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Abstract

[Purpose] We aimed to compare the prevalence of Adverse Childhood Experiences
(ACEs) and Potentially Traumatic Events (PTEs) among outpatients at general
psychiatric clinics with those of the general population in Japan. We also examined the
proportion of the PTSD high-risk group in patients with PTEs. [Methods] This study
used the secondary data analysis of medical records from two psychiatric clinics, which
agreed to provide them. The study subjects were patients over 18 years old (N=1058)
who visited the clinics and agreed to provide their medical records for the study
purpose during a month in 201X. The response rate was 96% (1011 of 1058). Of 1011,
we analyzed 1008 patients who have been diagnosed with mental disorders based on
the ICD-10 criteria. We obtained several types of data: sex, age, clinical diagnosis,
ACEs, Life Events Checklist for DSM-5, Impact of Event Scale-Revised. [Results] In
total, 61% had at least one ACE, and 88% had at least one PTE, which were
significantly higher than those of the general population. In addition, more than half of
the patients with PTEs were in the PTSD high-risk group. [Discussion] As far as we
know, this is the first study, which showed the high prevalence of ACEs and PTEs
among patients at general psychiatric clinics in Japan. Furthermore, more than half of
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the patients with PTEs had current PTSD symptoms. Clinicians need to pay more

attention to ACEs and PTEs for better treatment and care, although we should be

cautious of generalizing our results because of the convenience sampling.

Keywords: adverse childhood experiences, potentially traumatic events, PTSD,

epidemiology

Introduction

In recent years, it has become clear
that adverse childhood experiences
(ACEs) and lifetime experiences of
potentially traumatic events (PTEs),
such as disasters, accidents, violence,
sexual assault, and wars, can adversely
affect neurodevelopment and immunity,
leading to chronic physical and mental
health problems 13)18)32).

According to a U.S. study of ACEs, 61%
of adults had experienced at least one of
the following by age 18: violence, abuse,
neglect, witnessing violence, family
suicide (attempted), substance abuse in
the home, mental disorder, separation
from parents, or family members

incarcerated, and one in six had
experienced four or more ACEs 12).
Compared to those who do not have four
or more ACEs, those with four or more
ACEs have a 3-6 times higher risk of
having depression and anxiety, seven
times higher risk of having substance
use, 30 times higher risk of suicide
attempts, 1.5 times higher risk of

having diabetes, and 2-3 times higher

risk of having cardiovascular and
respiratory diseases and cancer 19). In
an epidemiological survey in Japan,
about 32% of adults experienced at least

12 ACEs

bereavement/divorce/separation, family

one of the (parental
mental disorder/substance use/crime,

domestic violence, physical abuse,
sexual abuse, neglect, physical illness,
difficulties 15). In

addition, the risk of having any mental

and economic

disorder was 2.5 times higher among
those with the three ACEs than those
without ACEs 15). Furthermore, in a
study of older adults in Japan, ACEs
were also associated with decreased
activity capacity function and physical
disease (cancer, diabetes) 3)4).

The frequency of PTEs throughout life
1s even higher, with more than 70% of
people worldwide estimated to have
experienced some form of PTEs 8), and
PTEs

prevalence was 60% 23). Obviously, not

in a Japanese survey, the
all people who experience PTEs can
develop mental disorders such as

posttraumatic stress disorder (PTSD),
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and the incidence of PTSD

depending on the nature and intensity

varies

of PTEs, the timing of diagnosis, and
other demographic factors. A recent
systematic review estimated that
approximately 16% of
children/adolescents aged 2 to 18 years

who experience PTEs develop PTSD,

with a PTSD incidence rate of
approximately 25% among
children/adolescents who experience

interpersonal PTEs such as abuse 1).
Given the high prevalence of ACEs and
PTEs and their

