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t has long been known that pathologic stress response
syndromes can result from exposure to war,1 sexual as-
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I
sault,2 and other types of trauma.3–6 It was only with the
codification of diagnostic criteria for these responses in
the Diagnostic and Statistical Manual of Mental Disor-
ders, Third Edition (DSM-III)7 under the diagnosis of
posttraumatic stress disorder (PTSD) that epidemiologic
research on stress response syndromes began in earnest.
Most of the subsequent research on PTSD has focused on
victims of specific traumas such as physical assault,8,9

sexual assault,10,11 natural disaster,12,13 and military com-

bat.14,15 Less is known about the total population preva-
lence and societal costs of PTSD. However, it is possible
to piece together such a portrait by combining the results
of recently collected general population surveys with the
results of more in-depth studies carried out in trauma
samples. The current report attempts just this.

To find data on general population exposure to trauma,
conditional risk of PTSD among those exposed to trauma
both in focused samples of trauma victims and in general
population samples, and the adverse consequences of
PTSD, MEDLINE and current contents were searched in
the years 1995 to 1999 for published reports using the key
words trauma and PTSD.

THE MAGNITUDE OF THE PROBLEM

The Prevalence of Trauma Exposure
Any assessment of the societal impact of a disorder

must begin with a consideration of prevalence. Although a
great deal of research has been carried out on the preva-
lence of PTSD in trauma samples, less is known about the
prevalence of trauma in the general population or about
the conditional risk of PTSD among trauma victims in
the general population. The largest body of general popu-
lation data on these prevalences comes from America.
Recent U.S. surveys show that exposure to trauma is
highly prevalent. In a community survey of young adults
enrolled in a health maintenance organization (HMO) in
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the Detroit, Mich., area, Breslau et al.16 found that more
than one third of respondents already had experienced at
least 1 traumatic event by the beginning of early adult-
hood. In a survey of exposure to trauma in 4 southeastern
cities of the United States, Norris17 found that two thirds of
respondents had experienced at least 1 of the 10 traumas
inquired about at some time during their life and that one
fifth had been exposed in the past year. Resnick et al.18 car-
ried out a national telephone survey of women that in-
quired about a wide range of traumatic criminal victimiza-
tion experiences, such as being raped and physically
assaulted, and found that close to 70% of respondents had
experienced 1 or more of these events during their life.

The nationally representative data on lifetime trauma
exposure in the United States presented in Table 1 come
from the U.S. National Comorbidity Survey (NCS).19 The
NCS was a face-to-face household survey that included a
checklist of traumatic events. As shown in part I of the
table, 60.7% of men and 51.2% of women reported expo-
sure to at least 1 lifetime traumatic event. It is noteworthy
that this study used the DSM-III-R criteria to define an
event as traumatic. The prevalence of trauma exposure in-
creases when DSM-IV criteria are used as shown below.
The majority of the NCS respondents who reported trauma
exposure experienced more than 1 type of trauma. As
shown in part II of the table, the most commonly occurring
types of trauma in the NCS were witnessing a traumatic
event, personally having a life-threatening accident, and
being involved personally in a natural disaster.

DSM-IV expanded the set of stressful experiences that
qualify as trigger events for PTSD. Diagnosis with a life-
threatening illness and the sudden death of a close friend
or loved one, for example, both qualify as traumas in
DSM-IV. In 1998, Breslau et al.20 were the only ones to

publish results from a community epidemiologic survey
that assessed trauma exposure using DSM-IV criteria.
Nearly 90% of respondents in this pioneering survey re-
ported exposure to at least 1 lifetime traumatic event. Ac-
cording to these results, 37.7% of respondents experi-
enced traumatic assaultive violence (such as rape, torture,
or military combat), 59.8% experienced some other trau-
matic personal injury or shocking experience (such as a
life-threatening accident, natural disaster, life-threatening
illness, or witnessing a traumatic event), 60.0% experi-
enced the sudden, unexpected death of a loved one, and
62.4% lived through a nonfatal traumatic experience that
occurred to a loved one (e.g., daughter raped or spouse se-
riously injured in an automobile accident).

