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Objective: High rates of violence and trauma in many American Indian communities have
been reported. The authors investigated the relationship between both the frequency and type
of traumatic events and the prevalence of posttraumatic stress disorder (PTSD) in a South-
western American Indian tribe. Method: A structured psychiatric interview and the Traumatic
Events Booklet were administered to a subset of 247 tribal members from an overall study
population of 582. Subjects were recruited from the community on the basis of membership
in pedigrees, and not by convenience. DSM-III-R diagnoses were assigned by consensus after
the interviews were evaluated blindly by independent raters. Results: The prevalence of life-
time PTSD was 21.9% (N=54), and 81.4% of the subjects (N=201) had experienced at least
one traumatic event apiece. The most predictive factor for lifetime PTSD among women was
the experience of physical assault, and for men the most predictive factors were a history of
combat and having experienced more than 10 traumatic events. Conclusions: In this South-
western American Indian community, the prevalences of lifetime PTSD and of exposure to a
traumatic event were higher than in the general U.S. population. However, the nearly 4:1 ratio
of subjects who reported at least one traumatic event to those with PTSD diagnoses is similar
to findings from studies of non-Indians. Individuals with a history of multiple traumatic events
(66.0%, N=163) had a significantly higher risk of developing PTSD. Chronic and multiple
trauma did not preclude the identification of acute and discrete traumatic events that resulted
in PTSD.
 (Am J Psychiatry 1997; 154:1582–1588)

A merican Indians are at high risk for early death,
exposure to violence, and other traumatic events.

The homicide rate is 70% higher for American Indians
than for Caucasians in the U.S. population (1). The sui-
cide rate for American Indians is two to four times as
high as that for non-Indian populations (2). Early death
is more common among American Indians than among
other ethnic groups, and many of the leading causes of
death are “lifestyle-related” diseases and events, such as
suicide, accidents, and alcoholism (3). Despite these
high exposure rates, nearly all data on violence and
trauma among American Indians have been compiled
from mortality and morbidity statistics. Little is known

about the effects of nonfatal traumatic events on the
lives of American Indians (4).

Information on traumatic events in the U.S. non-Indian
civilian population is abundant. National surveys indi-
cate that exposure to violence and attendant trauma is
common. An estimated 36%–70% of people have expe-
rienced at least one traumatic event apiece in their life-
times (5, 6). Posttraumatic stress disorder (PTSD), one
organized response to trauma, occurs in almost one-
fourth of those exposed to traumatic events (7). To more
fully evaluate the impact of violence on American Indians,
both trauma exposure and subsequent responses, includ-
ing PTSD, need to be examined.

This current study, part of a larger investigation of
alcoholism and psychiatric disorders, evaluated the re-
lationship between traumatic life events and PTSD in a
Southwestern American Indian tribal community.
PTSD was also examined in terms of its relationship to
trauma exposure. High rates of trauma exposure in-
creased our ability to relate PTSD to trauma and other
factors in this tribal community. The community is geo-
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graphically situated in a state where American Indians
have much higher rates of death from homicide, acci-
dents, and suicide than do other ethnic groups (8;
analysis of 1992–1994 death records conducted by J.K.
Rasmussen, 1996). Furthermore, lifestyle-related dis-
eases have been identified by the tribe as among its top
10 health concerns (9). Finally, high rates of alcohol-
ism, drug use disorders, and child sexual abuse, all in-
dices of trauma, have been reported for this tribe (10,
11). We hypothesized that given the likely high rate of
exposure to multiple and severe traumatic events in this
community, its members would correspondingly ex-
hibit high rates of PTSD.

