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n recent years, there has been a growing interest in the
impact of mental disorders within medical settings as
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Background: This article examines the nature
of psychological trauma and posttraumatic stress
disorder (PTSD) in 504 patients recruited from
primary care settings.

Method: Patients were screened for anxiety in
waiting rooms at 14 general medical settings, and
those with a sufficient number and severity of
anxiety symptoms were administered a standard-
ized diagnostic clinical interview. Those who met
DSM-IV criteria for an anxiety disorder and who
were willing to participate were included in this
study. Of the 504 patients, 185 met DSM-IV
criteria for PTSD.

Results: Results indicated that 418 (83%) of
primary care patients in our sample reported at
least 1 traumatic event in their lifetime. The most
prevalent traumas experienced by the entire
sample of participants were witnessing others
being seriously injured or killed, serious acci-
dents, and rape. Of those participants with PTSD,
rape was the strongest predictor of a PTSD diag-
nosis. Analyses examining gender differences
indicated that, for women, a history of other
unwanted sexual contact or witnessing a sexual
assault, being attacked with a weapon or with
intent to kill, or witnessing someone being in-
jured were found to be risk factors for a PTSD
diagnosis. Examination of clinical characteristics
indicated a high rate of comorbidity of psychiatric
disorders among patients with PTSD, including
high rates of alcohol/substance abuse, depression,
and suicide attempts.

Conclusion: These findings emphasize the
continued need to assess patients presenting at
general medical facilities about trauma history.
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I
patients have increasingly sought mental health treatment
through primary and general health care settings. Previous
research has found that individuals with mental disorders
are more likely to seek help from a nonpsychiatric physi-
cian rather than from a mental health professional.1 More-
over, recent studies2–6 have suggested that individuals ex-
posed to trauma are high users of health care services. For
example, Koss et al.5 found that female crime victims had
2.5 times more nonpsychiatric physician visits and health
care costs than nonvictimized individuals. Additionally, in
a study examining the economic burden of anxiety dis-
orders in medical facilities, Greenberg and colleagues4

found that a diagnosis of posttraumatic stress disorder
(PTSD) was a significant risk factor for increased medical
utilization.

Several studies have examined the type of traumatic
event experienced and its relationship to the onset of
PTSD. One of the traumatic stressors most consistently
found to be associated with PTSD is sexual assault, and
most notably, rape.7–9 In a sample of 4008 women, Resnick
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et al.8 reported a lifetime PTSD prevalence rate of 32% for
women who had been raped, nearly 3 times greater than
the overall lifetime PTSD rate of 12% in women. Other
studies10,11 confirm that initial rates of PTSD following a
completed sexual assault are extremely high, with one
study12 reporting a lifetime prevalence of PTSD of 80% in
women who had reported being raped. In addition to
sexual assault, other traumas most associated with a high
probability of PTSD included combat exposure and physi-
cal assault.8,13

Examination of gender differences from previous re-
search has revealed that males and females differ in rates
of both exposure to traumatic stressors and subsequent
PTSD. In the National Comorbidity Study, Kessler et al.7

found that, although men were more likely than women to
experience at least 1 trauma overall, women were more
than twice as likely as men to develop PTSD (10.4%,
5.0%, respectively). This is consistent with recent find-
ings by Breslau et al.,14 who found that the risk of PTSD
was more than 2-fold higher in women than in men.
Kessler et al.7 hypothesized that this finding may not nec-
essarily indicate increased vulnerability in developing
PTSD for women, but rather that women experience more
severe traumas that are associated with a higher probabil-
ity of developing PTSD. Other reported gender differ-
ences include an increased risk for substance abuse for
men with PTSD and an increased risk for anxiety and
depression for women with PTSD.15

Although past findings indicate that PTSD and a his-
tory of trauma exposure are risk factors for increased
medical utilization, studies report that PTSD is greatly
underdiagnosed in a variety of clinical settings. For ex-
ample, Davidson and Smith16 found that out of 12 patients
meeting criteria for PTSD, only 1 received a diagnosis for
PTSD in a general psychiatric outpatient clinic. In pri-
mary care settings, psychiatric diagnoses such as PTSD
may be overlooked due to several factors, including lack
of clinician awareness of PTSD symptoms, failure to ask
patients about traumatic experiences, and, most impor-
tantly, a limited amount of time to obtain a complex medi-
cal and trauma history.17 High rates of comorbidity may
also cause the PTSD diagnosis to be underreported be-
cause of overlapping symptoms with better known disor-
ders (e.g., depression).