It is unclear whether these U.S. results generalize to
other developed countries. The fact that crime statistics for
extreme forms of assaultive violence such as murder and
rape are considerably higher in the United States than in
other developed countries21 means that exposure to trau-
matic interpersonal violence is likely to be lower in other
developed countries than in the United States. However,
rates of exposure to natural disasters and life-threatening
accidents, 2 of the most commonly reported traumas in the
U.S. surveys, are presumably comparable in other devel-
oped countries.

The situation is almost certainly quite different in less
developed countries, where we know that exposure to
traumatic events involving interpersonal violence is much
more common. Many less developed countries are either
controlled by repressive political regimes or are in the
midst of armed conflicts involving political, racial, or eth-
nic violence. There are well over 100 countries of this sort
in the world today.22 Large proportions of the populations
in these countries have been exposed either directly or in-
directly to terrorist acts, torture, sexual assault, and forced
relocation.23–25 To take but one of many examples from the
literature, a sample of 791 Bosnian school children aged
7–15 years in Sarajevo at the end of the city’s siege in
1994 reported that during the previous year, 85% had been
shot at by snipers, 66% had lost a family member, and be-
tween 10% and 48% had experienced various types of
physical deprivation, such as water shortage and lack of
shelter. 26

The Prevalence of PTSD
The earliest U.S. general population prevalence sur-

veys of PTSD were conducted as part of the Epidemio-
logic Catchment Area (ECA) Study.27,28 These surveys did
not attempt to estimate the prevalence of trauma exposure,
but rather asked respondents whether they ever had
trauma-related stress reactions. Based on these assess-
ments, the ECA investigators concluded that PTSD is a
rare disorder with a lifetime prevalence of only 1% to 2%.
A lifetime prevalence of 2.6% was subsequently found in
the control sample of a case control study of the Mount

Table 1. Lifetime Prevalence of Trauma Exposure by Gender
in the U.S. National Comorbidity Survey a

Men Women

Trauma Exposure % SE % SE

I. Aggregate exposure
Any trauma 60.7* 1.9 51.2 1.9
Number of traumas

1 26.5 1.5 26.3 1.7
2 14.5 0.9 13.5 0.9
3 9.5* 0.9 5.0 0.6
4 or more 10.2* 0.8 6.4 0.6

II.Exposure to particular types of trauma
Witnessing a traumatic event 35.6* 2.0 14.5 0.7
Life-threatening accident 25.0* 1.2 13.8 1.1
Natural disaster 18.9* 1.4 15.2 1.2
Threatened with weapon 19.0* 1.3 6.8 0.6
Trauma occurred to loved one 11.4 1.1 12.4 1.1
Physical attack 11.1* 1.0 6.9 0.9
Sexual assault other than rape 2.8* 0.5 12.3 1.0
Rape 0.7* 0.2 9.2 0.8
Combat exposure in a war 6.4* 0.9 0.0 …

aFrom Kessler et al.,19 with permission.
*Gender difference significant at the .05 level, 2-sided test.
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St. Helens volcanic eruption that used the same measure-
ment methodology as the ECA Study.29

However, much higher prevalences of PTSD were
found in more recent U.S. studies that included systematic
assessments of trauma exposure along with assessments of
reactivity to trauma. In an urban sample of HMO enroll-
ees, Breslau et al.16 found that 11.3% of women had a life-
time history of DSM-III-R PTSD. In a nationally represen-
tative sample, Resnick et al.18 found that 12.3% of women
had a lifetime history of DSM-III-R PTSD associated
with criminal victimization. Finally, the NCS found that
7.8% of respondents had a lifetime history of DSM-III-R
PTSD.19

Several factors that probably contribute to the much
higher prevalences of PTSD found in these recent studies
compared with the earlier ECA studies are differences in
diagnostic criteria, in assessment procedures, and in sample
characteristics. All of these differences play an important
part in prevalence estimates in previous research.30,31 An
additional important factor specific to the ECA questions
about PTSD is the way in which these questions were
asked. Respondents had to volunteer the name of their
trauma in order to report its occurrence. For example, a
woman would have to tell an interviewer out loud, “I was
raped” to report this trauma. In comparison, in the more
recent surveys, participants simply had to say yes or no in
response to questions read by interviewers. This latter pro-
cedure created greater emotional distance that may have
contributed to the much higher reports of trauma.

