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Objective: Previous studies have identified a
high prevalence (25%–80%) of trauma among
American Indian and non–American Indian ado-
lescents and adults. However, only a fraction of
traumatized individuals develop posttraumatic
stress disorder (PTSD). This article examines the
relationships of gender and trauma characteristics
to a diagnosis of PTSD among a community
sample of traumatized American Indian
adolescents and young adults.

Method: Complete data were collected from
349 American Indians aged 15 to 24 years who
participated in a cross-sectional community-based
study from July 1997 to December 1999 and
reported experiencing at least 1 traumatic event.
Traumatic events and PTSD were assessed using
a version of the Composite International Diagnos-
tic Interview. Logistic regression determined the
relationships of gender, trauma type, age at first
trauma, and number of traumas to the develop-
ment of PTSD.

Results: Forty-two participants (12.0% of
those who experienced a traumatic event) met
criteria for lifetime PTSD. While all 4 of the in-
dependent variables noted above demonstrated
univariate associations with PTSD, multivariate
logistic regression analyses indicated that
only experiencing a sexual trauma (odds ratio
[OR] = 4.45, 95% confidence interval [CI] = 1.76
to 11.28) and having experienced 6 or more trau-
mas (OR = 2.53, 95% CI = 1.06 to 6.04) were
independent predictors of meeting criteria
for PTSD.

Conclusion: American Indian children and
adolescents who experience sexual trauma and
multiple traumatic experiences may be at partic-
ularly high risk for developing PTSD.
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rauma and traumatic experiences are highly preva-
lent in both American Indian1,2 and non–AmericanT

Indian populations.3–7 Perkonigg et al.8 found that ap-
proximately 22% of adolescents and young adults (aged
14–24 years) reported having experienced at least 1 trau-
matic event. Rosenman6 found that 57% of a general
population sample of adults (18 and older) in Australia
reported a positive life history of experiencing 1 or more
traumas. Other studies3–5,9,10 estimate the lifetime preva-
lence of traumatic exposure at 40% to 80% in adults.

While trauma is a common experience, the develop-
ment of posttraumatic stress disorder (PTSD) is not, par-
ticularly in community studies.11 Rosenman6 reported a
12-month prevalence rate of 1.5% among the Australian
general population (aged 18 years and older) and of 2.8%
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among those who endorsed lifetime trauma. Perkonigg et
al.8 obtained 12-month prevalence rates of 1% in males
and 2.2% in females (aged 14–24 years). The National
Comorbidity Survey9 yielded lifetime prevalence rates of
2.8% and 10.3% for male and female adolescents and
young adults (aged 15–24 years), respectively, in the U.S.
general population.

When contrasted with the high frequency of trauma,
the relatively low prevalence of PTSD raises the question
of what factors predispose a person to develop PTSD
after exposure to trauma. Research to date regarding po-
tential risk factors for developing PTSD has focused on
specific characteristics of an individual’s traumatic expe-
riences (i.e., type of trauma, number of traumas, and age
at traumatic experience) as well as female gender.

The contribution of trauma type to development of
PTSD has been explored in several studies. Findings
from these studies6,12–16 suggest that violent traumas are
more likely to lead to the development of PTSD than
other types of traumas. For example, Runyon and
Kenny15 suggested that in abused children the nature of
the abuse is an important predictive factor in the develop-
ment of PTSD symptomatology. Rosenman6 suggested
that the type of trauma experienced is the most important
factor in determining an individual’s vulnerability to
PTSD. Several studies12–14,16 suggest that children who
are victims of violence are at high risk for developing
symptoms of PTSD.

Sexual trauma has also been investigated as a con-
tributor to the development of PTSD. Deblinger et al.17

explored the relative frequency of PTSD in sexually
abused, physically abused, and nonabused children. The
study showed trends suggesting that sexual abuse is more
likely to lead to the development of PTSD compared to
physical abuse. Subsequent studies6,18–20 also found that
sexual assault has a stronger association with the devel-
opment of PTSD than other types of traumas.

The number of traumatic events experienced by an
individual has also been suggested to play a role in the
development of PTSD. Perkonigg et al.8 suggested that
experiencing more than 1 trauma was significantly asso-
ciated with an increased frequency of lifetime PTSD.
Rosenman6 found a modest but significant association be-
tween the number of traumas experienced and a diagnosis
of PTSD.