Information on PTSD in a primary care sample is
needed to provide clinicians and researchers with knowl-
edge to assist clinicians in identifying and assessing trauma
victims, particularly since general medical facilities are
typically the first place where patients with PTSD present
with symptoms. This study examined key components of
PTSD and trauma exposure in patients visiting general
medical facilities, including the types of traumatic events
experienced, the relationship between these traumatic
events and PTSD, and the number of traumatic stressors
patients have experienced. Additionally, past literature7

suggests gender differences in the rates of both exposure
to traumatic stressors and PTSD. This relationship, as well
as differences in gender across comorbid disorders includ-
ing alcohol/substance use, depression, and anxiety disor-
ders, was examined.

METHOD

Design
This study is part of the larger Primary Care Anxiety

Project, a prospective, naturalistic, longitudinal, multisite
study of anxiety disorders in patients presenting at general
medical clinics. Participants are recruited from 14 primary
care, general internal medicine, and family medicine clin-
ics in the Hanover, N.H.; Boston, Mass.; Worcester, Mass.;
and Providence, R.I., areas. The practices were selected to
represent a variety of general medical settings. The recruit-
ment sites are located in rural, urban, and suburban areas
and include large hospital-based clinics and small private
practices. Inclusion criteria are that participants must be
a minimum of 18 years of age and English speaking.
Further, they must be a patient at the recruitment site and
be scheduled for a general medical appointment on the day
of recruitment. Exclusion criteria are active psychosis, no
current address and phone number, and pregnancy.

Procedures
Recruitment began in July 1997. Participants were re-

cruited on the day of a visit to the medical practice, while
waiting for their appointment. Primary care patients who
were awaiting shots, tests, or other limited services at the
primary care practice were not eligible. A research assis-
tant approached eligible patients in the practice waiting
room. After complete description of the study, written in-
formed consent was obtained. Potential participants then
completed a questionnaire screening for symptoms of anx-
iety. Patients screened positive if they endorsed experienc-
ing any anxiety symptoms. To ensure that the screen iden-
tified nearly all primary care patients with an anxiety
disorder(s), a validation study of the screen was conducted.
The screen was intentionally designed to cast a broad net
to increase the sensitivity of detecting anxiety disorders.
Thus, we anticipated a large number of false-positives
(positive on the screen but negative [did not meet criteria
for anxiety disorders] on the Structured Clinical Interview
for DSM-IV [SCID-IV] 18), but very few false-negatives
(negative screen but positive SCID-IV). In the validation
study, 75 patients from the various recruitment sites com-
pleted the screen and were scheduled for a SCID-IV re-
gardless of the results of the screen. Results indicated that
the screen did an excellent job at detecting the potential
presence of an anxiety disorder. Of the 42 patients who
screened negative (no anxiety symptoms), none subse-
quently met criteria for an anxiety disorder after comple-
tion of the SCID-IV (false-negative rate of 0%).
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Those who screened positive for anxiety symptoms
were then assessed using the SCID-IV.18 The psychotic
screen, mood, anxiety, substance use, and eating disorders
modules of the SCID-IV were administered. Interviewers,
who ranged in education from having a bachelor’s degree
to having a Ph.D., received a rigorous training program in
administration of the study instruments. Three thousand
seven hundred fifty primary care patients were adminis-
tered the screening questionnaire, and 1890 screened
positive. The SCID-IV was then administered to 1492 of
the potential participants who screened positive (398 pa-
tients who screened positive declined to participate). Of
patients who completed the SCID-IV, 504 met criteria for
1 or more of the following index anxiety disorders and
were enrolled in the study: panic disorder with or without
agoraphobia, agoraphobia without history of panic disor-
der, generalized anxiety disorder (GAD), social phobia,
PTSD, or mixed anxiety-depressive disorder.

