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Demographics, parental risk factors, and experiencing interpersonal trauma (domestic violence, community
violence, and physical and sexual abuse) are related to childhood posttraumatic stress disorder (PTSD). Little is
known about these factors and the risk of PTSD in African American children. This study examined associations
between PTSD symptroms and gender, age, parent mental illness, parent substance abuse, and interpersonal
trauma in African American children. Participants were 257 children and adolescents, ages 8—17 years (M
= 11.7, SD = 2.5), who received outpatient mental health treatment. Being female and witnessing domestic
violence was associated with more PTSD symptroms. Exposure to community violence and physical abuse increased
the odds of clinically significant PTSD symptromatology by more than 2 times. The rate of PTSD (16%) was
lower in the current study than in other same-age study populations (25%—40%). Risk factors and identification

strategies for PTSD are discussed.

Although roughly 68% of Americans have had trauma expo-
sure during childhood (Copeland, Keeler, Angold, & Costello,
2007), only 25%—40% of trauma-exposed children meet posttrau-
matic stress disorder (PTSD) diagnostic criteria (Fletcher, 1996).
McKeever and Huff’s (2003) review of trauma literature suggested
that factors related to the child, family of origin, social context,
and trauma influence a child’s risk for developing PTSD. Empiri-
cally established risk factors associated the development of PTSD
in childhood include history of psychological problems (Ozer,
Best, Lipsey, & Weiss, 2003), prior trauma experience (Amstadter
et al., 2009), family violence (Banyard, Williams, Saunders, &
Fitzgerald, 2008), community violence (Okundaye, 2004),
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and parental history of psychological problems (Ostrowski,
Christopher & Delahanty, 2006). Demographic factors associ-
ated with PTSD were female gender (Ozer et al., 2003) and older
age (Levendosky, Huth-Bocks, Semel, & Shapiro, 2002). Experi-
encing trauma that was interpersonal (e.g., rape, torture, or child
abuse) rather than noninterpersonal (e.g., natural disasters or car
accidents) placed individuals at higher risk for developing PTSD
(Charuvastra & Cloitre, 2008).

Studies of African American children with histories of interper-
sonal trauma are infrequent. This gap in the literature is striking
considering the high incidence of exposure to interpersonal trauma
among African American children, especially those living in urban
environments (Richards et al., 2004). For over two decades, homi-
cide rates were highest among African American adolescents com-
pared to other racial/ethnic groups (Centers for Disease Control
and Prevention, 2009). In 2005, the African American homicide
rate for males aged 10 to 24 years was 58.3 deaths per 100,000. Fur-
ther, African American children are more likely than Caucassian
children (2 times) or Hispanic children (1.7 times) to experience
maltreatment (Sedlak et al., 2010). African American children are
also more likely to experience more severe forms of maltreatment
in comparison to other racial groups (Sedlak et al., 2010). Because
African American children are at higher risk for many kinds of
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interpersonal trauma, further investigation of the consequences of
interpersonal trauma is essential.

The current study examined the rate of PTSD symptomatology
in African American youth in mental health treatment. The
purpose of the study was to determine risk factors associated with
PTSD symptomatology. It was hypothesized that gender (female),
age (older), parental risk factors (substance abuse, psychological
disorders, incarceration), and interpersonal trauma would be
associated with increased odds of clinically significant PTSD
symptoms.

METHOD
Parficipants

The current study used data from 257 medical records of African
American children treated in an urban mental health center
(UMHC) between 2004-2007. The UMHC specialized in treat-
ing children exposed to child maltreatment and community vio-
lence using evidence-based trauma-informed treatment strategies.
The mean age of participants was 11.7 years (SD = 2.5); 56% were
female. Caregiver report was used to elicit exposure to parental risk
factors, including parental substance abuse and mental health dis-
orders. This study was approved by the Johns Hopkins Medicine
and Howard University Institutional Review Boards.