With regard to the impact of age at first trauma on the
development of PTSD, it has been suggested that experi-
encing a given trauma at a younger age may be a signifi-
cant risk factor. In their study of child and adolescent sur-
vivors of Hurricane Hugo, Lonigan et al.21 found that
younger children reported more symptoms of PTSD after
the natural disaster. Perkonigg et al.8 suggested that indi-
viduals who first experienced their worst traumatic event
as young children were significantly more likely to de-
velop PTSD than those who did not.

Gender is thought to play an important role in vulner-
ability to the development of PTSD symptoms following
a traumatic event. Lonigan et al.21 suggested that girls
may be more susceptible to developing PTSD than boys.
In a study of high school juniors exposed to a violent ur-
ban environment, Berton and Stabb12 found that females
tended to score higher on measures of PTSD despite a
lower rate of exposure to violence. Breslau et al.3,4 found
rates of PTSD to be approximately 1.8 times higher in
women than men despite a slightly lower rate of trauma
exposure in women compared to their male counterparts.
Rosenman6 found that 3.8% of women reporting trauma
met criteria for PTSD, as opposed to 2.0% of men with a
history of trauma. Similarly, Perkonigg et al.8 found that,
while females were less likely than males to experience a
traumatic event (17% vs. 26%, respectively), females ex-
hibited a significantly higher rate of PTSD.

One potential confounding factor in interpreting data
regarding the influence of gender on PTSD is the high rate
of sexual trauma among females—the type of trauma
strongly associated with the development of PTSD as
noted above. Women are 13 times more likely than men
to experience rape and 4.4 times as likely to experience
sexual assault.9 However, data comparing rates of PTSD
in response to common stressors unrelated to violence
or sexual trauma also suggest a greater vulnerability to
PTSD in female subjects.22,23 Some authors suggest that
the higher rate of PTSD in women is due primarily to a
greater vulnerability to the effects of interpersonal vio-
lence among women as compared to men.24,25

While researchers have identified specific associations
between trauma type and gender and the development of
PTSD, the impact of ethnic differences on the prevalence
of PTSD is less well characterized. It has been suggested
that Hispanic and African American Vietnam war veter-
ans may have a higher rate of PTSD than their white
counterparts.26 More recently, Galea et al.27 found that
Hispanic ethnicity appeared to be a vulnerability factor
for development of PTSD among residents of Manhattan
following the September 11th terrorist attacks. These
studies suggest the possibility that racial and ethnic vari-
ations may affect an individual’s vulnerability to trauma.
It is possible that this association between ethnicity and
PTSD could be conferred by as yet uncharacterized fac-
tors, such as differences in family structure, community
supports, access to care, or comorbid psychiatric or medi-
cal illness. More studies are needed to further elucidate
the relationship between ethnicity and PTSD symptoms.

Currently, the few available studies on the rates of
trauma and PTSD in American Indian and Alaska Native
populations suggest that trauma is a prevalent problem in
Indian communities. For example, Novins et al.2 reported
that 68% of male and female American Indian adolescents
admitted to a residential substance abuse treatment
program were victims of sexual, physical, or emotional
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abuse. Gray and Nye1 emphasized the significant psycho-
social impacts of trauma on Native communities. Beals et
al.28 found that PTSD was significantly more prevalent
among American Indian Vietnam veterans than white Viet-
nam veterans but demonstrated that such differences can
largely be explained by differential exposure to combat
stress.

In this study, we examined the prevalence and corre-
lates of PTSD among a community sample of American
Indian adolescents and young adults (aged 15–24 years)
who had experienced at least 1 traumatic event in their life-
time. More specifically, the objective of this study was
to quantify the relative relationships of female gender, type
of trauma, number of traumas, and age at first traumatic
experience to the development of PTSD in traumatized
individuals. We hypothesized that female gender and
sexual trauma would be associated with a diagnosis of life-
time PTSD. We also hypothesized that the odds of devel-
oping PTSD would increase with the number of traumas
experienced. Finally, on the basis of the lower cognitive
complexity generally associated with prelatency aged chil-
dren,29,30 we also postulated that a first traumatic experi-
ence prior to the age of 7 would be associated with a
greater likelihood of meeting criteria for PTSD in adoles-
cence and young adulthood. We based this hypothesis on
the idea that children below the age of 7 tend to exhibit
preoperational thought processes,31,32 which might make
processing the impact of a traumatic event more difficult.

