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in the general public (Mueser et  al. 1998; O’Hare et  al. 
2006). Trauma in people with SMI, particularly having 
experienced physical and sexual abuse, and having wit-
nessed serious violence, has been consistently associated 
with greater psychopathology as well as greater risk for 
additional trauma, more high risk behaviors (e.g., suicide 
attempts, self-mutilation, unprotected sex), more substance 
use, and poorer treatment outcomes (Grubaugh et al. 2011; 
Mueser et al. 1998; O’Hare et al. 2015).

Race, ethnic, and cultural differences in trauma and post-
traumatic stress symptoms in people with SMI has been 
relatively unexplored. Mueser et  al. (2004) found higher 
rates of PTSD among the Hispanic clients (N = 24) within a 
larger sample of clients with SMI (N = 782). In a survey of 
public mental health clients (N = 851) with a broad range of 
psychiatric disorders, Lu et al. (2013) found that Hispanic 
clients reported significantly greater post-traumatic stress 
symptoms than all other race groups. Although research on 
differences in expression of psychiatric symptoms across 
races, ethnic groups, and cultures has been of interest for 
some time, we are not aware of research on trauma and 
post-traumatic stress symptoms in people with SMI that 
has attempted to account for these differences by race.

Disparities in rates of PTSD by race in the gen-
eral population have been fairly small and inconsistent 
(Breslau et  al. 1998; Kessler et  al. 1995; Roberts et  al. 
2011). However, other data strongly suggest that Hispan-
ics report greater severity in some posttraumatic stress 
symptoms and other enhanced reactions to trauma (i.e., 
“peri-traumatic” effects). These include increased risk 
of developing PTSD, greater persistence of PTSD over 
time, exaggerated or intensified cognitive and sensory 
perceptions (e.g., hypervigilance, intrusive thoughts, 
flashbacks, emotional reactivity), and more dissocia-
tion and panic (e.g., ataque de nervios) (Alcantara et al. 
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Introduction

Prevalence of lifetime trauma in people with severe mental 
illness (SMI) has been reported to be about 90% or higher 
(Grubaugh et  al. 2011; Mueser et  al. 1998; O’Hare et  al. 
2013), and prevalence rates of PTSD in samples of peo-
ple with SMI including schizophrenia spectrum and major 
mood disorders are four to five times more prevalent than 
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2013; Lewis-Fernandez et  al. 2010; Marshall et  al. 
2009; Pole et al. 2008). Psycho-social factors that could 
account for these differences include a more expressive 
emotional style, a qualitatively different symptom pro-
file of PTSD (e.g., more re-experiencing, dissociation, 
or avoidance), socioeconomic disadvantages, and more 
severe self-blame (Alcantara et  al. 2013; Pole et  al. 
2008; Marshall et al. 2009). Given the lack of definitive 
explanations for racial/ethnic differences in response to 
trauma, further research is needed.

One area that remains relatively unexplored in trauma 
research on racial/ethnic differences is the subjective 
response to trauma in people with severe mental illness. 
Most trauma research to date has focused on the index 
trauma (i.e., the “worst”), whether a range of traumatic 
events ever occurred, how frequently they have occurred 
in the past, or how many different types of trauma have 
occurred (e.g., Mueser et al. 1998; O’Hare et al. 2013). 
Because research has revealed a frequent lack of congru-
ence between objective measures and subjective reports 
of clients with SMI in various psychosocial domains, 
there has been renewed interest in measuring subjec-
tive experiences (e.g., Yip 2004). In one large sample 
of clients with SMI, subjective distress with regard to 
“unexpected losses” and “homelessness” was shown to 
correlate with posttraumatic symptoms to a degree com-
parable to that of physical and sexual abuse (O’Hare 
and Sherrer 2011). In another sample of SMI clients 
(N = 371), O’Hare et  al. (2013) found that unexpected 
loss of a loved one was rated more subjectively distress-
ing than physical abuse, sexual abuse, and having wit-
nessed severe violence. “Loss” also correlated with post-
traumatic stress symptoms higher (r = .53, p < .01) than 
did total lifetime trauma (r = .34, p < .01) or total types 
of trauma (r = .32, p < .01).