METHOD

Subjects

The total study group comprised 582 adult subjects in a study of
genetic and environmental factors in vulnerability to alcoholism in
three large and interrelated multigenerational pedigrees. We used the
genealogical information to address the extent to which this family-
derived study group is genetically representative of the tribe. The links
between the three large pedigrees were identified, and the fraction of
genes shared by common descent was calculated for all 169,071 pairs
of the 582 participants. A randomly drawn pair of individuals shared
only 1.2% of their genes by descent, equivalent to a degree of rela-
tionship that is between second cousins once removed and third cous-
ins. This indicates that most pairs of individuals have a low degree of
relationship. The average degree of relationship for the whole tribe
has not been measured, but the average sharing by descent of 1.2%
is compatible with the tribal population’s size and history.

All subjects were required to be 21 years of age or older and to
be eligible for enrollment in the Southwestern tribe (≥1⁄4 tribal an-
cestry); all 582 subjects were enrolled tribal members. Because of
the high prevalence of alcoholism in this population, there was no
need to ascertain subjects through alcoholic probands. Therefore,
the subjects were selected on the basis of pedigree structure and
accessibility only and without knowledge of or reference to their
clinical histories or the clinical histories of relatives. Detailed ge-
netic, demographic, and social data were collected, allowing sys-
tematic description of the representativeness of the study group
and comparisons to the larger population of the tribe, best esti-
mates for which were derived by using U.S. census data. A more
detailed description of the study population and the Southwestern
tribe is provided elsewhere (12).

Data on sociodemographic characteristics and psychiatric disor-
ders were collected from all 582 subjects over a 4-year period (1991–
1995). Although the research was designed initially as a genetics
study, the investigators recognized that environmental factors could
also influence outcomes. Therefore, the PTSD section of the Struc-
tured Clinical Interview for DSM-III-R (SCID) (13) and the Trau-
matic Events Booklet (14) were introduced midway through the study
and applied consecutively to the final 247 participating subjects (117
men and 130 women). No additional inclusion or exclusion criteria
or other selection bias were applied to this subgroup. All 582 partici-
pants were recruited in accordance with the study protocol.

Community support was instrumental in attaining a level of com-
pleteness that would have otherwise been unlikely. The study partici-
pants were recruited by local interviewers who were themselves mem-
bers of the Southwestern tribe. Focus groups consisting of tribal staff
and community members also assisted in the review of testing instru-
ments, participant recruitment, and data collection. Considerable em-
phasis was placed on developing rapport with potential subjects. The
participation rate was 93.7% of the eligible persons contacted. After
complete description of the study, all subjects gave written informed
consent under a human research protocol approved by the Institu-
tional Review Board of the National Institute on Alcohol Abuse and

Alcoholism and the tribal council. Each subject received a stipend of
$40 for participation.

Clinical Measures

DSM-III-R diagnoses were made by using a modified version of the
Schedule for Affective Disorders and Schizophrenia—Lifetime Ver-
sion (SADS-L), following operationally defined criteria, and using the
instructions of Spitzer, Endicott, and Robins (15, 16). The validity of
the SADS-L has been well established in population and clinical stud-
ies (17), and the SADS-L has been found to be reliable when admin-
istered by clinicians experienced in psychiatric assessment of Ameri-
can Indians (18–20). The diagnosis of PTSD was based on the PTSD
component of the SCID (13).

Both the SADS-L interview and SCID PTSD component were ad-
ministered by a psychologist (R.W.R.) with extensive experience in
working with American Indian people. The written SADS-L semi-
structured clinical interview was blindly rated for DSM-III-R lifetime
and current diagnoses for all disorders except PTSD, yielding accept-
able rates of agreement between two independent blind raters—a
clinical psychologist (B.C.) and a clinical social worker (kappa coef-
ficients ranged from 0.63 to 0.96). The SCID PTSD component was
also blindly rated, resulting in a kappa coefficient for PTSD of 1.00,
attributed largely to the highly structured composition of the SCID,
from which PTSD was diagnosed. Only after the psychiatric inter-
views were evaluated blindly by independent raters was a consensus
conference held to resolve diagnostic differences among the inter-
viewer and blind raters and to assign final diagnoses.