Measures
The Trauma Symptoms Checklist for Children (TSCC; Briere,

1996) is a 54-item, child self-report measure used to assess a child’s
trauma symptoms. The TSCC includes six clinical scales. The
Posttraumatic Stress (PTS) scale of the TSCC was used as a measure
of PTSD symptomatology. This scale contains 10 rated items and
has a published internal reliability of 0.87 (Briere, 1996). Briere
has suggested that scores >60 are of clinical significance.

The University of California, Los Angeles PTSD Index for the
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edi-
tion (DSM-1V) (UCLA PTSD Index; Steinberg, Brymer, Decker,
& Pynoos, 2004) is a 48-item measure that has both parent- and
child-report of the child’s trauma experience and PTSD symp-
toms. The UCLA PTSD Index is based on DSM-IV (American
Psychiatric Association, 1994), PTSD criteria. A severity score
was derived from the parent’s or child’s responses on the measure.
Severity scores >38 were clinically significant PTSD symptoms.
The published Cronbach o coefficient is 0.90 (Steinberg, Brymer,
Decker, & Pynoos, 2004). The child’s self-report scale was used to
identify trauma exposure.

Procedures and Data Analysis
Demographic and PTSD data were prospectively collected at the

participants’ intake evaluation. Trained clinical interviewers ad-

ministered the TSCC and the UCLA PTSD Index. Descriptive

statistics were used to summarize parental risk factors (parental
history of mental illness, parental history of substance abuse),
child trauma exposure (exposure to domestic violence, commu-
nity violence, sexual abuse, and physical abuse) and child/caregiver
demographics (age and gender) and the outcome variable, PTSD
symptoms. Linear regression models were developed to analyze the
association between PTSD and risk variables. Binary outcome vari-
ables for clinically significant PTSD symptomatology (TSCC-PTS
score > 60 = 1 and UCLA PTSD severity score > 38 = 1) scores
were created and analyzed using logistic regression. Statistical Pack-
age for the Social Sciences (SPSS, Version 15) was the statistical
software used for analyses. Significance level for the study was 0.05.

RESULTS

Children had an average of two traumatic exposures (SD = 1.6).
The average TSCC-PTS score was 48.1, SD = 10.0. Sixteen per-
cent of participants scored in the clinically significant range on
the TSCC-PTS. The mean UCLA PTSD Index Severity Score
was also in the subclinical range (M = 21.7, SD = 14.5) with
16% of participants (7 = 42) scoring in the clinically significant
range. The correlation between the two PTSD outcome measures
for the whole sample was 7(255) = .71, p < .001. Although
there was some overlap, the 42 clinically significant scorers on the
TSCC were not the exact same group that scored in the clinically
significant range on the UCLA PTSD Index.

Hierarchical regression analyses were used to assess the asso-
ciation between scores on the TSCC-PTS scale and the UCLA
PTSD Index severity score and the potential risk PTSD risk fac-
tors. Exposure to community violence and child physical abuse
were significantly associated with PTSD symptoms (see Table 1;
TSCC: Community violence, p = .001, child physical abuse, p =
.002; UCLA PTSD Index: Community violence p < .001, child
physical abuse, p < .001. The child trauma variables entered on
the third step were found to be significantly associated with PTSD
symptoms. Community violence and child physical abuse was also
associated with clinically significant PTSD (UCLA PTSD Index:
Community violence p = .046, child physical abuse p =.005).

Females scored an average of six points higher on their severity
score compared to males (see Table 1, p < .001). The demographic
variables entered in the first step in the regression model were found
to be significantly associated with PTSD symptoms. Parental risk
variables entered in the second step were not found to contribute
to the model’s association with PTSD symptoms.