Resnick et al.18 suggest that the anonymity of telephone
interviews may have contributed to the comparatively high
rates of trauma reported in their study. Consistent with this
possibility, recent methodological research in the United
States shows that experimental manipulation of the ano-
nymity of responses importantly affects the prevalence
estimates of potentially embarrassing behaviors such as
drug use and sexual behavior.32 Because of this possibility,
the NCS used a self-administration procedure that in-
creased emotional distance by presenting respondents with
a trauma list and by referring to these events by number
rather than name. This procedure may have contributed to
the comparatively high prevalences of PTSD found in the
NCS, despite administering interviews face-to-face rather
than by telephone.

Estimates of the prevalence of PTSD in the general
populations of other countries are lacking. Based on the
preceding evidence on differential exposure to stress and
the premise that people exposed to the same traumas in
different countries are at comparable conditional risk of
PTSD, it is plausible to assume that the prevalence of
PTSD is somewhat lower in other developed countries and
considerably higher in many less developed countries.
However, as detailed in the next section of the article, the
assumption of comparable conditional risks may not be
plausible.

The Conditional Risk of PTSD
Among Trauma Victims

The conditional risk of PTSD among trauma victims in
U.S. samples varies enormously depending on the type of
trauma to which they were exposed. Illustrative results
from the NCS are presented in Table 2.19 The general pat-
tern in this table and in other U.S. studies9,20,33 is that the
risk of PTSD is much greater after exposure to a trauma
involving assaultive violence than after other forms of
trauma. As noted previously, there is good reason to be-
lieve that the prevalence of traumas involving assaultive
violence is higher in the United States than in most other
developed countries. This suggests that, all else being
equal, the prevalence of PTSD is probably higher in the
United States than in other developed countries.

Comparative data from studies carried out in trauma
samples in other developed countries yield no systematic
evidence that conditional risk of PTSD differs from that in
the United States. For example, Shalev et al.34 found that
29.9% of a heterogeneous sample of trauma victims in
Israel who presented with minor injuries due to their
trauma developed PTSD, while Brewin et al.35 found that
20% of a heterogeneous sample of crime victims recruited
from a community sample in England developed PTSD.
These conditional risks are quite similar to the 20.9% of
victims of assaultive violence who developed PTSD in the
1998 community survey in the United States conducted by
Breslau et al.20 Another example is that studies of PTSD
among professional firefighters exposed to traumatic
stress show similar conditional risks of PTSD in the
United States, Canada, and Germany.36,37 Adding a final
example, data collected in the Republic of Ireland found
that 9% of the people seeking medical treatment for minor
injuries associated with a motor vehicle accident subse-
quently developed PTSD.38 This corresponds well with the
7.5% risk of PTSD among accident victims in the NCS.19

As one might expect, the available evidence suggests
that risk of PTSD is considerably higher among people

Table 2. Conditional Risk of Posttraumatic Stress Disorder
(PTSD) Associated With Particular Types of Trauma by
Gender in the U.S. National Comorbidity Surveya

Men Women

Trauma Exposure % SE % SE

Exposure to particular types of trauma
Witnessing a traumatic event 6.4 1.2 7.5 1.7
Life-threatening accident 6.3 1.8 8.8 4.3
Natural disaster 3.7 1.8 5.4 3.8
Threatened with weapon 1.9* 0.8 32.6 7.8
Trauma occurred to loved one 4.4* 1.4 10.4 2.0
Physical attack 1.8* 0.9 21.3 7.3
Sexual assault other than rape 12.2* 5.3 26.5 4.0
Rape 65.0 15.6 45.9 5.9
Combat exposure in a war 38.8* 9.9 … …

Any trauma 8.1 1.0 20.4 1.5
aFrom Kessler et al.,19 with permission.
*Gender difference significant at the .05 level, 2-sided test.
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from less developed countries who have been exposed
to prolonged traumatic experiences associated with politi-
cal or ethnic violence. Representative epidemiologic stud-
ies have not been carried out in these countries, but a num-
ber of studies of refugee populations have been done.39–41

These studies show clearly that the conditional risk of
PTSD is substantially higher among people exposed to
these types of ongoing horrific trauma than among victims
of the traumas more characteristic of developed countries.
For example, 65% of the Bosnian refugees resettled in the
United States suffered from PTSD,41 while 72.8% of the
Palestinian children exposed to war trauma experienced
PTSD.42