Provisions were made to limit diagnostic errors due to culture-spe-
cific phenomena. For example, depression is overdiagnosed in some
American Indian societies in which it is normative to mourn for the
death of secondary relatives for more than 3 months (21, 22). Schizo-
phrenia can also be overdiagnosed in American Indian populations
(23) when culture-specific hallucinatory experiences during religious
ceremonies or mourning are perceived as psychosis (24, 25). In addi-
tion, high base rates of unemployment and lack of transportation can
lead to overdiagnosis of antisocial personality and other disorders.
Thus, the participants were questioned in detail about the specific
circumstances that may have contributed to their unemployment.

Psychiatric disorders were evaluated typologically for lifetime
(ever) and point (current) prevalences as defined by Spitzer et al.
(15). To facilitate comparative analysis, DSM-III-R diagnoses were
grouped into the following six categories:

Mood disorders: bipolar disorder (296.4x, 296.5x, 296.6x), bipo-
lar disorder not otherwise specified (296.70), major depression
(296.2x, 296.3x), dysthymia (300.40), depressive disorder not other-
wise specified (311.00).

Alcohol disorders: alcohol dependence (303.90), alcohol abuse
(305.00).

Antisocial personality disorder (301.70).
Anxiety disorders: anxiety disorder not otherwise specified

(300.00), generalized anxiety disorder (300.02), obsessive-compul-
sive disorder (300.30), panic disorder without agoraphobia (300.01),
phobia (300.22, 300.23, 300.29).

Drug disorders: drug dependence (304.00–304.60), drug abuse
(305.20–305.90).

Posttraumatic stress disorder (309.89).
To test for the specific relationship between episodes of trauma

and PTSD, PTSD was analyzed independently from other anxiety-re-
lated diagnoses.

The Traumatic Events Booklet (14) was administered consecu-
tively to the last 247 enrolled subjects. This is a simple measure of
potential events meeting DSM-III-R criterion A for PTSD and is cur-
rently being used in large-scale studies of Southwestern and Plains
Indian communities. The booklet presents to the respondent yes-or-
no questions about whether he or she has directly experienced or
witnessed any of 10 traumatic events during his or her lifetime: com-
bat, accident or crash, fire or explosion, industrial trauma, natural
disaster, physical assault, witnessing extreme violence, dangerous
situation, receiving news of the mutilation, serious injury, or violent
or unexpected death of a loved one (not war related), or other trau-
matic event. Criterion A traumatic events are described as ones that
are unusual, are extremely stressful or disturbing, and do not happen
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to most people. If several events are recorded, the respondent is asked
to cite one event that is perceived as the “most upsetting,” and this
event is assessed to determine whether criterion A is met by presenting
the first section of the SCID PTSD component. If criterion A is met,
the remaining sections of the SCID PTSD component are adminis-
tered. Combat was treated as a discrete event and was not recorded
for other event categories (e.g., dangerous situation, witnessing ex-
treme violence). The temporal occurrence of events was evaluated in
the recording of specific incidents of trauma.

Statistical Analyses

The mean ages at onset of PTSD for men and women were com-
pared by using the t test for unpaired data with unequal variances.
The two-sample Wilcoxon rank-sum test was used to test the equality
of the median numbers of traumatic events for individuals with and
without a PTSD diagnosis. The numbers of traumatic events experi-
enced were categorized into quintiles of approximately equal size—0,
1 or 2, 3–5, 6–10, and >10—to facilitate further analysis. Pearson
chi-square tests were used to determine associations between cate-
gorical number of traumatic events and presence or absence of PTSD
diagnosis. Odds ratios were calculated for the prevalences of PTSD
among men and women and for the occurrence of PTSD and other
psychiatric disorders. Corresponding 95% confidence intervals were
determined. Critical values were adjusted by using the Bonferroni ad-
justment for multiple comparisons. To evaluate sex, stratum-specific
odds ratios were tested by using the Mantel-Haenszel test for hetero-
geneity. Sex was determined to be an effect modifier for PTSD, and
so analyses were performed separately for men and women. Logistic
regression was performed by using demographic variables, number of
traumatic events, and type of traumatic event. Appropriate models
were tested with log likelihoods.