METHOD

Subjects
Participants were selected from 618 American Indian

adolescents and young adults aged 15 to 24 years who
were members of a Northern Plains tribe and had
participated in a community-based epidemiologic study.
The participants were pooled from 2 community samples,
the American Indian Service Utilization, Psychiatric
Epidemiology, Risk and Protective Factors Project (AI-
SUPERPFP) and the Healthy Ways project. Data collec-
tion for these 2 projects took place concurrently within
the same tribe, shared research procedures, and utilized the
same selection process (random selection from tribal
rolls), the same project staff and interviewers, and iden-
tical structured diagnostic interviews (see Measures) with
the explicit goal of combined analyses such as those
conducted here. There were no significant differences be-
tween the 2 study samples in terms of age, gender, or prev-
alence of trauma and PTSD. More details regarding AI-
SUPERPFP may be found in an article by Beals et al.33;
the interview and training manual are available at http://
www.uchsc.edu/ai/ncaianmhr/research/superpfp.htm.
More information regarding the Healthy Ways project may
be found at http://www.uchsc.edu/ai/ncaianmhr/research/
Healthy_Ways.htm. Both projects were approved by the

Colorado Multiple Institutional Review Board. Potential
participants were interviewed from July 1997 to Decem-
ber 1999. The participation rate was 69.2%.

Of these 618 American Indian adolescents and young
adults, 353 (57.1%) reported experiencing at least 1 of 16
traumatic events (described in further detail in Measures);
349 had a complete set of data for these analyses. These
individuals were the focus of our study. Of this selected
sample, 56.7% were female. The mean age of the selected
sample was 21.0 years (SD = 3.5 years).

Data Collection
Interviews were conducted by tribal members

who underwent intensive training in research and inter-
viewing procedures. Questions were administered using a
computer-assisted personal interview. Extensive quality
control procedures verified that all portions of the loca-
tion, recruitment, and interview procedures were con-
ducted in a standardized, reliable manner. Tribal approval
was given prior to initiation of the study, and parental/
guardian consent was obtained prior to administration of
the interview to minors.

Measures
Data for these analyses were drawn from the AI-

SUPERPFP interview trauma section (section F), which
was derived from multiple sources34–36 and designed to in-
clude the most common traumas reported in American
Indian and other populations. Respondents were asked
about 16 categories of possible traumatic events. Ten of
these categories inquired about an event that the respon-
dent may have experienced such as being in a natural
disaster, being in a life threatening accident, or being
abused. Two concerned witnessing an event like a serious
accident. Three concerned events that happened to some-
one close such as being raped or committing suicide, and
1 provided the respondent an opportunity to identify any
other event not mentioned in the list of 15. The PTSD
questions in this section of the interview were drawn from
a version of the Composite International Diagnostic Inter-
view (CIDI)37 modified for use with American Indians.28

Independent Variables
Independent variables were gender and 3 measures of

trauma characteristics: type of trauma, number of trau-
matic events, and age at first traumatic event. We focused
on participants meeting the DSM-IV11 A1 criterion of
PTSD (i.e., “the person experienced, witnessed, or was
confronted with an event or events that involved actual or
threatened death or serious injury, or a threat to the physi-
cal integrity of self or others”) for definition of a trau-
matic event and did not require that the A2 criterion (i.e.,
“the person’s response involved intense fear, helpless-
ness, or horror. Note: in children, this may be expressed
instead by disorganized or agitated behavior”) be met in
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order to classify an event as traumatic. We used this ap-
proach because the adult A2 criterion for a traumatic event
is not strictly required for an event to be characterized as a
trauma when experienced in childhood,11 the alternative
childhood reactions described in criterion A2 are not as-
sessed by the CIDI, and researchers have raised questions
about the appropriateness of the A2 requirements in as-
sessing traumatic experiences in early childhood.38,39 In
addition, the A2 criterion presents a substantial recall
challenge for adolescents and young adults, particularly
for events that occurred in early childhood. For type of
trauma, we classified each of the 16 traumatic events in-
cluded in the PTSD module as sexual (involving rape,
sexual assault, or molestation), other violent trauma (such
as that stemming from physical abuse, nonsexual assault,
or combat), or other nonviolent trauma (such as expe-
riencing a natural disaster or witnessing trauma to others)
in order to specifically analyze the effects of sexual and
nonsexual violence, respectively. The validity of this clas-
sification schema has been suggested by previous data
detailing the significant traumatogenicity of sexual and
nonsexual violence.6,8,12–14,16,18–20