Trauma history was assessed during the structured in-
terview, using a revised version of the Trauma Assessment
for Adults developed by Resnick and colleagues.19 Partici-
pants were asked if they had ever experienced any of the
following occurrences: (1) military combat experience or
military service in a war zone; (2) serious accident at work,
in a car, or elsewhere; (3) forced sexual contact or rape;
(4) attack with a gun, knife, or other weapon; (5) attack
without a weapon but with the intent to kill or seriously
injure; (6) any other situation in which they were seriously
injured or suffered physical damage; (7) any other situa-
tion in which they feared they might be killed or seriously
injured; (8) witnessing someone be seriously injured or
killed; (9) witnessing someone be sexually abused or as-
saulted; (10) any other extraordinarily stressful situation
or event.

All statistical analyses were conducted using SAS,
Version 6.12, using PROC FREQ, PROC T-TEST, PROC
ANOVA, and PROC LOGISTIC. All t tests conducted
were 2-tailed.

RESULTS

Of the 504 participants with an anxiety diagnosis, 418
(83%) reported experiencing at least 1 traumatic event. Of
these, 185 participants (44% of those with trauma histo-
ries) met full DSM-IV criteria for PTSD at intake; both
men and women with a reported trauma history were
found to have high frequencies of PTSD at intake (34.3%
and 41.7%, respectively). Demographic characteristics of
the no-trauma, trauma (no PTSD), and PTSD groups are
reported in Table 1. The majority of participants were
white (84%), female (77%), and married at the time of in-
take (51%). The mean± SD age of the PTSD group at the
time of intake was 38.2± 10.6 years, while the mean
age at onset of PTSD was 20 years, indicating that the av-
erage participant had PTSD for over 17 years. A Cochran-

Mantel-Haenszel chi-square analysis revealed a signifi-
cant trend in divorce/separation rate relative to trauma and
PTSD (χ2 = 5.87, df = 1, p < .05; see Table 1). Subsequent
analyses indicated significant differences in divorce/
separation rates between the no-trauma (9%) and PTSD
groups (28%; χ2 = 12.0, df = 1, p < .001) and the trauma
(no PTSD) (17%) and PTSD groups (28%; χ2 = 7.814,
df = 1, p < .001). No other significant differences were
found across gender, race, education, or income at the .01
level.

Of the 504 participants, the most frequently occurring
lifetime trauma experienced was being involved in a seri-
ous accident (38%), followed by witnessing someone be-
ing injured (37%), being raped (33%), and being attacked
with the intent to kill (32%; Table 2). After age, gender,
and number of other traumas were controlled for, results
from a logistic regression examining the association be-
tween PTSD and trauma type indicated that rape and other
unwanted sexual contact were the strongest predictors
of a PTSD diagnosis. For example, examination of odds

Table 1. Demographic Characteristics by Trauma Statusa

Trauma
No Trauma (no PTSD) PTSD

Characteristic  (N = 86) (N = 233) (N = 185)

Sex
Male 16 (19) 64 (27) 37 (20)
Female 70 (81) 169 (73) 148 (80)

Marital status
Never married 25 (29) 58 (25) 44 (24)
Married 52 (60) 125 (54) 81 (44)
Separated/divorcedb 8 (9) 39 (17) 52 (28)
Widowed 1 (1) 11 (5) 8 (4)

Racec

White 74 (86) 199 (85) 149 (81)
Black 5 (6) 21 (9) 14 (8)
Other 7 (8) 12 (5) 22 (12)

