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Abstract

Background: Epidemiological studies have consistently reported rates of posttraumatic stress disorder (PTSD)
in women that are twice that of men. In men and women, PTSD has been associated with comorbid medical
conditions, medical symptoms and lower self-rating of health. In low-income urban women, rates of PTSD are
even more elevated than in suburban women and may be related to observed health disparities.
Methods: In this study, 250 women seeking healthcare at an urban clinic were interviewed for a PTSD diag-
nosis, major depressive disorder (MDD), the experience of traumatic events, the experience of current and past
common medical conditions and symptoms, and subjective rating of health. A chart review was used to assess
healthcare use in the past year.
Results: More current (5.2 vs. 3.8, p � 0.05) and past medical conditions (4.6 vs. 3.3, p � 0.05) were reported
by women with a lifetime history of PTSD than by women without this history, after controlling for demo-
graphics and current depression. Women with lifetime PTSD also had more annual clinic appointments (5.9 vs.
3.8 p � 0.03) and were 2.4 times (p � 0.05) more likely to report lower appraisal of their physical health.
Conclusions: These findings suggest that urban health-seeking women with PTSD experience health impair-
ments that may cause increased morbidity and that healthcare providers should consider the health ramifica-
tions of PTSD when providing medical care to women. 
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Introduction

TRAUMATIC EVENTS OCCUR IN �90% of people in their life-
time, with most traumatized individuals recovering.

However, if trauma is assaultive or if the individual is fe-
male or resides in an urban area, the risk for posttraumatic
stress disorder (PTSD) development is elevated.1,2 PTSD de-
velops in one fifth of traumatized individuals and is the most
common psychiatric ramification following the experience of
a traumatic event.1–3 Symptoms of PTSD include reexperi-
encing the traumatic event through intrusive dreams or
thoughts, avoidance of or arousal to stimuli that symbolize
the event, and numbing of feelings following the event. PTSD
has been associated with the experience of greater morbid-
ity and medical mortality.4 However, few studies have in-
cluded low-income urban women to determine the type of
medical conditions and symptoms that are associated with
PTSD in this high-risk population.

Although women and men experience similar rates of
trauma, in cross-sectional epidemiological studies, women
were observed to develop PTSD at twice the rate of men, re-
sulting in lifetime prevalence rates of 5.4%–10.2% in men and
10.4%–18.3% in women.1,2,5 In studies of individuals who ex-
perienced a similar traumatic event, including car accidents,
natural disasters, physical trauma, and the attacks of Sep-
tember 11, 2001, women remained twice as likely as men to
develop PTSD.5–7 Women may also experience PTSD symp-
toms for longer periods than men, with the median time to
PTSD remission in women being 48 months vs. 12 months
in men.1 More than half of women with PTSD also develop
major depressive disorder (MDD), resulting in additional
psychiatric impairments.1,2

Environmental factors, such as living in poverty or resid-
ing in an urban setting, may increase a woman’s risk of ex-
periencing a traumatic event and to develop PTSD, evi-
denced by rates of PTSD in urban women that are two to
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four times higher than the general population rate for
women.1,2,5,8,9 In a large epidemiological study, rates of
PTSD for nonwhites were twice as high as for whites (14%
vs. 7%); however, these higher rates were attributed to so-
cioeconomic status and urban residence, suggesting that
these factors may congregate and cause elevated risk.1,10 Fur-
ther, in a recent study, PTSD nonremittance was linked to
both minority race and low income in Ney York City resi-
dents.11 Important to this study, rates of PTSD in healthcare-
seeking, urban, African American women living in poverty
have been reported to be as high as 23%.12–14 This elevated
risk for PTSD in low-income urban women may result from
increased risk to experience assaultive violence in both child-
hood and adulthood and from exposure to community vio-
lence, which is more common in urban areas.7,8,14,15

The chronic stress of poverty and living in high-crime ur-
ban environments may contribute to psychological and
physical health declines in samples of urban individuals.7,16

Low-income urban women are often confronted with the in-
terrelated chronic stressors of poverty, substandard housing
and dangerous neighborhoods, insufficient healthcare re-
sources, and for many, racism.17 For example, in a sample of
urban women, reports of both physical abuse and economic
hardship were associated with greater health impairments.18

In a study of low-income pregnant women, lifetime trauma
was related to risk for premature delivery.19,20 Therefore,
current studies indicate links between PTSD and health de-
clines in low-income urban women, yet few studies have
specifically examined this link.