We did not require the respondents to identify 1 trauma
as “most upsetting” because of our interest in examining
the relationships between number of traumas, different
trauma types, and the development of PTSD. Our decision
was also based on the results of the Detroit Area Study,
which suggests that identifying 1 trauma as the cause of
PTSD symptoms may lead to an overestimation of the
conditional risk of PTSD from a given traumatic event.4

The number of traumatic events was calculated from
the questions regarding each of the 16 different traumas
included in the CIDI. Participants were asked the number
of times they had experienced each of these different
trauma types. The number of traumatic events was calcu-
lated as the sum of all traumatic events experienced by
an individual across the 16 different trauma types and cat-
egorized into 3 groups (1–2, 3–5, or 6 or more).

Age at first traumatic experience was also obtained
from the traumatic events questions in the CIDI, for which
participants were asked about the earliest age they had ex-
perienced each of the 16 different trauma types they en-
dorsed. We used the earliest age endorsed across these 16
trauma types as the age at first traumatic experience and
categorized it into 1 of 4 age groups (0–6 years, 7–12
years, 13–18 years, or 19–24 years).

Dependent Variable: Posttraumatic Stress Disorder
The diagnosis of lifetime PTSD was determined utiliz-

ing a computer algorithm using DSM-IV criteria.11 In
most similar studies, respondents are asked to identify the
most traumatic event they have experienced and are then
asked questions regarding PTSD symptomatology for this
trauma only. In this study, however, respondents were
asked to select the 3 worst traumas they had experienced

in their lifetimes, and the symptoms questions were asked
separately about each of the 3 events. While this approach
resulted in a higher prevalence of PTSD, it also allowed
for the more complete assessment of multiple qualifying
events on the diagnosis of PTSD.

Analyses
We conducted these analyses using the SPSS version

11.5.40 First, we compared the conditional prevalence of
PTSD in individuals who had experienced at least 1 trau-
matic event by gender and trauma characteristics. Next,
we calculated crude and adjusted odds ratios for meeting
criteria for PTSD.41 Crude odds ratios were calculated
for gender and the 3 measures of trauma characteristics
(i.e., type of trauma, number of traumas, and age at first
traumatic event). Adjusted odds ratios were then deter-
mined through the development of a logistic regression
model following the recommendations of Hosmer and
Lemeshow42 in terms of variable selection and testing of
interactions.

RESULTS

Prevalence of PTSD by Gender
and Trauma Characteristics

The prevalence of PTSD by gender and trauma charac-
teristics among those who experienced at least 1 traumatic
event is summarized in Table 1. Females had a higher
prevalence of PTSD than males (16.7% vs. 6.0%, respec-
tively). The prevalence of PTSD also varied significantly
by type of trauma. Participants who experienced sexual
traumas had the highest prevalence of PTSD (48.1%),
followed by participants who experienced other violent
traumas (16.4%). Only 2 male subjects had experienced
sexual trauma. Participants who experienced nonviolent
traumas had the lowest prevalence of PTSD (12.0%). No-
tably, 30.9% of participants who met criteria for PTSD
reported a sexual trauma, even though sexual traumas
were the least prevalent trauma type (7.7%).

The prevalence of PTSD also varied by the number
of traumas experienced. Only 5.0% of those who experi-
enced 1 to 5 traumatic events met criteria for PTSD com-
pared to 24.6% of those who experienced 6 or more trau-
mas. The prevalence of PTSD also varied by the age at
first trauma. Individuals whose first trauma occurred from
birth to 6 years of age developed PTSD at a much higher
rate than those who experienced their initial traumas at a
later age (23.7% vs. 8.8%).

