with the ability to detect risky situations, as they may compromise cognitive and 

affective capacities. Similarly, individuals under the influence of drugs or alcohol are often 

less vigilant in dangerous situations and may thus increase their chances of victimization 

(DeCamp & Zaykowski, 2015). Furthermore, being intoxicated can have a disinhibiting 

effect on aggressive behaviors and promote engagement in violent situations (Bushman & 

Cooper, 1990; Lorenz & Ullman, 2016; Testa & Parks, 1996).

This study is among the first to examine the longitudinal trajectories of violent victimization 

in urban African American and Puerto Rican young adults into the mid-thirties. Repeated 

exposure to victimization during young adulthood was experienced by over half of the 

sample and was found to be associated with trauma-related responses. Among this majority, 

a smaller group of mostly male participants not only experienced violence repeatedly, but at 

relatively high levels. These individuals exhibited the highest risk for PTSD, MDE, SUDs 

and PTSD comorbid with these conditions. Our findings thus suggest that repeat 

victimization at relatively high levels is related to a range of psychiatric morbidity and 

comorbidity in adulthood.

Limitations

A limitation of this study concerns our use of self-report measures. Participants may have 

underreported the incidence of violent victimization (Conway et al., 1994) and violent 

victimization experiences may be more prevalent among urban African American and Puerto 

Rican adults than our findings indicated. Individuals may hesitate to provide personal 

information in a research setting, particularly related to potentially traumatic experiences. A 

further limitation concerns our measure of violent victimization which did not discriminate 

between interpersonal and other types of victimization and did not assess sexual assault 

experience. However, the measure did capture the types of victimization that can be 

experienced in the context of intimate partner violence (e.g., being beaten up), a type of 

victimization to which a sizeable minority of women are exposed (Campbell, 2002; Iverson 

et al., 2013).

In addition, the demographic characteristics of this sample restrict our ability to generalize 

findings to other racial/ethnic groups, or to non-urban populations. However, urban 

adolescents and young adults of color experience the highest incidence of violent 

victimization in the U.S. (Spikes et al., 2010), justifying a focus on these populations.
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Conclusions

The identification of risk factors that make individuals vulnerable to the development of 

PTSD comorbid with other psychiatric disorders is of crucial importance. PTSD comorbid 

with other psychiatric disorders is a particularly serious condition, as it has proven to persist 

longer than PTSD alone and can be more difficult to treat than PTSD with no comorbidities 

(Brady, Killeen, Brewerton, & Lucerini, 2000; Green et al., 2006). Findings here reinforce 

that repeat victimization may be an important contributor to psychiatric morbidity and 

comorbidity among urban young men and women of color. It is therefore imperative to 

identify social, structural, and interpersonal factors underlying the differential patterns of 

repeat violent victimization in urban African American and LatinX young adults. Research 

into these areas can contribute to the development of policies aimed at reducing the 

incidence of violent victimization, as well as inform interventions for victims of violent 

crime.
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Public Health Significance Statement:

This study highlights the effect of long-term exposure to violent victimization during late 

adolescence and adulthood on the diagnosis of PTSD and psychological comorbidities in 

later adulthood.
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Figure 1. 
Trajectories of violent victimization from late adolescence to the mid-thirties, Harlem 

Longitudinal Development Study, n=647. Mean violent victimization score is computed as 

the average of four items assessing frequency of violent victimization experiences including 

(1) being threatened with a weapon, (2) being hit with a weapon or shot, (3) being cut/

stabbed with a knife, and (4) being beaten up (Chavez & Oetting, 1994). Response options 

ranged from (0) never to (4) five or more times.
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Table 1.

Distribution of sample characteristics overall and by gender and race/ethnicity, Harlem Longitudinal 

Development Study, n=647.