PTSD is also more prevalent among individuals seeking
healthcare, with rates of 8%–14% more than triple the na-
tional rate.21–24 Further, in more urban and less insured
health-seeking samples, extremely high rates of PTSD have
been reported; in one study, 30% of healthcare-seeking ur-
ban women were diagnosed with lifetime PTSD.11,13,25,26 In-
dividuals with PTSD may be more prominent in primary
care settings because of greater use of outpatient ser-
vices.27–30 Although PTSD in women has been associated
with reports of additional medical conditions, no study has
specifically examined medical conditions in low-income ur-
ban women who are at high risk for PTSD. Therefore, the
purpose of the current study was to identify medical symp-
toms and medical conditions that were associated with life-
time PTSD in a low-income urban healthcare-seeking sam-
ple of women. In addition, healthcare use in the past year
was compared in women with and without a lifetime his-
tory of PTSD.

Materials and Methods

Participants were female patients of a primary care clinic
in urban Baltimore, Maryland, that serves people without
health insurance and with a limited income. Patients at this
clinic do not qualify for government assistance. Almost 70%
of patients are employed on a part-time or full-time basis;
86% of patients at the clinic are African American, and all
reside within Baltimore city limits.

English-speaking women were approached in the wait-
ing room of the clinic between July 2005 and June 2006. Of
the 268 patients who were approached, 250 consented to
participate in the study, a participation rate of 93.2%. This
study was approved by the Institutional Review Board of

Johns Hopkins University. Participants received a $15.00
incentive.

Instruments

All instruments were administered verbally. Demographic
information, including age, race, and marital status, were ob-
tained by an informational questionnaire developed by the
researchers. The Trauma Life Events Questionnaire (TLEQ),
a 23-item instrument, was used to determine the occurrence
of traumatic events that qualified for a DSM-IV diagnosis of
PTSD.31 The TLEQ provides information on traumatic events
that range from learning of a friend or close friend being in-
jured to being raped yourself. In addition, it provides the
participant the opportunity to indicate if an event happened
multiple times in her lifetime and also the age at which each
event occurred. Finally, the TLEQ provides information
about diagnostic criterion A2 for PTSD, requiring the par-
ticipant to experience intense fear, helplessness, or horror in
response to the traumatic event. Psychometrics for the TLEQ
include Cronbach � 0.94, test-retest 0.89, convergent corre-
lations with clinician interview �0.86, and the Distressing
Life Event Questionnaires 0.72,24 and for the abuse assess-
ment screen include Cronbach � 0.79, test-retest 0.83, and
convergent correlation with the Conflict Tactics Scale.31

Instruments to provide a psychiatric diagnosis were ad-
ministered by the first author (J.M.G.), who received ad-
vanced training in administering these diagnostic instru-
ments. Depression was diagnosed using the Diagnostic
Inventory of Depression (DID). Reported psychometrics for
the DID include Cronbach � 0.93, test-retest reliability 0.86,
and convergent correlation 0.86 with the Hamilton Depres-
sion Scale.32 To diagnose PTSD, the Clinician-Administered
PTSD Scale (CAPS) was used. The CAPS is the recognized
gold standard to diagnose PTSD and provides a diagnosis
of current and past PTSD in addition to duration and sever-
ity of symptoms.33 Psychometrics for the CAP include Cron-
bach � 0.88, interrater reliability 0.92–0.99, and convergent
correlation of 0.83 with the PTSD Symptom Scale Interview
and 0.73 with a structured clinical diagnostic interview.34

Two instruments were used to assess health and were ad-
ministered to all participants. The Miller Abuse and Physi-
cal Health Symptom Inventory exhibited a test-retest relia-
bility of 0.86–0.92 and has been used to identify medical
symptoms commonly associated with IPV in samples of
women.35 In addition, the research team developed a list of
common medical conditions in a primary care setting, which
included 27 common medical conditions identified from the
literature. The researcher (J.M.G.) asked each participant if
she had been treated or diagnosed with any of the medical
conditions by a healthcare provider either currently (past 6
months) or anytime in the past.