Domestic violence, community violence, and child physical
abuse were all significantly associated with PTSD symptoms
(UCLA PTSD Index: Domestic violence, p =.027; community
violence, p < .001; child physical abuse, p < .001). Child trauma
exposure variables entered in the third step were found to signifi-
cantly contribute to the model’s association with PTSD symptoms;
specifically community violence and child physical abuse were as-
sociationed with PTSD.
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Table 1. Regression Analyses of Trauma Symptoms, Parental Risk Factors, and Interpersonal Trauma Exposure
TSCC-PTS Scale UCLA PTSD Index severity score
B SE B 95% CI B SE B 95% CI

Step 1
Gender

Female 1.8 1.3 0.09 [—0.61, 4.42] 6.2 1.7 0.21% [3.49, 12.19]
Age —0.21 0.26 —0.05 [0.56, 0.45] —0.29 0.35 —0.05 [0.78, 0.99]
Step 2

Hx MI —0.08 1.5 —0.01 [2.23, 3.95] —0.09 2.1 —0.01 [3.90, 6.67]

Hx SAb 1.3 1.2 0.06 [1.59, 3.38] —-1.5 1.7 —0.05 [—6.86, 1.55]
Step 3

DV 1.7 1.3 0.09 [0.77, 4.22] 3.9 1.7 0.13* [—1.08, 5.40]

Ccv 4.2 1.3 0.20* [1.65, 6.66] 7.5 1.7 0.25% [1.47, 5.48]

CSA 0.48 1.4 0.02 [2.21, 3.17] 1.7 1.9 0.05 [-0.63, 5.11]

CPA 4.2 1.4 0.19* [1.51, 6.89] 8.0 1.9 0.25* [2.90, 8.98]

Note. (N = 257). PTSD = Posttraumatic stress disorder; TSCC-PTS = Trauma Symptoms Checklist for Children-Posttraumatic Stress; CI = confidence interval; Hx
MI = parental history of mental illness; Hx SAb = parental history of substance abuse; DV = domestic violence; CV = community violence; CSA = child sexual abuse;
CPA = child physical abuse. TSCC-PTS Scale: RIA nonsignificant (p > .05) for both Step 1 and Step 2; RZA = 0.084, » < .001 for Step 3. UCLA PTSD Index:
R?A =0.069, p = .001 for Step 1; R? A nonsignificant (p > .05) for Step 2 ; R2A = 0.153, p < .001 for Step 3.

*p <.05.

Logistic regression analyses were used to differentiate the risk
posed for clinically significant symptoms of PTSD as opposed to a

greater number of symptoms of PTSD. Only community violence

was associated with increased odds of clinically significant PTSD
on the TSCC. Youth with community violence exposure had 2.6

times the odds of clinically significant PTSD symptoms compared
to their nonexposed peers (see Table 2; p = .017).

Similarly, on the UCLA PTSD Index children and adolescents
who experienced community violence had twice the odds of having
clinically significant symptoms of PTSD compared to those who

Table 2. Logistic Regression Analyses of Trauma Symptoms, Parental Risk Factors, and Interpersonal Trauma Exposure

TSCC-PTS Scale

UCLA PTSD Index Severity Score

b b SE OR 95% CI b b SE OR 95% CI

Step 1
Gender

Female 0.23 0.36 1.3 [0.62, 2.50] 0.54 038 1.7 [0.81, 3.61]
Step 2

Hx MI —0.28 0.44 0.77 [0.32, 1.80] 0.44 0.40 0.16 [0.30, 1.23]

Hx SAb 0.36 0.35 1.4 [0.73, 2.82] —0.50 0.36 0.60 [0.71, 3.44]
Step 3

DV 0.09 0.35 1.1 [0.55, 2.19] 0.41 0.36 1.5 [0.74, 3.05]

Cv 0.95 0.40 2.6* [1.19, 5.65] 0.80 0.40 2.2% [1.01, 4.87]

CSA 0.18 0.38 1.2 [0.57, 2.52] —0.23 0.41 0.79 [0.36, 1.75]

CPA 0.39 0.38 1.5 [0.71, 3.10] 1.0 0.37 2.8% [1.36, 5.78]

Note. (N = 257). TSCC-PTS = Trauma Symptoms Checklist for Children-Posttraumatic Stress; CI = confidence interval; OR = odds ratio; Hx MI = parental history of
mental illness; Hx SAb = parental history of substance abuse; DV = domestic violence; CV = community violence; CSA = child sexual abuse; CPA = child physical abuse.