PTSD Over the Life Course
All of the previously discussed general population stud-

ies involving PTSD in the United States focused on the
lifetime prevalence of PTSD rather than on its point preva-
lence. This was dictated by a methodologic feature of gen-
eral population PTSD assessment that is not shared with
other mental disorder assessments. PTSD identification
begins by the interviewer focusing on a particular event.
Interviewers in general population surveys start with ques-
tions about lifetime exposure to traumatic events. As men-
tioned earlier, the majority of respondents in U.S. surveys
report lifetime exposure to more than a single traumatic
event. Since assessing PTSD for each of these traumas is
not feasible, the interviewer asks respondents to choose the
“worst” or “most upsetting” lifetime trauma for PTSD as-
sessment. The assumption is that anyone not meeting cri-
teria for PTSD after this most extreme trauma is unlikely
to do so after a lesser trauma, yielding a fairly accurate
lower bound estimate of lifetime prevalence of PTSD.

This approach makes sense for the estimation of life-
time prevalence, but it creates problems for evaluating the
societal burden of PTSD. It gives us no way either to know
how many people in the population suffer from PTSD at a
point in time or to determine the typical lifetime duration
of PTSD. Some information is available on the typical
duration of PTSD associated with specific events. The
NCS found that the median duration of PTSD associated
with worst lifetime trauma is between 3 years (among re-
spondents who obtained treatment) and 5 years (among
respondents who did not receive treatment).19 However,
these estimates ignore the very real possibility that people
may experience PTSD more than once in their lives. This
is particularly likely in light of the fact that a great many
people report exposure to multiple traumas over the life
course.

This uncertainty can be resolved by including 2 assess-
ments of PTSD rather than 1 in community epidemiologic
surveys, as discussed in more detail elsewhere.43 The first
assessment would be linked to the respondent’s self-
reported most upsetting event, in order to classify the re-
spondent in terms of lifetime prevalence. The second

assessment would then be linked to 1 event selected at ran-
dom from all those reported by the respondent in order to
generate more representative information at the aggregate
level. The data regarding prevalence of PTSD associated
with the random event would subsequently be weighted to
adjust for between-person differences in number of life-
time traumas.

Data collected in this way can be combined to recon-
struct a portrait of the lifetime duration of PTSD. The pre-
viously mentioned community epidemiologic survey of
Breslau et al.20 is the only research to date ever to imple-
ment this strategy. The results illustrate the potential of
this method and document the enormity of the burden of
PTSD in the lives of individuals who have this disorder.
Nearly 90% of respondents in this survey reported expo-
sure to at least 1 DSM-IV traumatic event in their lifetime,
and these participants averaged exposure to 4.8 lifetime
traumas. The probability of PTSD from the most upsetting
trauma was 13.6%, while the probability of PTSD was
9.2% for the randomly selected trauma (N.B., the most
upsetting trauma also could be selected as the random
trauma). This means that there were close to 40 episodes
of PTSD for every 100 people in the sample (i.e., 9.2% ×
4.8 × 90%) and that these episodes were concentrated
largely in 12% of the population (i.e., 13.6% × 90%). Fur-
ther, this means that this 12% of the population average
3.3 episodes of PTSD during their life (40/12). Since the
average duration of each episode is reported to be more
than 7 years, these results suggest that the typical person
with PTSD has a duration of active symptoms lasting for
more than 2 decades.

These results are striking in 2 respects. First, they raise
a comparatively neglected issue in the PTSD literature: a
substantial proportion of people with a history of PTSD
experience multiple episodes of the disorder associated
with different traumas. Second, they show that the average
lifetime duration of PTSD is much longer than previously
estimated in studies that focused on reactions to single
traumas. It is not clear whether these results apply only to
the United States. The existence of multiple episodes of
PTSD in a single individual might be more true in some
countries than others because of variation in the nature of
the traumatic events to which people are exposed. In the
United States, and presumably in other developed coun-
tries as well, the majority of qualifying traumas for PTSD
are discrete rather than ongoing. It is also fairly common
to find people who report multiple exposures to trauma
over the life course. This pattern of exposure would be ex-
pected to lead to a high proportion of lifetime cases who
have multiple episodes associated with different traumatic
experiences.