psychosomatic effects, it is reasonable to

significant

assume that many patients who visit
medical facilities, including psychiatry,
have ACEs and PTEs. We hypothesized
that the prevalence of ACEs and PTEs
would be higher among general
psychiatric outpatients in Japan than in
the general population. In fact, reports
from other countries have shown that
40-70% of psychiatric outpatients had
been physically or sexually abused
11)26), and that as many as 98% of male
patients with substance use disorders
had at least one ACE 30). In addition,
the higher the ACEs score, the more
often antidepressants, anxiolytics, and
antipsychotics are prescribed 5), but the
response to the pharmacotherapy seems
to be poorer than that of patients
without ACEs 31). Moreover, if medical
personnel do not pay sufficient

attention to ACEs and PTEs, re-

traumatization may occur. For example,
seclusion restraints, coercive responses,
and invasive procedures in psychiatric
care can carry such risks 22). Therefore,
psychiatrists need to pay close attention
to ACEs and PTEs.

A Japanese study of ACEs and PTEs in
psychiatric patients reported that 31 of
53 psychiatric inpatients (58.5%) had at
least one ACE 24), and another reported
the association between ACEs and
substance use disorders in 437 first-
visit outpatients with addictions 20).
However, there have been no studies on
general psychiatric outpatients. The
objectives of this study were (1) to
compare the prevalence of having at
ACE and PTE among

outpatients 1in

least one
general psychiatric
clinics with estimates for the general
population (32% ACEs, 60% PTEs)
15)23), (2) to explore the prevalence of
ACEs and PTEs by contents, and (3) to
explore the prevalence of possible PTSD
those with PTEs. As a

analysis, we also

among
supplemental
examined the prevalence of possible
PTSD by clinical diagnosis, and the
association between a history of abuse,
PTEs, and possible PTSD.

I. Methods
Study Design

This study is a secondary data analysis
of clinics A and B medical records in

municipality X, where consent for
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research participation was obtained.
2. Object

Of the patients aged 18 years or older
(N=1,058) who visited outpatient clinics
A and B during the month of Y in year X
and who agreed to provide data for
Hyogo
Institute for Traumatic Stress (N=1,011,
96% consent rate), 1,008 patients with a

research purposes to the

confirmed clinical diagnosis were
included in the study. The data included
sex, age, clinical diagnosis, ACEs, Life
Events Checklist for DSM-5 (LEC-5),
and Impact of Event Scale-Revised
(IES-R).
3. Measurements
(1) Clinical diagnosis

At the time of providing this data, the
psychiatrists indicated only one
primary diagnosis based on the ICD-10
diagnostic criteria from the medical
records to date. The ACEs, LEC-5, and
IES-R data described below were not
used in making this clinical diagnosis.
(2) ACEs

We used ten questions from a series of
ACEs studies conducted by the Centers
for Disease Control and Prevention and
12)14).  These

inquire the presence or

Kaiser  Permante
questions
absence of the following: psychological
abuse, physical abuse, sexual abuse,
psychological neglect, physical neglect,
divorce or separation of parents,
intimate partner violence against the

mother (domestic violence in front of

children), alcohol/drug abuse in the
family, mental illness or suicide in the
family, and incarceration in the family.
In addition, we calculated the ACEs
score by summing the number of ACEs.
The dJapanese version of the ACEs
questionnaire was developed by Tsuboi,
and its validity and reliability have
been reported 39).

(3) LEC-5

The LEC-5 is designed to screen for
PTEs

questionnaire

with a self~-administered

that assesses the
presence or absence of direct experience,
witnessing, or hearsay of 16 types of
events (natural disasters, fires and
explosions, car accidents, serious
accidents, exposure to toxic substances,
violence  with

physical  violence,

weapons, sexual violence, unwanted
and uncomfortable sexual experiences,
and Dbattlefield

imprisonment, life-threatening illness

war experiences,

or injury, severe human suffering,
sudden violent death, sudden accidental
death, serious injury, disability, or death
of others from their own causes), as well
as other highly stressful events in their
lives. As the LEC-5 is designed to collect
trauma

information on lifetime

experiences systematically, and no
formal scoring method has been defined
41), in this study, we calculated the total
of all