Statistics

Descriptive statistics provided prevalence rates and mea-
sures of central tendency. Using ANOVA, the number of
medical conditions, medical symptoms, and medical ap-
pointments in the last year were compared between those
with a lifetime history of PTSD and those without. Smoking
was measured as an ordinal variable, with categories of non-
smoker, current moderate smoker, and current heavy
smoker. Age was treated as a continuous variable. Race and
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marital status were treated as categorical variables, and cur-
rent diagnosis of depression was treated as a dichotomous
variable when examining possible group differences. No in-
teractions among the control variables were evident, and all
control variables were included in analyses of each outcome
variable. Control variables of smoking, depression, and de-
mographic variables were selected because of their possible
impact on health. Data with nonnormal distribution, for ex-
ample, number of medical conditions, were log transformed
to allow statistical analysis. Pearson’s product moment cor-
relation coefficients were used to assess the strength of rela-
tionships between variables of interest, using Bonferroni ad-
justment to reduce possible type 1 error. STATA 8.0 (College
Station, TX) was used to analyze the data.

Linear and logistic regressions were used to determine if
lifetime PTSD predicted medical conditions and symptoms,
adjusting for age, race, marital status, smoking status, cur-
rent depression, and education. Dummy variables were cre-
ated for the variables listed depending on the distribution of
the sample on the variable. Nonlinear relationships were ex-
plored, and dummy variables were created to accommodate
them. Interaction variables were created for the demographic
variables and were included if they were statistically signif-
icant in models with p � 0.1.

Results

Demographics of sample

Two hundred fifty women participated in this study. The
demographics of the sample are displayed in Table 1. The
women were primarily African American (82%), with 66%

between 36 and 55 years of age. The mean age of the sam-
ple was 40 years, with a standard deviation (SD) of 6.9 years.
Most of the women graduated from high school or obtained
a graduate equivalent degree (GED) (88%), and more than
one third had taken college courses or advanced career or
technical training or had graduated from college. Almost half
reported full-time employment, (48.8%), and an additional
31.2% were employed part-time. Only 24% reported being
currently married, and almost half, (47.6%) reported never
being married.

The majority of the women (86%) reported experiencing
at least one traumatic event in their lifetime, with a mean
number of 5.14 (SD 3.48) events. In those who developed
PTSD, a mean of 9.76 (SD 7.12) lifetime traumatic events were
reported, compared with 5.1 (SD 3.5) in the trauma but no
PTSD group. Of the women, 14.8% were diagnosed with cur-
rent PTSD and 19.6% with past PTSD, resulting in 34.4% of
the sample having a lifetime diagnosis of PTSD. Approxi-
mately 19.2% of the sample had a current diagnosis of de-
pression, and more than half of those participants with de-
pression (57.8%) also had current PTSD.

The majority of the PTSD group (68.5%) reported an as-
saultive event as the causative event for PTSD development.
PTSD cases were attributed to the following traumatic
events: 17.8% rape or sexual assault, 15.5% child sex abuse,
14.3% IPV, 14.2% unexpected death of a family member or
close friend, 10.7% child physical abuse, 8.3% physical as-
sault but not IPV, and 3.2% witnessing physical assault or
murder of another person. Mean PTSD duration was 44.1
months, with more than two thirds of the PTSD sample (69%)
diagnosed with chronic PTSD. In the trauma but no PTSD
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TABLE 1. DEMOGRAPHICS OF SAMPLE CHARACTERISTICS OF TRAUMA STATUS

Overall sample No trauma Trauma and no PTSD PTSD lifetime
Characteristic (n � 250) (n � 27, 11%) (n � 138, 55%) (n � 86, 34%)

Race
African American 82.% 77.8% 81.2% 82.1%
White 14.% 14.8% 13.1% 16.7%
Other 4.% 7.4% 5.7% 1.2%

Age
18–24 3.6% 3.7% 4.1% 3.6%
25–35 13.6% 14.8% 16.4% 9.5%
36–45 23.6% 33.3% 26.2% 16.7%
46–55 42.4% 37.0% 35.2% 55.9%
56–65 16.8% 11.1% 18.0% 14.3%

Marital status
Never married 47.6% 51.8% 49.2% 45.2%
Married 24.% 37.% 25.4% 15.5%
Separated, divorced 23.2% 7.4% 19.7% 34.5%
Widowed 5.2% 3.7% 5.7% 4.7%