Advantages and Limitations

A potential limitation of the genealogically based sampling strategy
for estimating prevalence or collecting subjects with representative
typology is that nonrepresentativeness could result from nonex-
haustive sampling within families, ascertainment bias, or collection of
a sample of families insufficient to describe the target population. The
genealogical strategy used here involved comprehensive investigation
of a unique population involving large and relatively homogeneous
pedigrees. This method resulted in the collection of a large and geneti-
cally well-defined study group from a tribal population that is itself
well circumscribed genetically, geographically, and culturally. How-
ever, our study group was not a randomly selected community-based
sample and therefore has inherent limitations and biases. In sub-
sequent analyses, the potential biases enumerated here were kept in
mind; for example, data were separately analyzed by sex, and age was
covaried. An additional limiting factor is the likelihood that a number
of potential subjects were not included in our study population be-
cause of early death, including violent death. For this reason, indi-
viduals surviving to an older age would reflect an artificially low rate
of traumatic events.

RESULTS

Our total study group consisted of 253 male and 329
female members of the Southwestern tribe. In general,
the group’s demographic characteristics were compara-
ble with those from the largest Southwestern tribal res-
ervation-based population (26). Substantial differences
largely can be attributed to definitional variations. For
example, the study group included common-law rela-
tionships—a common occurrence in many American
Indian communities—in the married and divorced cate-
gories; the U.S. census data do not take these relation-
ships into account. Other differences in definition that

impeded comparison with U.S. census data involved
education and household income.

The gender distribution of the PTSD subset examined
in this investigation parallels the greater number of
Southwestern tribal women aged 21 years or older in
U.S. census figures (PTSD: 52.6%, N=130; U.S.: 52.2%,
2,706). Equal numbers of men and women refused to
participate in the study. The demographic characteris-
tics of the overall study group of 582 subjects did not
differ substantially from the data subset for the 247
subjects who were assessed with the PTSD component
of the SCID.

The overall lifetime prevalence of PTSD was 21.9%
(N=54)—17.9% for the men (N=21) and 25.4% for the
women (N=33). The overall point prevalence was 5.7%
(N=14)—5.1% for the men (N=6) and 6.2% for the
women (N=8). The women had slightly higher lifetime
and point prevalences of PTSD than did the men, but
there were no statistically significant gender differ-
ences (lifetime prevalence: odds ratio=1.56, 95% con-
fidence interval=0.84–2.86; point prevalence: odds ra-
tio=1.21, 95% confidence interval=0.43–3.46). The
mean age at onset of PTSD did not differ significantly
by gender (women: 16.4 years, SD=7.4; men: 20.3 years,
SD=7.4) (t=1.81, df=49, p<0.08).

Table 1 presents the frequency of exposure to trau-
matic events by both lifetime and current PTSD diagno-
ses. The categorical number of traumatic events dif-
fered significantly between those with and without
lifetime PTSD for both men and women. The median
number of traumatic events was 23 for those with life-
time PTSD and only two for those without lifetime
PTSD. When the subjects were classified according to
current PTSD, the median number of events was 100
for those with current PTSD and only three for those
without current PTSD. The differences for both lifetime
and current diagnoses were significant.

The women had been exposed to more lifetime trau-
matic events than had the men (Pearson χ2=14.93, df=
4, p<0.005). The likelihood of receiving a lifetime di-
agnosis of PTSD increased as a function of the number
of reported traumatic events. Individuals who had
experienced more than 10 traumatic events were more
than eight times as likely to receive a diagnosis of life-
time PTSD than those who had experienced 10 or fewer
events (odds ratio=8.66, 95% confidence interval=
4.41–17.01).