Crude and Adjusted Odds Ratios
The crude and adjusted odds ratios for meeting criteria

for PTSD are detailed in Table 2. Univariate analyses
yielded significant crude odds ratios for female gender
(OR = 3.16), sexual trauma (OR = 7.62), and other vio-
lent trauma (OR = 6.46). Participants who experienced a
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first trauma by 6 years of age were more likely to meet
criteria for PTSD than participants who experienced their
first trauma from the ages of 13 to 18 years (OR = 3.58).
Participants who experienced 1 to 2 traumas were less
likely to meet criteria for PTSD than participants who ex-
perienced 3 to 5 traumas (OR = 0.15); participants who
experienced 6 or more traumas were more likely to meet
criteria for PTSD (OR = 3.15).

A multiple logistic regression model yielded adjusted
odds ratios that were significant only for sexual trauma
(OR = 4.45) and experiencing 6 or more traumatic events
(OR = 2.53). No significant interactions were identified.

Since only 2 of the 4 variables that demonstrated a
crude association with PTSD also demonstrated an ad-
justed association, we decided to explore the interrela-
tionships of our independent variables to better explain
these findings. The crude association of female gender
with meeting criteria for PTSD was explained by the
greater likelihood of females to experience a sexual
trauma (12.6% vs. 1.3%, χ2 = 15.33, p < .001) compared
to males. Similarly, the crude association of early age at
first trauma with meeting criteria for PTSD was explained
by the greater likelihood of individuals who experienced
an early trauma to have experienced a sexual trauma
(15.8% vs. 5.5%, χ2 = 8.83, p < .005) and to have experi-
enced 6 or more traumas (65.8% vs. 27.8%, χ2 = 37.12,
p < .001) compared to individuals who experienced their
first trauma after age 6. Participants who experienced
nonsexual violent trauma had a higher prevalence of

PTSD, but the variable measuring the experiencing of
these types of traumas was not significant in our final lo-
gistic regression model. Our finding that sexual traumas,
but not other violent traumas, had an independent associ-
ation with meeting criteria for PTSD was also explained
by the greater likelihood of individuals who experienced
nonsexual violent trauma to also experience a sexual trau-
ma (10.1% vs. 2.7%, χ2 = 5.78, p < .05) and 6 or more
traumas (51.3% vs. 3.6%, χ2 = 74.53, p < .001) compared
to individuals who experienced nonviolent traumas.

DISCUSSION

We tested several hypotheses regarding the likelihood
of meeting diagnostic criteria for PTSD among a commu-
nity sample of American Indian adolescents and young
adults who had experienced at least 1 traumatic event.
First, on the basis of a large study of adults done by
Rosenman,6 we postulated that sexual trauma would be
an independent risk factor for the development of PTSD.
In our study, this indeed appeared to be true for female
participants, and the higher prevalence of sexual trauma
among females appeared to account for much of the dif-
ference between male and female subjects in the fre-
quency of PTSD. Although neither of the 2 male partici-
pants who experienced a sexual trauma also met criteria
for PTSD, the low prevalence of sexual trauma among

Table 1. Prevalence of PTSD (DSM-IV) by Gender and
Trauma Characteristics in a Sample of Traumatized
American Indian Adolescents and Young Adults

Total Subjects Prevalence
(N = 349)  of PTSDa

Characteristic N % N %
Gender

Female 198 56.7 33 16.7
Male 151 43.3 9 6.0

Type of trauma
Sexualb 27 7.7 13 48.1
Other violentc 238 68.2 39 16.4
Nonviolentd 284 81.4 34 12.0

No. of traumas
1–2 127 36.4 2 1.6
3–5 96 27.5 9 9.5
6 or more 126 36.1 31 24.6

Age at first trauma
Birth through 6 y 76 21.8 18 23.7
7–12 y 100 28.7 12 12.0
13–18 y 138 39.5 11 8.0
19–24 y 35 10.0 1 2.9

aParticipants with a particular characteristic who also met criteria for
PTSD.

bTrauma involving rape, sexual assault, or molestation.
cTrauma such as that stemming from physical abuse, nonsexual

assault, or combat.
dTrauma such as experiencing a natural disaster or witnessing trauma

to others.
Abbreviation: PTSD = posttraumatic stress disorder.