Education
Junior high or less 5 (6) 24 (10) 20 (11)
High school graduate 24 (28) 56 (24) 49 (26)
Some college 20 (23) 72 (31) 56 (30)
Associate degree 10 (12) 29 (12) 20 (11)
College graduate 14 (16) 36 (15) 26 (14)
Graduate/professional degree 13 (15) 16 (7) 14 (8)

Employed full timed 45 (52) 88 (38) 69 (37)
Receive public assistance 7 (8) 29 (12) 15 (8)
Incomee,f

< $5,000 8 (9) 53 (23) 29 (16)
$5,000–$19,999 30 (35) 78 (34) 76 (42)
$20,000–$34,999 14 (16) 42 (18) 36 (20)
$35,000+ 33 (39) 59 (25) 41 (23)

Age, mean ± SD, y 39.9 ± 11.9 39.8 ± 11.9 38.2 ± 10.6
Age at onset of PTSD, … … 20.1 ± 11.3

mean± SD, y
aAll values shown as N (%) unless otherwise noted. Abbreviation:
PTSD = posttraumatic stress disorder.
bχ2 = 15.15, df = 1, p < .0001.
cOne subject in the trauma (no PTSD) group declined to answer the
question asking about race.
dχ2 = 4.1, df = 1, p = .043.
eχ2 = 8.51, df = 1, p = .013.
fOne subject in the no-trauma group, 1 subject in the trauma (no
PTSD) group, and 3 subjects in the PTSD group declined to answer
the question asking about income.
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ratios indicated that participants who reported a lifetime
history of being raped were nearly 4 times more likely
to develop PTSD than those with anxiety who had other
traumas.

Several gender differences were also found in the types
of traumatic events experienced. Men reported signifi-
cantly higher levels of combat exposure (9% vs. 1%),
being attacked with a weapon (40% vs. 28%), and being
injured (27% vs. 12%) than did women in our sample. In
contrast, women reported a significantly higher incident
rate of unwanted sexual contact than men (54% vs. 15%).
Men and women also differed in the traumas that most
predicted a PTSD diagnosis (Table 3). In women, signifi-
cant odds ratios predicting PTSD at intake included rape
or other unwanted sexual contact (or witnessing a sexual
assault), being attacked with a weapon or with an intent to
kill, and witnessing someone else being seriously injured.
In men, only rape and military combat were found to be
significantly associated with being diagnosed with PTSD
at intake (see Table 3).

Examination of intake comorbidity indicates that par-
ticipants in the PTSD group had high rates of comorbid
disorders (Table 4). For example, 43% of patients in the
PTSD group also had comorbid major depression, 34%
met criteria for social phobia, and 62% met DSM-IV crite-
ria for a lifetime history of alcohol/substance abuse prob-
lems. Several significantly different clinical characteristics
were found across the no-trauma, trauma (no PTSD), and
PTSD groups. Patients in the PTSD group had significantly
higher lifetime rates of alcohol or substance use than did
patients without PTSD. No significant differences in alco-

Table 2. Logistic Regression of Predictors of Posttraumatic
Stress Disorder (PTSD) Across Trauma Types Among
Primary Care Patients With Anxiety Disorders

Trauma
Only PTSD

(N = 233) (N = 185) Odds
Trauma Type N N % N %  Ratioa p Value

Military combat 14 3 1 11 6 NS NS
Accident 192 103 44 89 48 0.464 .009
Unwanted sexual 58 29 12 29 16 2.14 .03

contact without
rape

Rape 168 54 23 114 62 3.85 .001
Attacked with 157 57 24 100 54 NS NS

weapon
Attacked without 161 61 26 100 54 NS NS

weapon with
intent to kill

Seriously injured 77 39 17 38 21 NS .006
Feared injury 77 35 15 42 23 NS NS
Witnessed injury 186 96 41 90 49 NS NS
Witnessed sexual 37 7 3 30 16 NS NS

abuse or assault
Other stressful 109 67 29 42 23 0.30 .002

situation or event
aOdds ratios calculated after controlling for age, gender, and number
of traumas.