*p <.05.
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did not experience community violence (p = .046). In addition,
youth who experienced child physical abuse had 2.8 times the odds
of having clinically significant symptoms of PTSD compared to
those without physical abuse (p = .005).

DISCUSSION

This study is one of the first to examine the associations among
multiple interpersonal trauma exposures and socioecological risk
factors for PTSD development in African American youth using
two commonly used childhood PTSD measures. As hypothesized,
community violence was associated with PTSD symptoms on both
measures. Female gender and physical abuse were associated with
more PTSD symptoms on one of the measures (UCLA PTSD
Index). Contrary to our hypothesis, age was not associated with
PTSD symptom development. This may be attributed to prema-
ture emotional development in African American children exposed
to potentially high-stress urban environments, thereby minimiz-
ing the association between age and PTSD (Pastey & Aminbhavi,
20006).

Community violence was associated with PTSD symptoms on
both self-report measures. Contrary to research that suggests urban
children are desensitized to violence (Ng-Mak, Salzinger, Feldman,
& Stueve, 2004), our study found community violence to be a
significant contributor to PTSD in urban African American youth.

Child physical abuse almost triples the odds of significant PTSD
symptoms. Despite reported tolerance of corporal punishment in
African American culture (Straus & Stewart, 1996), maladaptive
outcomes are associated with physical abuse of African American
children. Child physical abuse may contribute to a lack of social
support, low self-esteem, and a sense of learned helplessness placing
the child on a risk trajectory for PTSD development (Margolin &
Vickerman, 2007).

Importantly, this study identifies differences in levels of PTSD
symptoms in African American youth compared to previous re-
search. Despite having significant trauma exposures, the children
in this sample had a 16% rate of clinically significant PTSD symp-
toms compared to the 25%-40% rate documented in other studies
(Fletcher, 1996). These differences may represent a difference in
African American children’s response to trauma. African American
children’s disproportionate exposure to uncontrollable interper-
sonal trauma may produce different emotional coping strategies
for managing stress, reducing risk of PTSD (Edlynn, Gaylord-
Harden, Richards, and Miller, 2008). Relationships with extended
family are important in African American culture and may be a
protective factor against PTSD (Taylor, Seaton, & Dominguez,
2008). Peer support and shared experiences may also act as pro-
tective factors against PTSD.

A caveat to the findings in this study is that African
American children, on initial interview, may respond to ques-
tions with socially acceptable answers, reducing identification
of clinically significant PTSD symptoms (Sawyer, Bradshaw, &

O’ Brennan, 2008). In the current study cohort, UCLA PTSD
Index scores were associated with more research-supported risk
factors compared to TSCC-PTS scale scores. Although both in-
struments measure trauma symptoms, measurement is based on
different criteria. The TSCC-PTS scale is based on diverse symp-
toms associated with traumatic experiences (Briere, 1996) whereas
the UCLA PTSD Index uses DSM-IV PTSD diagnostic criteria
(Steinberg et al., 2004). The different test constructs may underlie
differential sensitivity in detecting PTSD symptoms. Females and
children exposed to domestic violence showed lower scores on the
TSCC-PTS.

A limitation of this study is the use of self-report. Self-report
may be subject to recall bias. Further, African American children
and children exposed to trauma may underreport when self-report
measures are used (Sawyer et al., 2008). The participants in the
study are from a clinical population, limiting the generalizability.
The study population does, however, increase our understanding
of trauma exposures and associated PTSD symptoms in an urban
population of African American children.

The current study findings suggest that the UCLA PTSD Index
may be more sensitive in identifying PTSD symptoms in African
American girls and those exposed to domestic violence. The data
from this study highlight potential differences and similarities in
the expression of PTSD among African American children com-
pared to other previously studied populations.
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