Table 2. Crude and Adjusted Odds Ratios for Factors
Associated With a Diagnosis of PTSD (DSM-IV) in a Sample
of Traumatized American Indian Adolescents and Young
Adults

Crude
(unadjusted) Adjusted

Factor OR 95% CI OR 95% CI
Gender

Male (reference 1.00 1.00
group)

Female 3.16* 1.46 to 6.82 2.31 1.00 to 5.37
Type of trauma

Sexuala 7.62* 3.19 to 18.20 4.45* 1.76 to 11.28
Other violentb 6.46* 1.89 to 22.10 1.33 0.30 to 6.01
Nonviolentc 1.46 0.61 to 3.51 0.81 0.31 to 2.15

No. of traumas
1–2 0.15* 0.03 to 0.73 0.20 0.03 to 1.17
3–5 (reference 1.00 1.00

group)
6 or more 3.15* 1.42 to 7.00 2.53* 1.06 to 6.04

Age at first trauma
Birth through 6 y 3.58* 1.59 to 8.07 1.42 0.54 to 3.69
7–12 y 1.57 0.66 to 3.73 1.00 0.39 to 2.56
13–18 y (reference 1.00 1.00

group)
19–24 y 0.34 0.04 to 2.72 1.20 0.12 to 11.72

aTrauma involving rape, sexual assault, or molestation.
bTrauma such as that stemming from physical abuse, nonsexual

assault, or combat.
cTrauma such as experiencing a natural disaster or witnessing trauma

to others.
*p < .05.
Abbreviation: PTSD = posttraumatic stress disorder.
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male participants precluded any firm conclusions regard-
ing the relationship of sexual traumas to PTSD among
males. Participants who experienced nonsexual violent
trauma had a higher prevalence of PTSD, but the variable
measuring the experiencing of these types of traumas was
not significant in our final logistic regression model. This
was because the participants who experienced nonsexual
violent traumas were significantly more likely to have ex-
perienced a sexual trauma and to have experienced 6 or
more traumas compared to those individuals who had not
experienced a nonsexual violent trauma. Thus, of the trau-
ma types examined here, only sexual traumas had an inde-
pendent relationship to the development of PTSD in these
American Indian adolescents and young adults.

Second, we hypothesized that the odds of meeting cri-
teria for PTSD would increase with the number of traumas
experienced. While we expected a roughly linear relation-
ship between number of traumas and the odds of meeting
criteria for PTSD, our results suggested a threshold effect,
with those who experienced 6 or more traumas being
much more likely to meet criteria for PTSD than partici-
pants who had experienced 5 or fewer traumas. This effect
was independent of any significant interactions with gen-
der, trauma type, or age at first traumatic event. This find-
ing may be of particular significance for future studies
contrasting the impact of discrete traumatic events with
repeated, ongoing, or “chronic” trauma. From these re-
sults, it appears that a repetitive pattern of traumatic
events is substantially more likely to result in PTSD than
discrete traumas.

Our next hypothesis was that the more primitive coping
mechanisms and cognitive skills of prelatency aged chil-
dren might put them at special risk for developing PTSD.
While our analysis demonstrated that individuals who ex-
perienced early trauma (prior to age 7 years) showed a sig-
nificantly elevated rate of PTSD, we were unable to dem-
onstrate this relationship when adjusting for the effects of
experiencing a sexual trauma and 6 or more traumas. It
appears that participants who experience traumas at early
ages are more prone to the development of PTSD because
of their greater likelihood to experience both multiple
traumas and sexual traumas rather than age at their first
trauma per se. It should be noted that a small, nonsignifi-
cant effect remains for early trauma after controlling for
these other variables, suggesting that a follow-up study
with a larger sample size is warranted to further test this
hypothesis.