The situation is probably different in less developed
countries, where traumas are more likely to be associated
with ongoing war, famine, political repression, and sectar-
ian violence. It is not implausible to posit that a more
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chronic form of PTSD is found in situations of this sort.
Indeed, there is evidence consistent with this speculation
showing that the PTSD found among victims of chronic
interpersonal trauma from less developed countries who
have emigrated to Western countries is much more likely
to be chronic than the PTSD associated with the acute
traumas more characteristic of developed countries.44

Not only are patients who suffer from the effects of
chronic interpersonal violence more likely to have chronic
PTSD, but the symptom profile is likely to be more com-
plex and often involves severe forms of dissociation not
found in more typical cases of PTSD. So distinct is this
profile, in fact, that some researchers have argued for the
creation of a separate diagnosis to characterize this re-
sponse. Advocates of this new diagnosis refer to it as
“complex PTSD”45,46 or “disorders of extreme stress not
otherwise specified” (DESNOS).47,48 Although this pro-
posed diagnosis is not included in DSM-IV due to the fact
that the vast majority of patients with this symptom cluster
also meet criteria for PTSD, it is nonetheless clear that a
complex PTSD subtype exists. This subtype is more
chronic and disabling than other cases of PTSD, and it is
particularly common among patients who were exposed at
an early age to chronic traumatic interpersonal violence.
Based on this result, it seems likely that PTSD over the life
course is more chronic and the symptom profile more
complex and disabling in less developed countries than in
developed countries.

THE CONSEQUENCES OF PTSD

Secondary Mental Disorders
A number of studies in both treatment samples49–51 and

general population samples9,29,52 document high rates of
psychiatric comorbidity among people with PTSD. At
least 2 possible explanations exist. One explanation is that
a prior history of other mental disorders might be associ-
ated with increased risk of PTSD, either as a risk factor or
as a marker.53 This could be due either to an increased
probability of trauma exposure or to an increased condi-
tional risk of PTSD after exposure to trauma in individuals
with mental disorders. The other possible explanation is
that PTSD might be associated with increased risk of sub-
sequent disorders.

Survival analysis was used in the NCS to study the ef-
fects of PTSD on the onset of subsequent DSM-III-R dis-
orders (Table 3). The survival analysis models used PTSD
as a time-varying predictor of the subsequent first onset of
the mood, anxiety, and substance use disorders considered
in Table 3. Controls were included in these equations for
age and cohort, although the effects of these control vari-
ables are not shown in the table. The results are clear: re-
spondents with PTSD are substantially more likely to de-
velop other anxiety, mood, and substance disorders than
other respondents without PTSD. An important related

subsequent result is that the elevated risk of secondary dis-
orders disappears with the remission of PTSD symptoms.
In other words, if we divide the sample of people with a
history of PTSD into those with an active disorder and
those in remission, we find that it is only those with active
PTSD who have elevated risk of secondary disorders. This
means that the causal mechanism leading to the associa-
tion between PTSD and the subsequent onset of other dis-
orders is not due to some underlying vulnerability to
PTSD, but rather to factors associated with PTSD itself.
Although this finding does not prove that PTSD causes
secondary disorders, it is consistent with the possibility
that this is so.

Analyses comparable to those shown in Table 3 were
also carried out in the NCS to study the effects of PTSD on
suicidal behaviors. The results are presented in Table 4,54

where we see that people with PTSD are 6 times as likely
as demographically matched controls to attempt suicide. A
decomposition of this total effect shows that the impact of
PTSD is strongest in predicting onset of suicidal ideation
and weaker, although still statistically significant, in pre-
dicting both the development of a suicide plan and the oc-
currence of an impulsive, unplanned attempt. It is note-
worthy that comparative analyses in the NCS found that
PTSD has a stronger association with suicidality than any
other anxiety disorder.54 This result is especially striking
in light of the suggestion that panic disorder might be as
important as depression in promoting suicidal behav-
ior.55,56 PTSD, which was not examined in these earlier

Table 3. The Effects of Prior PTSD in Predicting Subsequent
First Onset of Other DSM-III-R Disorders by Gender in the
U.S. National Comorbidity Surveya

Men Women

DSM-III-R Disorder ORb 95% CI ORb 95% CI

Mood disorders
Major depressive episode 5.7* 4.0 to 8.2 3.4* 2.7 to 4.2
Dysthymia 5.3* 3.2 to 8.7 4.4* 3.1 to 6.1
Mania 15.5* 5.0 to 48.0 4.1 0.9 to 19.7