experiences and the total number of

number types of trauma

each type of experience.
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4) IES-R
Patients with at least one PTE on the
LEC-5 were PTSD

during the week

assessed for
symptoms past
concerning the most distressing event
using the IES-R. The IES-R is a self-
administered questionnaire developed
by Weiss, D. S. et al. in the U.S. to
measure PTSD symptoms. The IES-R
consists of 22 items: eight intrusion
symptoms, eight avoidance symptoms,
and six hyperarousal symptoms. The
reliability and validity of the Japanese
version of the IES-R have
established by Asukai, N. et al. and the

cut-off score is defined as 25 points or

been

higher 7). In the present study, the
PTSD high-risk group (possible PTSD)
was also defined as those with at least
one PTE on the LEC-5 and at least 25
points on the IES-R.

4. Analysis

The demographics of the participants
were described as below. Continuous
variables (age, ACEs score, number of
PTEs, and IES-R score) were visually
examined by histograms, revealing non-
normal distribution. Therefore,
medians and quartiles were used to
summarize the data. Binary variables
were summarized as numbers and
percentages. Next, we determined the
prevalence of ACEs and PTEs by
contents. We also used the One Sample
Proportion Test to test whether the

proportion of subjects with at least one

each of ACEs and PTEs was different
from that of the general population in
Japan (32% ACEs and 60% PTEs). In
addition, the percentage of those in the
PTSD high-risk group was calculated
for 709 of the 882 subjects with no
missing values on the IES-R, excluding
6 subjects with a clinical diagnosis of
PTSD (F43.1) from those with at least
one PTE (N=888). The percentages of
those in the PTSD high-risk group by
clinical diagnosis are also shown. In
addition, the group was divided into
those with a history of abuse
(psychological abuse, physical abuse,
sexual abuse, psychological neglect,
physical neglect) (N=461) and those
without (N=509) ACEs. The difference
in the number of PTEs was analyzed
using the Wilcoxon rank-sum test, and
the difference in the proportion of the
high-risk PTSD group was analyzed
using the x2 test. Analyses were
performed with the STATA ver. 16.0
(Stata Corp., Union Station, Texas,
USA), and a two-tailed P value of less
than 0.05 was considered statistically
significant.

5. Ethical considerations

This study was conducted with the
Ethical

Committee of the Hyogo Institute for

approval of the Review

Traumatic Stress. We informed the

subjects verbally and in writing,

obtained their consent to provide

information, and conducted the study
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with the protection of their personal

information in mind.

II. Results

1. Characteristics of study participants
The demographics of the participants
are shown in Table 1. The median
[quartile] age was 41 years [31, 52].
Mood

disorder (F3) was the most common

Sixty percent were female.
clinical diagnosis (36%), followed by
neurotic disorder (F4) (20%) and
developmental disorder (F8) (19%).

2. ACEs

The median [quartile] ACEs score was
1 [0, 3], and the number of missing
ACEs was 81 (8%). The distribution of
ACEs scores was 0 (39%), 1 (19%), 2
(18%), 3 (10%), and 4 or more (19%).
61 % of the subjects (N=927) had at least
one ACE, which was
higher than the general population
(32%) (P<0.001, 95% confidence interval
[58, 64]). The frequency of ACEs by
content is shown in Table 2. The most
ACEs

abuse

significantly

common were
(33%),

psychological neglect (27%), divorce or

types  of
psychological

separation of parents (25%), physical

abuse (25%), and family mental
disorder or suicide (23%).
3. PTEs

The median [quartiles] of the number
of PTEs were: total 4 [2, 7], direct
experience 2 [1, 4], witness 0 [0, 1], and

hearsay 1 [0, 2]. Eighty-eight percent of

the subjects (N=1,008) had experienced
PTE,
significantly higher than the general