Table 3. Logistic Regression of Predictors of Posttraumatic
Stress Disorder (PTSD) Across Trauma Types by Gender

Trauma
 Only PTSD

(N = 233) (N = 185) Odds
Trauma Type N N % N % Ratioa p Value

Military combat 
Female 3 1 0.4 2 1 NS NS
Male 11 2 1 9 5 7.23 .02

Unwanted sexual
contact without rape

Female 50 26 11 24 13 7.69 .001
Male 8 3 1 5 3 NS NS

Rape
Female 159 53 23 106 57 11.77 .001
Male  9 1 0.4 8 4 12.62 .03

Attacked with weapon
Female 110 33 14 77 42 3.55 .001
Male 47 24 10 23 12 NS NS

Attacked with
intent to kill

Female 134 49 21 85 46 3.38 .001
Male 27  12 5 15 8 NS NS

Witnessed injury
Female 118 53 23 65 35 2.60 .01
Male 68 43 18 25 14 NS NS

Witnessed other
sexual assault

Female 25 1 0.5 24 13 19.79 .01
Male 12 6 3 6 3 NS NS

aOdds ratios calculated after controlling for age, gender, and number
of traumas.

hol or substance use were found between the trauma (no
PTSD) group and the no-trauma group. A significant main
effect of trauma history was found in predicting partici-
pants’ Global Assessment of Functioning (GAF) score, a
measure of overall psychological, social, and occupational
functioning (F = 7.65, df = 2,405; p < .001). A series of
pairwise comparisons indicated that participants with no
lifetime history of trauma had significantly higher GAF
scores, indicating that they had better overall functioning
than those patients reporting experiencing traumatic
events, regardless of PTSD status. No significant differ-
ences were found between the trauma (no PTSD) group
and the PTSD group on GAF scores. Examination of past
suicide attempts using a Cochran-Mantel-Haenszel chi-
square analysis revealed significant differences in the no-
trauma, trauma (no PTSD), and PTSD groups (χ2 = 33.28,
p < .0001; see Table 4). Subsequent follow-up analyses
indicated that the relative number of lifetime suicide at-
tempts significantly increased as a function of trauma and
PTSD status. Rates of lifetime suicide attempts increased
from 5% for the no-trauma group to 16% for the trauma
(no PTSD) group to 33% for the PTSD group.

Frequency of traumatic exposure is reported in Figure
1. Of the 418 participants who indicated previous trauma
exposure, 331 (79%) reported experiencing multiple
events. Those with PTSD reported significantly more
traumatic events than the trauma (no PTSD) group. For
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example, 49% of the PTSD group endorsed experiencing
4 or more traumatic events compared with 15% of the
trauma (no PTSD) group. Examination of gender differ-
ences indicated that both male and female participants
reported similar levels of lifetime trauma exposure.
Inspection of participants’ overall level of functioning in-
dicated that GAF score was significantly related to the
number of traumatic events experienced (F = 36.70,
df = 1,502; p < .0001). Patients who were exposed to sev-
eral traumatic events had significantly lower GAF scores,

indicating generally worse functioning, than patients who
experienced fewer traumatic events.

DISCUSSION

This study was conducted to examine the relationships
of traumatic events and PTSD in patients utilizing pri-
mary care facilities. An overwhelming majority of pa-
tients in our sample reported experiencing at least 1 trau-
matic experience in their lifetime (83%). This finding is
similar with previous research that also reported high
levels of traumatic exposure.8,15 Examination of gender
differences indicated that although men and women dif-
fered in their reported frequency of specific traumatic
events, the overall percentage of traumatic exposure and
PTSD diagnosis did not differ significantly by gender.
The traumatic event most associated with a diagnosis of
PTSD in this sample was rape, regardless of gender, a
finding that is consistent with previous research.7,12,20 Ad-
ditionally, being attacked with a weapon and attacked
with intent to seriously injure or kill were also signifi-
cantly associated with a PTSD diagnosis in women.7 For
men, experiencing military combat increased the risk of
developing PTSD by nearly 7-fold. However, it should be
noted that participants in this study were primarily a non–
combat trauma sample, with relatively few participants
reporting a history of combat experience. Thus, this find-
ing should be interpreted with caution, as it is difficult to
compare it with past studies on combat-related PTSD.