Anxiety disorders
Generalized anxiety

disorder 5.3* 3.2 to 8.8 2.9* 1.9 to 4.4
Panic disorder 4.6* 2.1 to 10.0 3.1* 2.1 to 4.6
Social phobia 3.0* 2.0 to 4.5 2.3* 1.8 to 3.1
Simple phobia 6.0* 3.9 to 9.2 2.3* 1.8 to 3.0
Agoraphobia 4.4* 2.3 to 8.4 3.2* 2.3 to 4.4

Substance use disorders
Alcohol abuse 2.0* 1.3 to 2.9 2.1* 1.7 to 2.7
Alcohol dependence 3.0* 2.1 to 4.2 3.2* 2.5 to 4.2
Drug abuse 2.2* 1.5 to 3.3 3.7* 2.8 to 4.9
Drug dependence 3.7* 2.3 to 5.9 4.2* 2.9 to 6.3

aPreviously unpublished data from the U.S. National Comorbidity
Survey.
bOdds-ratios (ORs) were obtained by exponentiating coefficients from a
series of discrete-time survival equations with the person-year as the
unit of analysis in which PTSD was a time-varying predictor of the
subsequent first onset of the other disorders. Age at onset information
was obtained from retrospective reports. All equations controlled for age
and cohort. Diagnoses are defined without DSM-III-R hierarchy rules.
*Significant at the .05 level, 2-sided test.
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studies, is clearly a more powerful risk factor than panic
disorder for suicide attempts in the NCS.

As with other results reviewed above, it is unclear
whether these findings regarding the prevalence of comor-
bidity in PTSD generalize beyond the United States. It ap-
pears to be the case from the U.S. data that risk of second-
ary comorbid disorders is significantly related to the
complexity of the PTSD reaction, which, in turn, is associ-
ated with the severity of trauma.57 This finding suggests
that trauma victims in less developed countries are more
likely than those in developed countries to experience sec-
ondary comorbid anxiety and mood disorders associated
with their PTSD.

Effects of PTSD on Role Functioning
Clearly, the rise of cost-effectiveness analysis and cost-

benefit analysis as tools in making health care resource
allocation decisions has led to a great increase in research
on the adverse societal costs of illness.58–60 Most research
on this topic in the mental arena has focused on depres-
sion61–63 and has concluded that major depression is among
the most burdensome diseases in the world.59 To my knowl-
edge, only 1 published report64 has considered PTSD
among the disorders studied in this way. This report was
based on analysis of the NCS data and examined the effects
of mental disorders on work loss (missing a full day of
work) and work cutback (either missing part of a day or
working less efficiently than usual) during the month prior

to the interview.64 Relevant results
are reproduced in Table 5.

As shown in Table 5, the
amount of work impairment asso-
ciated with PTSD is very similar to
the amount of work impairment as-
sociated with major depression,
but less than the impairments asso-
ciated with panic disorder. Assum-
ing an annual prevalence of PTSD
based on the duration analysis us-
ing the 1998 Breslau et al. data20

described earlier in this article, and
a value of a lost work day equal to
the average wage in the U.S. labor
force, the roughly 3.6 days of work
impairment per month associated
with PTSD translates into an an-
nual productivity loss in excess of
$3 billion in the United States.

Effects of PTSD on
Life Course Opportunities

It is important to note that the
estimates of productivity loss asso-
ciated with PTSD that are refer-
enced above use actual work roles

as a starting point. The analysis focused solely on devia-
tions from the respondent’s typical daily functioning and
ignored any chronic functional impairment embodied in
structural deficits. For example, a trauma victim who
works in a low paid job because he or she is unable to cope
with the stresses of a higher paid job is not considered to
exhibit any deficit in functioning unless he or she has per-
formance problems on the current, low paid job.

An evaluation of the effects of PTSD on these larger
life course opportunities requires the researcher to take
a broader perspective than the one found in typical cost-
benefit analyses. A series of reports from the NCS did this
by using information on the age at onset of mental disor-
ders to study effects in predicting subsequent transitions in
educational attainment,65 child-bearing,66 marriage,67 and
earnings.68,69 The results clearly show that mental disor-
ders in general, and PTSD in particular, are associated
with significantly elevated risk of many different adverse
life course consequences. In terms of standardized (for
sociodemographics) odds ratios, NCS respondents with
PTSD had 40% elevated odds of high school and college
failure, 30% elevated odds of teenage childbearing, 60%
elevated odds of marital instability, and 150% elevated
odds of current unemployment at the time of interview
compared to people without PTSD.