In the current study, we hypothesized, first, that His-
panic clients would report greater subjective distress 
from trauma and greater post-traumatic stress symptoms 
than either African-Americans or whites. Second, we 
expected that Hispanics would report greater posttrau-
matic stress symptoms when controlling for key psychi-
atric symptoms (i.e., depression, psychosis, mood dys-
regulation) and subjective distress from specific forms 
of trauma. We controlled for psychosis, depression, 
and mood dysregulation because they generally corre-
late with post-traumatic stress symptoms (O’Hare et  al. 
2013) and because symptoms of psychosis and mood 
disturbances are shared to some extent across SMI diag-
noses (Baynes et al. 2000). We also controlled for gender 
given different rates of trauma and post-traumatic stress 
symptoms for men and women with SMI (Mueser et al. 
1998; O’Hare et al. 2013).

Method

Sample and Procedure

Data were collected from clients as part of routine 6 month 
re-assessments (based on their anniversary date of admis-
sion) in an outpatient community support program within 
an urban community mental health center (N = 132). Cli-
ents, most of whom live independently in supported hous-
ing in the surrounding catchment area, were self-identified 
as African-American (28, 21.2%), Hispanic (32, 24.2%), 
and white (72, 54.5%). All clients were diagnosed by staff 
psychiatrists with a primary Axis I DSM-IV SMI disor-
der (APA, 2000): schizophrenia spectrum (59, 44.7%) and 
major mood disorder (73, 55.3%). 70 (53.0%) were women 
and 60 (45.5%) were men (gender was not reported for two 
clients). Chi square analysis revealed no significant differ-
ences by race for either gender or Axis I diagnosis. Mean 
age was 47.4 (SD = 12.9) (all clients were age 20 or older). 
Median annual household income was $9000, with most 
(106, 80.3%) clients supported primarily with social secu-
rity disability insurance. The median level of education 
was a high school diploma. Most clients (123, 93.2%) had 
been hospitalized at least once in their lifetime for a men-
tal health or substance use problem, and almost all (127, 
96.2%) were taking psychiatric medication at the time of 
the study. Clients had been involved with the agency for 
a median of 9 years, and average GAF score was 46.8 
(SD = 7.3).

Data were collected between the Fall, 2008 and Spring, 
2009 by members of clinical teams, (i.e., social workers, 
psychiatric nurses, case managers) using a combination of 
face-to-face interviews for key clinical measures and medi-
cal records to extract client background data. Procedures 
for the study were approved by the community mental 
health center’s quality assurance department and the Insti-
tutional Review Board of Boston College.

Measures

To measure post-traumatic stress symptoms, we used a brief 
three-item version of the PTSD Symptom Scale (interview 
version; Foa et al. 1993), validated in separate samples of 
SMI clients (e.g., O’Hare et  al. 2012, 2015). As with the 
full PSS-I, clients rated their symptoms on each item “over 
the past 7 days” with regard to the “most stressful or trau-
matic event” that has ever occurred to them in reference to 
the index trauma as follows: (0) “not at all,” (1) “once per 
week/a little”, (2) “two or four times per week/somewhat”, 
and, (3) “five or more times per week/very much”. The 
Cronbach’s alpha for the brief PSS in the current sample is 
0.80. To measure subjective distress from trauma, we used 
the Risky Behavior and Stressful Events Scale (RBSES: 
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O’Hare et  al. 2006, 2013), an inventory of six items that 
measure the most common traumatic events documented in 
people with SMI (Mueser et al. 1998; O’Hare et al. 2013). 
These items included: “physical abuse”, “sexual abuse”, 
“saw another person seriously harmed or killed in combat, 
home or crime situation”, “experienced the unexpected 
death of a friend, family member, or loved one”, “was 
homeless for more than a day”, and “suffered a life-threat-
ening injury, or illness that caused you to fear for your life”, 
For each item, the client was asked “how much emotional 
distress” the client felt in the present moment for each of 
these six events [(0) “none,” (1) “a little”, (2) “moderate”, 
(3) “a lot”, and (4) “extreme”]. Key psychiatric symp-
toms (depression, psychosis, mood dysregulation) were 
measured using subscales of the well-validated BASIS-24 
(Eisen et al. 2004; O’Hare et al. 2015). Cronbach alphas in 
this sample for depression are 0.85, for psychosis, 0.72, and 
for mood dysregulation, 0.73.