 Although witnessing or experiencing a single traumatic
event in a lifetime is distressing in and of itself, a majority
of patients in the sample reported experiencing multiple
traumatic events, particularly those who met DSM-IV cri-
teria for PTSD at intake. The PTSD group, on average, had
experienced many more traumas than the trauma-exposed
non-PTSD subsample. For example, 49% of the PTSD
group endorsed experiencing 4 or more traumatic events
compared with 15% of the trauma (no PTSD) group. This
is consistent with a previous study which suggests that
prior trauma exposure is a risk factor for the development
of PTSD resulting from a subsequent traumatic event.21

For example, high rates of childhood trauma have been
reported in Vietnam combat veterans with PTSD, suggest-
ing a vulnerability to future trauma exposure.22,23 Other
potential hypotheses include that early-onset PTSD leads
to increased risk of subsequent trauma exposure, thereby
increasing the number of traumas patients with PTSD ex-
perience over a lifetime. Additionally, other researchers12,24

have hypothesized that frequent trauma exposure may also
be a marker of individuals with heightened emotional vul-
nerability, which helps to explain the high risk of PTSD in
such a population.

Examination of clinical characteristics of the sample
indicates that participants with PTSD had high rates of
comorbidity with other disorders, which is congruent with

Table 4. Clinical Characteristics of the No-Trauma, Trauma
(no PTSD), and PTSD Groupsa

Trauma,
No Trauma No PTSD PTSD

Characteristic (N = 86) (N = 233) (N = 185)

Comorbid disorder at intake
Uncomplicated panic 17 (20) 43 (18) 26 (14)
Panic with agoraphobia 21 (24) 61 (26) 44 (24)
Agoraphobia without a 4 (5) 13 (6) 6 (3)

history of panic disorder
Social phobia 31 (36) 79 (34) 62 (34)
Specific phobia 14 (16) 33 (14) 40 (22)
Obsessive-compulsive 2 (2) 17 (7) 17 (9)

disorder
Generalized anxiety 29 (34) 84 (36) 20 (11)

disorderb

Major depression 28 (33) 93 (40) 79 (43)
Dysthymia 6 (7) 11 (5) 8 (4)

History of alcohol/substance 35 (41) 120 (52) 115 (62)
abuse/dependencec

History of suicide attemptd 4 (5) 37 (16) 61 (33)
Global Assessment of 60.8 ± 8.2 57.8± 8.7 54.2 ± 8.6

Functioning score,
mean ± SDe

aAll values shown as N (%) unless otherwise noted. Abbreviation:
PTSD = posttraumatic stress disorder.
bχ2 = 25.20, df = 1, p < .0001.
cχ2 = 11.60, df = 1, p < .001.
dχ2 = 33.28, df = 1, p < .0001.
eF = 7.65, df = 3,498; p < .001.

Figure 1. Number of Different Traumatic Events Experienced
by the Trauma (no PTSD) Group and the PTSD Groupa

aTrauma (no PTSD) group: mean± SD number of
traumas = 2.36± 1.32; χ2 = 66.0, df = 1, p < .0001. PTSD group:
mean± SD number of traumas = 3.70± 1.76; χ2 = 66.0, df = 1,
p < .0001. Abbreviation: PTSD = posttraumatic stress disorder.
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previous studies.7,25,26 Although anxiety disorders in gen-
eral have been shown to have high comorbidity rates, it
is interesting to note that, when compared with partici-
pants with other anxiety disorders, the PTSD group had
significantly higher comorbid major depression and a
greater history of both alcohol/substance abuse problems
and suicide attempts/gestures. A disturbing but consistent
finding indicates that a diagnosis of PTSD is a significant
risk factor for suicide attempts or gestures.27 While only
6% of the no-trauma group reported a history of suicide
gestures or attempts, this proportion increased to 17% of
the trauma (no PTSD) group and 38% of the PTSD group.
Within this sample, this suicide-PTSD link was found to
be even stronger than the relationship between suicide
and major depression.