Table 2 lists the specific types of traumatic events and
1) the frequency with which each had been experienced
by men and women, 2) the frequency with which they
were reported as being the “most upsetting” (if experi-
enced), and 3) the frequency of PTSD diagnosis (if the
event was reported as the most upsetting). For both the
men and women, the most frequently reported trau-
matic events were automobile accidents and receiving
news of the mutilation, serious injury, or violent or un-
expected death of a loved one (not war related). Addi-
tionally, physical assault (including physical sexual
abuse) was reported by 42.3% of the women. Combat,
witnessing violence, and automobile accidents were re-
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ported as the most upsetting by the men who had expe-
rienced these events. For the women, physical assault,
witnessing violence, receiving news of the mutilation,
serious injury, or violent or unexpected death of a loved
one, and automobile accidents were described as the
most upsetting events by the women who had experi-
enced these events. Nearly every man who had been in
combat developed PTSD. Over one-half of the women
who reported physical assault as the most upsetting
event were diagnosed with PTSD.

We examined the relationship of lifetime PTSD to
other lifetime psychiatric disorders. Women with PTSD
were more likely to be diagnosed with a mood disorder
(odds ratio=3.29, 95% confidence interval=1.38–7.86),
to have had a drug use disorder (odds ratio=2.84, 95%
confidence interval=1.25–6.49), and to be diagnosed
with antisocial personality disorder (odds ratio=2.81,
95% confidence interval=1.11–7.12) than women who
were not diagnosed with PTSD. After an adjustment for
multiple comparisons, these results were no longer sta-
tistically significant. No significant comorbid relation-
ships were detected for men with PTSD, most likely be-
cause the frequency of psychiatric disorders among the
men was so high and the number of men diagnosed with
PTSD (N=21) was too low to reach statistical signifi-
cance. Overall, the power to detect significant differ-
ences was reduced by the small number of individuals.

We performed logistic regressions separately by sex,
relating the type and number of lifetime traumatic events
to the diagnosis of lifetime PTSD. Potential confoun-
ders—age, income, education, and marital status—were
not statistically significant. Interactions between type and
number of events were also not significant.

Men who reported more than 10 traumatic events,
after adjustment for the type of event, were more than
six times as likely to develop PTSD than those reporting
10 or fewer traumatic events (odds ratio=6.48, 95%
confidence interval=1.71–24.54, p<0.006). The only
significant type of event predictive of PTSD in men was
combat (odds ratio=45.58, 95% confidence interval=
4.86–427.39, p<0.001). For women, there was no sig-
nificant relationship between number of traumatic
events and PTSD, after adjustment for type of event,
and only physical assault was predictive of lifetime
PTSD (odds ratio=46.50, 95% confidence interval=
10.35–208.96, p<0.001).

DISCUSSION

This Southwestern American Indian study group, un-
selected for clinical or trauma history, had a prevalence
of PTSD comparable to rates for groups selected for
severe and extreme events, such as survivors of mass
shootings, major burns, and combat (27). In compari-
son, the prevalence of PTSD in nonclinical non-Indian
populations generally ranges from 1% to 9% (28).

Of the subjects who reported at least one traumatic
event (81.4%, N=201), approximately one in four was
diagnosed with lifetime PTSD (21.9%, N=54). This
nearly 4:1 ratio has been found in other studies of PTSD
(7). Also consistent with other findings (27, 29), the risk
of developing PTSD was significantly greater for indi-
viduals with a history of multiple traumatic events. The
high prevalence of PTSD in this community is, there-
fore, more likely due to a high rate of exposure to

TABLE 1. Frequency of Exposure to Traumatic Events for Men and Women in a Southwestern American Indian Tribe

Categorical Number of Events
Pearson

Chi-Square Test Median Number

Group and PTSD
Status

0 1 or 2 3–5 6–10 >10
χ2 of Events

N % N % N % N % N % (df=4) p Median z pa

Total group (N=247)
Lifetime PTSD 52.15 <0.001 6.47 <0.0001

Present (N=54)  0  0.0 10 18.5  7 13.0  6 11.1 31 57.4  23
Absent (N=193) 46 23.8 54 28.0 47 24.4 20 10.4 26 13.5   2