(60%) (P<0.001, 95%
interval [86, 90]). The
prevalence of PTEs by content and type

at least one which was
population

confidence

of experience is shown in Table 3. The
PTEs
experienced were natural disasters
(54%), other very stressful events (54%),

most common directly

physical violence (31%), severe human
suffering (26%), traffic accidents (24%),
and sexual abuse (9% sexual violence,
16% uncomfortable sexual experiences
against their will). The most common
PTEs witnessed were fire or explosion
(24%), traffic accidents (16%), life-
threatening illness or injury (10%),
(10%),
violence (7%), and serious accidents
(5%). The most common PTEs known by

natural disasters physical

hearsay were traffic accidents (21%),
natural disasters (16%), sudden violent
death (15%), sudden accidental death
(15%), and fire or explosion (14%). The
group with a history of abuse (median 6,
quartiles [3, 9]) had significantly more
PTEs (P <0.001) than the group without
a history of abuse (median 3, quartiles
[1, 5.
4. PTSD high-risk group

The median [quartile] IES-R score
(N=709) was 27 [8, 47], and 366 (52%)
were in the PTSD high-risk group. The
number and percentage of patients in
the PTSD high-risk group by clinical
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in Table 4.
Seventy-one percent of F5 and 80% of
F6 patients were in the PTSD high-risk
group; all F5 patients had an eating
disorder (F50); 16 of 20 F6 patients had

a borderline

diagnosis are shown

personality  disorder
(F60.3), and the other sub-diagnoses
were antisocial personality disorder
(F60.2), avoidant personality disorder
(F60.6), pathological gambling (F63.0),
and ego-dysphoric sexual orientation
(F66.1). The percentage of those in the
PTSD high-risk group was significantly
higher in the group with a history of
abuse than in the group without (70% vs
32%, P < 0.001).

III. Discussion

It has been assumed that many of the
outpatients in general psychiatric
clinics in Japan have ACEs and PTEs,
as shown in previous studies in the
other countries. However, to our
knowledge, there have been no studies
of these clinical groups in Japan. In this
study, 61% of patients presenting to a
general psychiatric outpatient clinic in
Japan had at least one ACE, and 88%
had at least one PTE. These prevalence
were significantly higher than those in
the general Japanese population. In
addition, 52% of patients with at least
one PTE were found to be in the high-
risk group for PTSD.

1. ACEs

Compared with the results of a survey

of the general population in Japan 15),
the number of patients with at least one
ACE was about twice as high (61% in
the present study/32% in the general
population), indicating how many
patients with ACEs use psychiatric
outpatient clinics. The number of ACEs
questions in this study and in the
general population is different (10 in
this study/12 in the general population),
so comparisons should be made with
caution. However, it is unlikely that the
difference is due to a lack of survey
items, as the general population survey
has more items to be surveyed.

Focusing on the contents of ACEs,
child abuse was frequently observed. In
fact, compared with an epidemiological
study 38) conducted in the general
population in Japan, the prevalence of
psychological abuse (33% in this study/
4% in the general population), neglect
(10-27% in this study/ 0.8% in the
general population), physical abuse
(25% in this study/ 3% in the general
population) and sexual abuse (14% in
this study/ 0.6% in the

population) were about ten times higher

general

than in the general population. Previous

systematic  reviews 16)25) have
consistently shown an association
between child maltreatment and

various adult-onset mental disorders,
including PTSD, depression, anxiety,
schizophrenia, and substance use

disorders. Consistent with previous
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studies 9)27), the present study also
found that those with a history of abuse
experienced more PTEs and were more
likely to be in the high-risk group for
PTSD. Therefore,

public health intervention for abused

along with early

children, further implementation of
trauma-informed psychological
intervention 29) for patients with a
history of abuse who wvisit adult
psychiatric outpatient clinics is needed.
In this study, divorce or separation of
parents and family  psychiatric
disorders were also frequently observed.
Previous studies have shown that the
former is associated with depression in
adulthood, and the latter with PTSD
and psychotic-like
28)36)40).

psychiatric disorders may increase the

experiences
Divorce and  family

risk of psychiatric disorders in
adulthood through deterioration of
family functioning and the child-rearing
environment, and further support for
single-parent families may be needed.
2. PTEs and PTSD