Education
Less than high school 8.8% 7.4% 5.7% 14.3%
High school graduate 55.6% 51.9% 60.7% 47.6%
Some college 30.4% 37.0% 28.7% 30.9%
College graduate 5.2% 3.7% 4.9% 7.1%

Employment
Full-time 48.8% 51.8% 48.3% 51.2%
Underemployed 31.2% 33.3% 28.7% 32.1%
Unemployed 20.0% 14.8% 22.9% 16.7%

Current smoker 35.6% 22.2% 31.8% 45.3%
Current depression 24.0% 14.8% 17.4% 37.2%



group, the most distressing traumatic event identified by
participants included 31.2% unexpected death of a family
member or close friend, 15.2% witnessing physical assault of
another person, 13.8% IPV, 12.3% physical assault (but not
IPV), 8.7% being diagnosed with a life-threatening injury,
8.0% child physical abuse, 6.5% rape or sexual assault, 5.8%
child sexual abuse.

Medical conditions

Participants with current or past PTSD (n � 86) reported
significantly more current (5.2 vs. 3.8 [f1,249 � 4.8, p � 0.03])
and more past medical conditions (4.6 vs. 3.1 [f1,247 � 3.6,
p � 0.04]) than those without a PTSD history, after control-
ling for patient demographics, current depression, and
smoking (overall group differences are not reported in the
tables). Table 2 shows the significant odds ratios (OR) for re-
ports of specific medical conditions by participants with a
lifetime diagnosis of PTSD. Medical conditions associated
with PTSD in descending strength of association were
chronic pain, coronary artery disease, hypertension, and thy-
roid disorder. Medical conditions that were not significantly
associated with PTSD included arthritis, asthma, high cho-
lesterol, acid reflux disorder, bronchitis, emphysema, heart
attack, hernia, kidney disease, liver disease, urinary tract in-
fection, stomach ulcer, uterine fibroids, autoimmune disor-
der, myocardial infarction, gallbladder disease, diabetes, in-
flammatory bowel disease, dermatitis, stroke, and cancer.

Medical symptoms

The number of medical symptoms reported by the sub-
ject as occurring either often or occasionally was signifi-
cantly higher in those participants with a lifetime diag-
nosis of PTSD compared with non-PTSD participants (7.3
vs. 4.6 [f1,248 � 4.9, p � 0.02], after controlling for patient
demographics, current depression, and smoking (overall
group differences are not reported in the tables). Medical
symptoms that were significantly associated with PTSD
were insomnia, back pain, swollen joints, dizzy spells,
chronic fatigue, difficulty concentrating, high blood pres-
sure, and heart palpitations (Table 3). Medical symptoms
that were not associated with PTSD included nausea,
headache, memory loss, black out, ringing in ears,
seizures, digestive problems, loss of appetite, abdominal
pain, chest pain, pelvic pain, rectal bleeding, bladder in-
fections, missed periods, frequent vaginal bleeding (not
from a period), painful intercourse, frequent urination,
and painful urination.

In participants with current PTSD, the number of medical
symptoms was significantly correlated with PTSD symptom
intensity (r � 0.48, p � 0.03). In addition, hours of sleep in
those with current PTSD correlated with the number of re-
ported current medical symptoms (r � 0.39, p � 0.05). Lastly,
there was a trend of increased duration of PTSD symptoms
and the number of reported medical conditions in partici-
pants with current PTSD (r � 0.34, p � 0.07).
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TABLE 2. MEDICAL CONDITIONS ASSOCIATED WITH LIFETIME PTSD (N � 86) COMPARED WITH

TRAUMATIZED (N � 136) AND NONTRAUMATIZED CONTROLS (N � 27)

Medical Prevalence in Unadjusted Confidence Adjusted Confidence
condition sample % odds ratio interval odds ratio interval

Chronic pain 32.8 4.3 1.9–13.8** 3.35 2.04–9.07**
Coronary artery 26.1 3.1 1.2–5.3**0 2.29 1.06–4.15**

disease
Hypertension 37.9 3.6 1.8–6.2**0 2.03 1.27–4.82**
Thyroid disorder 7.8 1.8 1.3–8.5**0 1.62 1.02–6.96**