Current PTSD 12.22 <0.02 2.72 <0.007 
Present (N=14)  0  0.0  4 28.6  2 14.3  0  0.0  8 57.1 100
Absent (N=233) 46 19.7 60 25.8 52 22.3 26 11.2 49 21.0   3

Men (N=117)
Lifetime PTSD 30.27 <0.001 4.44 <0.0001

Present (N=21)  0  0.0  4 19.0  1  4.8 4 19.0 12 57.1  33
Absent (N=96) 20 20.8 24 25.0 26 27.1 17 17.7  9  9.4   3

Current PTSD 12.27 <0.02 2.03 <0.04  
Present (N=6)  0  0.0  2 33.3  0  0.0  0  0.0  4 66.7 100
Absent (N=111) 20 18.0 26 23.4 27 24.3 21 18.9 17 15.3   3

Women (N=130)
Lifetime PTSD 25.26 <0.001 4.79 <0.0001

Present (N=33)  0  0.0  6 18.2  6 18.2  2  6.1 19 57.6  13
Absent (N=97) 26 26.8 30 30.9 21 21.6  3  3.1 17 17.5   3

Current PTSD  3.66 <0.45 1.86 <0.06  
Present (N=8)  0  0.0  2 25.0  2 25.0  0  0.0  4 50.0  53
Absent (N=122) 26 21.3 34 27.9 25 20.5  5  4.1 32 26.2   3

aAdjusted critical value, p<0.008.
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trauma and the types of traumatic events than to any
specific vulnerability to PTSD.

Findings from national studies that indicate strong
relationships between PTSD and other psychiatric dis-
orders, including depression and substance abuse and
dependence, were similarly demonstrated in our study
group. Of our subjects who were diagnosed with life-
time PTSD, 83.3% (N=45) were each also diagnosed
with at least one other lifetime psychiatric disorder.
This rate is comparable to the 62%–80% range re-
ported in studies from the Epidemiologic Catchment
Area program (30). The rates of comorbid conditions
in the men and women were not significantly different,
possibly because of low statistical power.

While there were no statistically significant gender
differences in the prevalences of PTSD, there were dif-
ferences in the impact of specific events on men and
women. The logistic regression demonstrated that type
of event was more predictive than number of events.
Physical assault was the most predictive variable for
PTSD in the women. Twice as many female as male
subjects perceived physical assault as the most up-
setting experienced traumatic event (72.7% versus
33.3%) and developed PTSD as a result of physical
assault (60.0% versus 28.6%). The strength of physi-
cal assault as a predictor of PTSD in women is most
likely due to characteristics of the assault and victimi-
zation, such as sexual assault and abuse and domestic
violence. The reports of the physical assaults experi-
enced by the men are more indicative of mutual en-

gagement in violence, often occurring in social contexts
involving drinking.

For this community, analysis demonstrated that
women who had been sexually abused as children (at
age 15 or younger) were more likely to receive a lifetime
diagnosis (odds ratio=5.27, 95% confidence interval=
2.17–12.71) or current diagnosis (odds ratio=8.71,
95% confidence interval=1.34–56.11) of PTSD than
were women who had not been sexually abused as chil-
dren (10). However, only 45 of the 129 male and female
subjects who reported histories of childhood sexual
abuse responded affirmatively to the Traumatic Events
Booklet question “Have you ever seen or experienced
physical assault, torture, rape, abuse, mugging, or simi-
lar assault (not war-related)?” This question, therefore,
was ineffective in recording childhood sexual abuse as
either a physical assault or a rape. Possibly, people in
this community view assault and rape as primarily
adult phenomena. If incidents of childhood sexual
abuse were considered, physical assault would likely be
a more powerful predictor of PTSD in women. This
finding suggests that trauma lists, such as the Trauma
Events Booklet, need to be more specific in questions
involving assault as a criterion A event.