Results

Bivariate Analysis

Pearson correlations between post-traumatic stress symp-
toms for all continuous variables in the study were positive 
and significant, and in the low-to-moderate range: depres-
sion (r = .46, p < .01), psychosis (r = .22, p < .05), mood 
dysregulation (r = .41, p < .01); and, the six subjective 
distress items as follows: physical abuse (r = .52, p < .01), 
sexual abuse (r = .52, p < .01), witnessed violence (r = .30, 
p < .01), sudden loss of loved one (r = .52, p < .01), was 
homeless (r = .36, p < .01), and experienced a life-threat-
ening illness or injury (r = .26, p < .01). T-test revealed 
that women (M = 3.81, SD = 2.69) reported more intense 
post-traumatic stress symptoms than did men (M = 2.24, 
SD = 2.57) (t (df,119) = 3.26, p < .01).

One-Way ANOVA Results by Race

Oneway ANOVA revealed significant differences by race 
for post-traumatic stress symptoms [F (2/120) = 10.18, 
p < .01], depression [F (2/128) = 4.25, p < .05], psychosis 
[F (2/128) = 6.92, p < .01], and for subjective distress from 
physical abuse [F (2/119) = 4.96, p < .01], sexual abuse[F 
(2/112) = 5.02, p < .01], and witnessing violence (i.e., harm/
death) [F (2/113) = 4.32, p < .05]. Multiple comparison 
tests (using Tukey’s HSD correction) revealed specific race 
group differences as follows: post-traumatic stress symp-
toms (Hispanic > white, p < .01; Hispanics > African-Am., 
p < .01), depression (Hispanic > whites, p < .05), psychosis 
(Hispanic > white, p < .01; African Am. > white, p < .05), 
subjective distress from physical abuse (Hispanic > white, 

p < .01), sexual abuse (Hispanic > white, p < .01), and wit-
nessing violence (harm/death) (Hispanic > white, p < .05).

Regression Analysis

Measuring the association between race and post-traumatic 
stress symptoms when controlling for gender, psychiatric 
symptoms, and subjective distress from six trauma items 
(N = 132).

With post-traumatic stress symptoms as dependent vari-
able, we entered the variables of interest in the following 
order: gender, psychiatric symptoms (i.e., depression, 
psychosis, mood dysregulation); the six items measur-
ing subjective distress from trauma, followed, lastly, by 
two racial categories (binary-coded 1, 0) for African-
American and Hispanic respondents (whites were left out 
as the reference group). The overall model was significant 
(adj. R²=0.41; F (12/86) = 6.68, p < .01). Adjusted R² and 
changes in F at each step were as follows: gender (adj R² 
= 0.06, ΔF = 7.05, p < .01); psychiatric symptoms (adj R²= 
0.26, ΔF = 9.63, p < .01), the six subjective distress items 
adj R²= 0.37, ΔF = 3.79, p < .01, and race (adj R² =0.41, 
ΔF = 4.09, p < .05). Subjective distress from sexual abuse 
(t = 2.01, p < .05) and Hispanic race (t = 2.66, p < .01) 
were the only variables that remained significant in the 
final model. Mood dysregulation approached significance 
(p = .077). Being self-identified as “Hispanic” explained 
the most variance in post-traumatic stress symptoms than 
any other factor in the model (4.3%) compared with distress 
from sexual abuse (2.4%). Durbin-Watson statistic was 
1.71, tolerance and VIF statistics showed no evidence of 
multicollinearity, and residuals were normally distributed.

Discussion

This is the first study of which we are aware that has dem-
onstrated significantly greater post-traumatic stress symp-
toms in Hispanic SMI clients when controlling for other 
key psychiatric symptoms. This finding suggests that 
greater reports of post-traumatic stress symptoms cannot 
be attributed to greater reports of psychiatric symptoms in 
general. Hispanics also reported greater subjective distress 
from physical abuse, sexual abuse and having witnessed 
severe violence. What the source or nature of these “subjec-
tive” experiences are requires further research. Practition-
ers, however, should be vigilant to the possibility of more 
intense responses to highly stressful or traumatic events in 
their Hispanic clients with SMI. The current study is lim-
ited by its modest sample size, lack of inter-ethnic distinc-
tions within race categories, and cross sectional design. 
Research with larger samples of people from different race, 
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inter-ethnic, and cultural backgrounds could further vali-
date and generalize these findings.
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