Potential limitations of our study included the lack of
blinding of raters to the trauma and anxiety disorders
diagnoses of subjects and the lack of a healthy control
group. Additionally, participants may have been hesitant
to discuss their trauma history during initial face-to-face
interviews. Given patient embarrassment, denial, and dis-
sociation, the results of the current study may underreport
the occurrence of traumatic events. Resnick et al.8 noted
that anonymity of telephone interviews might contribute
to higher and more accurate counts of traumatic events.
A final limitation concerns the assessment instrument
used to obtain reports of traumatic exposure. The measure
allowed us to obtain a tally only of the number of different
traumatic events reported, not of the total number of trau-
mas experienced. For example, if a participant endorsed
that he/she was attacked with a weapon during his/her
lifetime, it is not known if the participant had been at-
tacked with a weapon more than once.

Despite these limitations, our results with a sample
seeking treatment at primary care settings emphasize the
continued need to assess the trauma history of patients with
seemingly unrelated medical illnesses. Physicians’ in-
creased awareness will enable them to properly address
this concern and should increase the likelihood that pa-
tients with PTSD receive appropriate care. Proper assess-
ment is critical, as patients may not volunteer trauma his-
tories due to embarrassment or avoidance. They also might
feel that the trauma has no bearing on their present com-
plaint. Additionally, accurate screening for trauma and
PTSD in primary care facilities is crucial, as the clinical
presentation of PTSD symptoms may overlap with other
psychiatric disorders or somatic complaints, making it very
difficult to make an accurate diagnosis. As Brady28 states,
“ . . . diminished interest, restricted range of affect, sleep
difficulties, and poor concentration are all overlapping
symptoms of PTSD and depression. Irritability, hypervigi-
lance, and increased startle reflex are symptoms of PTSD
that overlap with GAD. When exposed to reminders of the
trauma, individuals with PTSD also have physiologic re-
activity that may present as panic attacks.”(p13) Thus, if

PTSD is not assessed appropriately, specific pharmaco-
logic interventions could potentially be dangerous to a pa-
tient with PTSD, particularly if he/she is self-medicating
or suicidal. For example, benzodiazepines could be poten-
tially lethal when taken in combination with other drugs
or alcohol. Moreover, proper diagnosis of PTSD in primary
care settings may actually assist in reducing the long-term
economic burden of PTSD. Greenberg et al.4 reported that
indirect costs associated with undiagnosed or misdiag-
nosed anxiety disorders, including PTSD, would be greatly
reduced if more effective recognition and treatment oc-
curred in primary care settings.

Recently, the Expert Consensus Guidelines for the treat-
ment of PTSD were published; they included a primary
care treatment guide that advocates querying patients about
their trauma histories, especially patients who present with
depression, anxiety, or substance abuse problems.29 Further
psychosocial and pharmacologic interventions are recom-
mended to primary care physicians, including early inter-
vention and prevention strategies and recommended psy-
chological treatments and referral, as well as recommended
doses for somatic treatment. If incorporated into clinical
practice, these guidelines would greatly assist clinicians in
remaining alert to the symptoms of PTSD and offering
patients appropriate pharmacologic and psychotherapeutic
treatment options.

This study was an initial examination of PTSD findings
reported at intake of a large primary care anxiety project.
Because of the longitudinal and prospective design of this
study, future research on this study will enable us to ex-
amine how individuals with PTSD function over time, in-
cluding chronicity, remission, and relapse rates and both
the incidence and influence of comorbid disorders. Addi-
tionally, this design will allow us to examine how new
traumas contribute to the course of PTSD, which may help
researchers and clinicians understand the long-term course
of this disorder and aid in the development of new inter-
vention strategies to treat it.
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