It is unclear whether similar effects exist in other coun-
tries. It is relevant to note that NCS analyses found that the
most extreme adverse effects of traumatic events are asso-

Table 4. The Effects of Prior PTSD, Mood Disorders, and Anxiety Disorders in
Predicting Subsequent First Onset of Suicidal Thoughts and Behaviors in the
U.S. National Comorbidity Surveya

PTSD Mood Disorders Anxiety Disorders

Suicide Behavior ORb 95% CI ORb 95% CI ORb 95% CI

Attempted suicide 6.0* 3.4 to 10.7 12.9* 7.8 to 21.3 3.2* 2.0 to 5.2
Suicidal ideation 5.1* 3.9 to 6.8 10.7* 8.4 to 13.5 2.8* 2.2 to 3.5
Suicide plan among ideators 2.4* 1.7 to 3.3 1.9* 1.3 to 2.8 1.7* 1.1 to 2.5
Impulsive attempt among

ideators without plan 1.7* 1.1 to 2.7 1.7* 1.2 to 2.6 1.3* 1.0 to 1.7
Planned attempt among

ideators with plan 1.0 0.6 to 1.6 2.0* 1.2 to 3.4 1.0 0.7 to 1.5
aFrom Kessler et al.,54 with permission.
bOdds-ratios (ORs) were obtained by exponentiating coefficients from a series of discrete-time
survival equations similar to those used to generate the results in Table 3.
*Significant at the .05 level, 2-sided test.

Table 5. The Effects of Current PTSD, Major Depression, and Panic Disorder in
Predicting 30-Day Work Loss Days and Work Cutback Days in the U.S. National
Comorbidity Surveya

PTSD Major Depression Panic Disorder

Outcome Days/Monthb SE Days/Monthb  SE Days/Monthb SE

Work loss days 0.8 0.6 0.4 0.3 1.4 1.0
Work cutback days 2.8* 1.0 2.8* 0.7 4.9* 1.6
aFrom Kessler and Frank,64 with permission.
bCoefficients were obtained for a series of linear regression equations to predict number of work
loss or work cutback days in the 30 days prior to the interview. All equations controlled for
sociodemographic variables.
*Significant at the .05 level, 2-sided test.
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ciated with complex ongoing traumas that occur in child-
hood such as parental violence in conjunction with father
alcoholism and mother depression.57 These experiences
affect both basic lifelong patterns of interpersonal rela-
tions and success in mastering the basic educational skills
needed for later learning and role performance. Such ex-
periences are comparatively rare in the United States and
presumably also in other developed countries, where the
majority of exposure to traumatic events is acute and oc-
curs to adults. However, the situation is different in less
developed countries in the throes of political and ethnic
violence, where entire generations of children are exposed
to ongoing horrific traumas, including sexual and physical
assault, forced relocation, and witnessing of atrocities. It is
almost certain that the emotional scars of these experi-
ences are deeper and their long-term life course conse-
quences are more dire than those found in the U.S. studies.

Help-Seeking
General population research in the United States esti-

mates that 38% of people with PTSD are in treatment in a
given year.70 The majority of these patients (28% of cases
and 75% of those in treatment) are seen in the medical sec-

tor of the treatment system, while the others are in the hu-
man services sector (e.g., seen by spiritual counselors or
social workers) or the self-help sector. Approximately
22% of those with PTSD (58% of those in treatment) are
in treatment with a psychiatrist, clinical psychologist, or
other mental health professional. These rates of treatment
are comparable to those found among people with major
depression (36% any treatment), but higher than those
among people with the other anxiety disorders (23%) or
with substance use disorders (23%).

As shown in Table 6, the most commonly reported rea-
son for not being in treatment among the 62% of PTSD
cases in the NCS who were not in treatment is that those
respondents did not think they had a problem. Even re-
spondents who reported quite severe impairment cited this
reason. Those who recognized their need for help provided
a number of other reasons. The most common of these
were the expense of treatment, uncertainty about where to
go for help, thinking the problem will get better by itself,
and wanting to solve the problem on one’s own. The aver-
age respondent with a perceived need for treatment gave 4
different reasons for not seeking help. There is no avail-
able evidence as to whether similar or different patterns of
reasons for failing to seek treatment exist in other coun-
tries. One can certainly imagine that the situation is a good
deal worse in countries where access to professional treat-
ment is more restricted than in the United States.