Measures
a mean (SD) / n (%)

All
(n=647)

Male
(n=269)

Female
(n=405)

t or χ2
AA

b

(n=356)
PR

c

(n=318)

t or χ2

Violent Victimization score

 Mean age 19 y (T2) 0.39 (0.59) 0.64 (0.76) 0.24 (0.38) t = −8.19* 0.37 (0.56) 0.43 (0.63) t = −1.43

 Mean age 24 y (T3) 0.50 (0.68) 0.78 (0.80) 0.28 (0.44) t = −8.33* 0.51 (0.69) 0.51 (0.67 t = −0.11

 Mean age 29 y (T4) 0.47 (0.66) 0.79 (0.84) 0.25 (0.39) t = −9.59* 0.46 (0.65) 0.47 (0.68) t = −0.09

 Mean age 36 y (T5) 0.11 (0.35) 0.18 (0.44) 0.07 (0.28) t = −3.63* 0.12 (0.37) 0.12 (0.34) t = −0.06

Have PTSD (T5) 53 (7.9%) 19 (7.1%) 34 (8.4%) χ2= 0.40 30 (8.4%) 23 (7.2%) χ2= 0.33

Have SUD (T5) 61 (9.1%) 42 (15.6%) 19 (4.7%) χ2= 23.43* 29 (8.2%) 32 (10.1%) χ2= 0.75

Have MDE (T5) 108 (16.0%) 34 (12.6%) 74 (18.3%) χ2= 3.90* 54 (15.2%) 54 (17.0%) χ2= 0.41

Have co-morbid PTSD-SUD (T5) 11 (1.6%) 7 (2.6%) 4 (1.0%) χ2= 2.63 7 (2.0%) 4 (1.3%) χ2= 0.53

Have co-morbid PTSD-MDE (T5) 32 (4.8%) 9 (3.4%) 23 (5.7%) χ2= 1.95 19 (5.3%) 13 (4.1%) χ2= 0.58

Notes.

a.
T2 – T5: survey follow-up time 2 – time 5; PTSD: Posttraumatic stress disorder; SUD: substance use disorder; MDE: major depressive episode

b.
AA: African American

c.
PR: Puerto Rican

*
p<.05
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Table 2.

Violent victimization trajectory group model goodness-of-fit statistics

No. of Trajectory Groups Model Statistics
a

BIC Entropy Lo-Mendell-Rubin χ2

2 2986.61 0.633 201.18*

3 2945.75 0.663 63.05*

4 2951.21 0.722 18.53

Notes.

a.
Model Statistics:

  BIC: Lower values indicate better fit
  Entropy: Range (0,1) with values closer to 1 indicating better fit
  Lo-Mendell-Rubin: p<.05 indicates that K-group model is improvement over K-1-group model

*
p<.05
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Table 3.

Prevalence of psychiatric disorders (PTSD, SUD, MDE as well as comorbid PTSD-SUD and PTSD-MDE)
a
 in 

the mid-thirties by violent victimization experience trajectory group, Harlem Longitudinal Development Sudy, 

n=647

Violent Victimization Experience Prevalence

Trajectory Group PTSD SUD MDE Comorbid PTSD-SUD Comorbid PTSD-MDE

  High 16.7 % 22.2 % 24.1 % 7.4 % 11.1 %

  Intermediate 10.1 % 10.8 % 18.6 % 2.0 % 6.8 %

  Low   4.2 %   5.1 % 12.1 % 0.3 % 1.6 %

Note.

a.
PTSD: Posttraumatic stress disorder; SUD: substance use disorder; MDE: major depressive episode
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Table 4.

Adjusted odds ratios (AORs) and confidence intervals (CIs) for regression of psychiatric disorders (PTSD, 

SUD, MDE as well as comorbid PTSD-SUD and PTSD-MDE)
a
 in the mid-thirties on violent victimization 

trajectory group, Harlem Longitudinal Development Study, n=647

Violent Victimization 
Trajectory AOR (CI)

b

Group PTSD SUD MDE Comorbid PTSD-
SUD

Comorbid PTSD-MDE

  High 8.7*** (3.0,25.7) 3.0* (1.2,7.8) 4.1** (1.8, 9.4) 23.2* (2.1,255.2) 18.4*** (4.5,76.3)

  Intermediate 3.7** (1.7,7.8) 1.6 (0.8,3.3) 2.1** (1.3, 3.5) 5.7 (0.6,51.3) 6.3** (2.2, 18.4)

  Low (referent group) -- -- -- -- --

  High 2.4 (0.9,5.8) 1.9 (0.8,4.1) 1.9 (0.9,4.2) 4.1 (1.0,16.4) 2.9 (0.9,8.7)

  Intermediate (referent 
group)

-- -- -- -- --

Notes.

a.
PTSD: Posttraumatic stress disorder; SUD: substance use disorder; MDE: major depressive episode

b.
Gender and race-ethnicity were statistically controlled in all models

*
p<.05,

**
p<.01,

***
p<.001
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