Our final hypothesis was that female gender would be a
significant independent risk factor for developing PTSD.
These results did not support this theory. While females
had a higher prevalence of PTSD than males, this differ-
ence was explained by the greater likelihood of females to
experience a sexual trauma. This finding is in agreement
with the data of Rosenman,6 who attributed gender differ-
ences in PTSD prevalence to the higher rate of sexual

trauma experienced by women. However, our results con-
flict with the findings of several authors. The National
Comorbidity Survey found that the significantly higher
risk for PTSD among women was not explained by differ-
ential exposure to sexual traumas.9 Stein et al.7 reported
that, even when controlling for trauma type and number
of traumas, women were more likely to develop PTSD af-
ter experiencing trauma. Breslau25 suggested that, while it
is true that women are more likely to experience sexually
assaultive events, this alone does not explain the higher
rates of PTSD. Instead she concluded that women may be
more traumatized than men by assaultive violence of all
types.

The apparent discrepancies in these studies may be
explained by methodological and sampling differences
in the studies themselves. For example, the National Co-
morbidity Survey data focused on a model whereby the
“worst trauma” (also described as the “most upsetting
trauma”) was assumed to be the sole cause of PTSD.9

Traumas experienced prior to the trauma rated as most
upsetting were not considered as potential etiologic fac-
tors or compared by gender. In our study, all traumatic
events reported by the individual were used to model the
likelihood of developing PTSD. It is also possible that
these findings are particularly reflective of the relation-
ship of gender to PTSD among rural, American Indian
adolescents and young adults. Indeed, the focus on this
understudied population represents a unique contribution
to current PTSD literature. Finally, as was the case with
early traumas, the nonsignificant parameter estimate is
large enough to warrant a follow-up study with a larger
sample size to further test this hypothesis.

Limitations
While this study had 2 key strengths—a relatively

large sample size of an understudied population and the
use of state-of-the-art epidemiologic assessments—it also
had several key weaknesses that should be considered in
interpreting the results of these analyses. First, with re-
gard to our sample, it should be noted that it was drawn
from a single American Indian tribe, and the results may
therefore not apply to other tribes. Second, as is typical of
community-based epidemiologic studies,3–9,12,35 the infor-
mation used in these analyses was based solely on the re-
ports of the research participants themselves without in-
dependent corroboration. Third, the employment of tribal
members as interviewers may have raised concerns about
potential breach of confidentiality among participants in
this study. To minimize these risks, each staff member
signed a confidentiality statement that included the spe-
cific provision that any breach would be grounds for im-
mediate dismissal. Each interviewer carried a copy of this
policy to show to participants. In addition, field supervi-
sors (also tribal members) ensured that interviewers were
not assigned to potential participants who were family
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members or otherwise well known to them. While some
participants may still have been uncomfortable in dis-
cussing certain issues, in particular males who experi-
enced sexual traumas, the rates reported here are in the
high range of those reported by other community-based
studies (with other populations), suggesting that the ef-
fects of participants being uncomfortable discussing cer-
tain issues were likely to have been minimal. Ultimately,
we believe that the advantages of employing tribal mem-
bers as interviewers, which included their knowledge of
their communities and cultural protocols, greatly out-
weighed any disadvantages. Finally, the methodology of
the study involved a cross-sectional design, which yields
data on correlates of PTSD but precludes the identification
of true risk factors.

Clinical and Research Implications
These results have important implications for clinicians

and researchers. For clinicians, our data suggest that trau-
matic experiences are common among American Indian
adolescents and young adults (57.1% of this community-
based sample) and that sexual trauma among females and
multiple traumas for both genders place an individual at
significantly elevated risk for the development of PTSD.
For researchers, these results leave several important
questions unanswered. Because of the low prevalence of
sexual traumas among the American Indian males partici-
pating in this study, future research should focus on the re-
lationship of this type of trauma to the development of
PTSD among males. Because of well-documented vari-
ability in health, risk factors, and culture, the extension of
this research to diverse American Indian tribes is critical if
we are to understand the consistency of these findings.43–45

Studies with larger sample sizes would also assist in as-
sessing the probability of modest but significant relation-
ships between early traumatic experiences and gender and
PTSD that were not significant in this study. Also, while
this study focused on the critical relationships of gender
and trauma characteristics to the likelihood of meeting cri-
teria for PTSD, other key factors such as involvement in
traditional cultural activities, family factors, comorbid
substance use and non–substance use psychiatric disor-
ders, and biological markers were not examined. Finally,
longitudinal studies that can identify risk factors rather
than correlates will be particularly valuable in understand-
ing and addressing the impact of trauma on American
Indian children, adolescents, and adults.
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