**p � 0.01, *p � 0.05, adjusted odds ratios controlled for demographics, current depression, and smoking.

TABLE 3. MEDICAL SYMPTOMS ASSOCIATED WITH LIFETIME PTSD (N � 86) COMPARED WITH

TRAUMATIZED (N � 136) AND NONTRAUMATIZED CONTROLS (N � 27)

Medical Prevalence in Un-Adjusted Confidence Adjusted Confidence
symptom: sample % odds ratio interval: odds ratio: interval:

Insomnia 20.4 4.4 3.0–12.8** 4.0 2.8–9.2**
Back pain 34.0 4.8 2.9–8.3** 3.6 2.0–6.3*
Swollen joints 27.2 3.9 2.7–9.6* 3.1 2.5–7.0**
Dizzy spells 23.6 2.7 1.9–6.3* 2.9 2.0–5.9*
Chronic fatigue 37.6 3.1 1.5–6.9* 2.5 1.3–6.0*
Difficulty concentrating 32.0 2.9 1.2–4.7* 2.1 1.2–3.1*
Nausea 34.0 2.7 1.1–3.8* 2.6 1.1–3.5*
High blood pressure 48.0 2.4 1.3–5.1* 2.0 1.2–4.4*
Heart palpitations 16.0 1.6 1.2–3.9* 1.3 1.1–3.6*

**p � 0.01, *p � 0.05, adjusted odds ratios controlled for demographics, current depression, and smoking.



Health care usage

The number of visits to the clinic for a physical health rea-
son in the past year was obtained through a chart review.
Only those participants who had been patients of the clinic
for at least 1 year were included, resulting in a subsample of
202 participants. The mean number of clinic visits was sig-
nificantly different depending on a current PTSD diagnosis,
with those participants with current PTSD having 5.9 visits
in the past year vs. 3.8 in those participants with no history
of PTSD (f1,202 � 3.9, p � 0.03), after adjusting for demo-
graphic characteristics and current depression.

Discussion

This is the first study to investigate medical conditions and
symptoms in low-income urban healthcare-seeking women
who are at high risk for PTSD, supporting previous findings
in samples of more affluent and insured women.21,22,36–39 We
found that a lifetime diagnosis of PTSD was associated with
the additional medical conditions of chronic pain, hyperten-
sion, coronary artery disease, and thyroid disorder and med-
ical symptoms of insomnia, back pain, swollen joints, dizzy
spells, chronic fatigue, difficulty concentrating, high blood
pressure, and heart palpitations, after controlling for demo-
graphic variables and current depression. This study also
found that women with PTSD had more than twice the num-
ber of clinic visits over a year as women without a lifetime
history of PTSD. Therefore, this study indicates that PTSD is
prevalent in low-income urban healthcare-seeking women
and that these patients have multiple medical conditions and
symptoms, requiring more clinic resources.

The finding that women with PTSD experience additional
medical conditions and symptoms supports previous find-
ings.21,22,36–39 However, reports of specific medical condi-
tions associated with PTSD are limited because of the use of
different evaluation methods. Future studies with improved
designs may better indicate which medical conditions and
symptoms are most associated with PTSD. This line of re-
search may aid clinicians who are treating PTSD patients
with complicated presentations and multiple medical and
psychological complaints. In addition, recognizing associa-
tions between medical conditions or symptoms and PTSD
may aid clinicians in recognizing PTSD itself, which is cur-
rently underrecognized and undertreated in primary care
settings, where patients with PTSD most often seek care.24,40

This study found an association between PTSD and
chronic pain, supporting previous studies in varied popula-
tions.21,22,38,39,41,42 In this sample, chronic pain and recurrent
back pain were associated with PTSD. Larger studies that
describe which pain conditions are associated with PTSD are
needed, as well as prospective studies that identify tempo-
ral relationships among psychological and physical health
compromises in traumatized individuals.21,41 Findings from
such studies may facilitate the development of interventions
that reduce the medical comorbidity of physical pain in
PTSD patients, an association that has been well docu-
mented, although the mechanism has not been well de-
scribed.