Combat was the most powerful predictor of PTSD in
men. The 10 combat veterans who developed PTSD
participated in the Vietnam war (N=4), the Korean con-
flict (N=3), secret missions in other regions (N=2), and
World War II (N=1). Four of these subjects served in
high-risk reconnaissance units; the other six subjects

TABLE 2. Relation of Type of Traumatic Event to Lifetime Diagnosis of PTSD for Men and Women in a Southwestern American Indian Tribe

Subjects Who
Experienced

Event

Subjects Who Reported Event
as Most Upsetting Event

Subjects With Lifetime PTSD

% of Those Who
% of Those Who
Experienced Event

Reported Event as
Most UpsettingType of Traumatic Event N % N N

Men (N=117)
Combat 11  9.4 11 100.0 10 90.9
Automobile accident or crash 54 46.2 22  40.7  1  4.5
Fire or explosion  9  7.7  2  22.2  1 50.0
Industrial trauma 11  9.4  4  36.4  0  0.0
Natural disaster  7  6.0  1  14.3  0  0.0
Physical assault 42 35.9 14  33.3  4 28.6
Witnessing extreme violence 41 35.0 19  46.3  4 21.1
Dangerous situation 43 36.8 10  23.3  1 10.0
Receiving news of the mutilation, seri-

ous injury, or violent or unexpected
death of a loved one (not war related) 48 41.0 13  27.1  0  0.0

Other 11  9.4  1   9.1  0  0.0
Women (N=130)

Combat  1  0.8  0   0.0  0  0.0
Automobile accident or crash 42 32.3 17  40.5  2 11.8
Fire or explosion  6  4.6  2  33.3  1 50.0
Industrial trauma  0  0.0  0   0.0  0  0.0
Natural disaster  3  2.3  0   0.0  0  0.0
Physical assault 55 42.3 40  72.7 24 60.0
Witnessing extreme violence 24 18.5 14  58.3  3 21.4
Dangerous situation 31 23.8  3   9.7  1 33.3
Receiving news of the mutilation, seri-

ous injury, or violent or unexpected
death of a loved one (not war related) 55 42.3 23  41.8  2  8.7

Other 23 17.7  5  21.7  0  0.0
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were situated in artillery divisions and/or on the front
lines. Preliminary data from the American Indian Viet-
nam Veterans Project (31) indicate that American In-
dian war theater veterans have a higher rate of PTSD
than any other racial group. This high rate of PTSD has
been attributed primarily to extremely stressful and vul-
nerable assignments as scouts or point men and a higher
frequency of being wounded in action than has been
found for non-Indians (31, 32). It is also possible that
prewar exposure to multiple traumatic events may have
increased the vulnerability of American Indian combat
veterans to PTSD.

The PTSD diagnosis is a categorical classification of
a set of behaviors. It should not be presumed that diag-
nostic categories are cross-culturally valid, but the
question can be empirically addressed. The relationship
of PTSD prevalence to exposure to traumatic events
and the greater likelihood of PTSD after specific trauma
lend credibility to the use of PTSD as a meaningful di-
agnostic entity in this Southwest American Indian com-
munity. After reviewing four ongoing studies covering
different stages of the developmental cycle, Manson et
al. (31) concluded that PTSD is an important part of the
large and complex picture of trauma within American
Indian communities.

The impact of discrete and acute traumatic events oc-
curring within the context of cumulative, long-term,
and intergenerational trauma is an important factor to
consider (33). Efforts have been made to determine the
effects of specific extreme stressors for other indigenous
populations characterized by their extensive histories of
trauma (34, 35), as well as for refugees (36) and victims
of political torture (37).

In this Southwestern American Indian community,
the chronic nature of extreme stress does not preclude
identification of acute events that result in PTSD. While
demonstrating high rates of exposure to multiple trau-
matic events, this study underscores the importance of
examining individual events that may be potent predic-
tors of PTSD. In a context of considerable community
trauma, these discrete events may challenge a threshold
beyond which PTSD emerges as a response.
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