DISCUSSION

PTSD is a commonly occurring disorder that often
has a duration of many years and is frequently associated
with recurrences related to exposure to multiple traumas.
The impairment associated with PTSD in U.S. samples is
comparable to, or greater than, that of other seriously im-
pairing mental disorders. This impairment includes both
failure to realize one’s potential in terms of education,
marriage, and employment and impairment in day-to-day
role functioning. The costs to the individual are substantial
both in financial terms and in broader human terms. Risk
of suicide attempts, an especially important indicator of
extreme distress, is particularly high among people with
PTSD.

The costs of PTSD to society are also substantial.
For example, the constellations of individual life course
consequences of PTSD reviewed earlier in this article—
educational failure, teen childbearing, and marital instabil-
ity—are the main factors in welfare dependency in West-
ern societies. The costs of public assistance are societal
costs paid by all taxpayers rather than by the welfare re-
cipients themselves. A number of innovative welfare-to-
work programs are currently being carried out in response
to welfare reform legislation in the U.S.71,72 Early reports
from evaluations of these programs suggest that their suc-
cess hinges on the mental health of welfare recipients.73

Table 6. Reasons for Not Seeking Treatment Among
Non-Patients With 12-Month PTSD by Gender in the
U.S. National Comorbidity Surveya

Men Women

Reason % SE % SE

Lack of perceived need
Did not have a problem requiring

treatment 66.2 7.8 60.0 6.0
Reasons among non-patients with

perceived need
Situational barriers

Unsure about where to go 40.0 11.5 49.4 9.6
Inconvenient 43.4 16.7 29.4 7.6
Language problem 11.9 8.3 5.4 4.8
Could not get an

appointment 1.6 1.7 8.0 4.8
Any 62.9 16.1 56.4 9.5

Financial barriers
Treatment was too expensive 46.5 12.3 48.2 8.9
Health insurance would not

cover treatment 42.9 12.1 29.8 6.8
Any 57.3 12.6 50.1 9.5

Perceived lack of effectiveness
It would not help 59.4 15.5 25.6 8.2
Went in the past and it did not

help 21.3 9.4 17.3 6.7
Not satisfied with services 23.3 10.3 11.3 4.7
Any 66.2 14.9 40.4 8.0

Other
Wanted to solve on own 54.2 12.3 67.5 8.7
Thought the problem would

get better by itself 43.4 11.6 66.5 8.9
The problem went away by

itself 4.0 3.0 32.6 8.2
Afraid of forced hospitalization 34.6 12.7 22.0 7.2
Stigma 23.0 7.9 17.3 6.0

aPreviously unpublished data from the U.S. National Comorbidity
Survey.



© Copyright 2000 Physicians Postgraduate Press, Inc.

One personal copy may be printed

11J Clin Psychiatry 2000;61 (suppl 5)

The Burden of PTSD

This is a population that carries an extremely high burden
of psychopathology, with PTSD featuring prominently in
this profile. It might well be that these evaluations will
conclude that early outreach and treatment of people with
emotional problems prior to their arrival on the welfare
rolls cost less than the long-term societal costs associated
with failure to provide early and effective treatment.

The societal costs of PTSD are likely to be substantially
greater in the many countries throughout the world that
have been ravaged by years of political and ethnic vio-
lence. These countries must reconstruct a viable social
structure and economy so that they can take their place
within the world order. This task requires a citizenry pos-
sessing basic cognitive and interpersonal skills that are
lacking among victims of widespread trauma. In the ab-
sence of this human capital, it is difficult to see how viable
social structures can be created. We are beginning the
phase of world economic development in which leaders of
developing countries must become concerned about the
functional capacity of the workers in their countries com-
pared to the workers in other countries.74 Only when this
realization drives us to systematically assess the impact of
emotional functioning on productive capacity will we ap-
preciate the full societal impact of trauma and PTSD on
this domain of life. The evidence reviewed in this article
leads us to believe that the impact will be staggering, that
the toll in terms of emotional pain and suffering will be as
large as the effect on productive capacity, and that the pro-
cess of healing will have to be measured in terms of gen-
erations rather than years.
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