In this study, symptoms associated with coronary heart
disease, including heart palpitations and hypertension, were
significantly associated with PTSD, supporting previous
findings of cardiovascular risk factors, including reports of

high blood pressure,22,37,39,41 angina,41 myocardial infarc-
tion,4,21,42 and circulatory system conditions/coronary artery
disease in individuals with PTSD.21,39,42 The cardiac and
metabolic medical conditions discussed may cause increased
morbidity and mortality. In a landmark study of veterans by
Boscarino,4 PTSD was found to double the rate of medical
morbidity, after controlling for demographics, intelligence,
smoking status, and illicit drug use, providing further evi-
dence of increased medical risks in PTSD-affected people.

In this study, we found that PTSD was associated with
feelings of chronic fatigue, extending previous studies that
linked PTSD to chronic fatigue disorder39 and to subjective
reports of energy reductions and feelings of excessive fa-
tigue.21,37,41 Chronic fatigue, or energy reductions, may be
underdocumented in medical charts because of the variation
in measurements and assessment frequency, reducing the
ability of studies to support the possible link to PTSD. In ad-
dition, chronic fatigue may be specifically linked to symp-
toms of PTSD, such as insomnia. Sleep has been shown to
mediate health perception.42 Additional investigation is
needed not only to identify a medical symptom/condition
profile but also to indicate if there are specific PTSD symp-
toms or clusters of symptoms that may be related to med-
ical conditions or symptoms. Identification of links between
medical conditions and symptoms and PTSD symptoms may
aid both in assessment and in designing future interventions.

This study provides further incentive for assessment and
treatment of PTSD in primary care settings. Primary care
providers often recognize and intervene when depression is
present, yet if only MDD is recognized, its comorbidity with
PTSD may go unnoted. In a recent study, 36% of depressed
primary care patients also screened positive for current
PTSD.24 In another recent study of primary care patients,
only 11% of research participants diagnosed with current
PTSD had a diagnosis of PTSD in their charts.26 If women
with PTSD are not recognized, the pattern of continued
health visits without improvement in symptoms is likely to
continue. Assessment for PTSD has been suggested in pa-
tients who experience somatization, chronic pain, or unex-
plained medical symptoms or general distress,43 as these
conditions have been linked to PTSD in women. Treatment
of PTSD in primary care settings involves recognizing symp-
toms as early as possible in traumatized individuals and sub-
sequent treatment of symptoms with psychotropic medica-
tions or referral for psychotherapy.44

This study provides further evidence of high rates of PTSD
in healthcare-seeking low-income urban women,11,25 but it
does not provide insight into the reasons for increased risk
or how best to intervene. Previous studies have linked early
trauma, multiple victimizations, chronic exposure to com-
munity violence, and inadequate medical resources to high
PTSD risk in low-income urban women.1,2,4,45 Understand-
ing the source of elevated PTSD risk may inform improved
screening methods and also may foster the development of
interventions targeted at low-income urban women. General
interventions for PTSD in primary care settings include med-
ication, short-term psychotherapy, and referral to psychiatric
clinics,46,47 yet urban women may have unique needs. Social
support,48 spiritual well-being,49 and integrated treatment
for alcohol and drug abuse50,51 are identified needs for trau-
matized urban women. Integrating these and other unique
needs may improve treatment of PTSD in urban women and
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possibly reduce the physical health declines observed in this
study and in previous studies. Interventional studies are
needed to determine the best method to address this com-
plex issue in low-income urban women who are at high risk
for PTSD and the associated physical health declines.

There are limitations to the current study that should be
mentioned. First, this study was cross-sectional and included
only low-income urban women, which may limit the gener-
alizability of the study findings. In addition, the sample size
limited examination of other factors that may have influ-
enced the association between health and PTSD, including
the experience of trauma, but not the development of PTSD.
In addition, in the analysis of healthcare utilization, partici-
pants may have used services other than those of the clinic
that could not be accounted for. Lastly, this study used self-
reporting of medical conditions, which may not be as strin-
gent as physical examination by a healthcare provider or a
medical record review.

In conclusion, healthcare-seeking low-income urban
women displayed high rates of trauma, and those who de-
veloped PTSD exhibited multiple health impairments. This
study provides additional incentive for improved assess-
ment and treatment of PTSD in the primary care setting,
where women most often appear with PTSD symptoms and
where interventions for PTSD may be most successful. By
treating PTSD symptoms, physical health impairments may
also be improved. However, treating PTSD in low-income
urban women may require more than standard treatment ap-
proaches. 
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