Compared with a previous study 23) of
the general population in Japan, the
prevalence of having a PTE was about
1.5 times in this population (88% in this
study/60.7% in the general population).
Among types of the PTEs in this study,
natural disaster (54%) was the most
prevalent, and had ten times higher
percentage than that in the general
(5.4% in the

population general

population). Physical violence (31% in
this study/16.5% in the
population) and sexual victimization (9-
16% in this study/4.3% in the general

general

population) were also about twice as
prevalent as in the general population.
The importance of psychiatric support
for victims of natural disasters has been
widely recognized since the Great
Hanshin-Awaji Earthquake. However,
since the risk of developing PTSD is
generally higher for intentional PTEs,
such as crime, than for accidental PTEs,
such as natural disasters 23), further
support for crime victims may be needed.

In the present study, more than half
of those with PTEs fell into the high-
risk group for PTSD, whereas in the
general population survey, 1.3% had a
lifetime PTSD diagnosis, and 0.7% had
a past 12-month PTSD diagnosis,
indicating a significant discrepancy. The
reasons for this discrepancy may be due
to differences in survey methods and
missing values. Previous studies in the
general population have used
structured interviews to diagnose PTSD,
but this study used a self-administered
questionnaire. When participants select
the most painful event and answer a
self-administered scale regarding PTSD
symptoms, the assessment of PTSD
symptoms may not be focused on the
traumatic event, thus may Dbe
overestimated due to other psychiatric
such as

symptoms anxiety and
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depression 10)42). Furthermore, the
lack of consideration of
dysfunction lead to
overestimation of PTSD 42). In this
study, the number of missing IES-R was
20% of the subjects, which is not

social

may also

negligible. Therefore, as a sensitivity
analysis, we corrected for
overestimation by assuming that none
of the participants with missing of IES-
R were in the PTSD high-risk group,
and by considering that the PTSD
diagnosis rate decreased from 8% to 5%
(it was overestimated by 60%) when
social dysfunction was added 13). The
PTSD high-risk group in this study was
estimated to be 24%. This means that
even at the most optimistic and
conservative estimates, one out of four
participants in this study may be in the
PTSD high-risk group.

In addition, a tendency toward having
personality and eating disorders was
observed in the PTSD high-risk group
by diagnosis. Previous studies have
reported an association between
borderline personality disorder and
PTSD 21) and between binge eating
and PTSD 35).

because the reliability of the clinical

disorder However,

diagnosis in this study was not
sufficiently high and the sample size
was small, it cannot be said that
disorders and eating
disorders are likely to be

associated with PTSD than other

personality

more

diagnoses, and the data should be used
for reference only.

3. Limitations

This study has several limitations.
First, the generalizability of the results
must be treated with caution because
the subjects were patients obtained by
convenience sampling. In this study,
child abuse was frequently identified as
an ACE and natural disasters were
frequently identified as a PTE. However,
since the clinic where the study was
conducted was in an area that had
experienced large-scale natural
disasters, such as the Great Hanshin-
Awaji Earthquake, and also had a high
number of consultations per population
for child abuse 37), it is possible that
these factors affected the frequency of
ACEs and PTEs. On the other hand, it
should be noted that none of the clinics
that cooperated in the study advocate
outpatient clinics specializing in
trauma and PTSD. Second, the validity
of the Japanese version of the LEC-5, a
questionnaire to assess PTEs, has not
been established. In fact, in this study,
the most common directly experienced
PTEs, along with natural disasters,

n

were "other very stressful events," and
it 1s unclear whether or not they truly
meet the criteria for traumatic events as
defined by the DSM-5 and ICD-11.
Future wvalidation of the Japanese
LEC-5 and other

questionnaires to assess PTEs is needed.

version of the

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author



Third, the number of missing IES-R was
not negligible at 20%. Although the IES-
R has

epidemiological studies in Japan to

been used in various
assess PTSD symptoms, it may have
been burdensome to have psychiatric
outpatients answer 22 questions. In the
future, it is desirable to develop a
simpler tool to assess PTSD symptoms.
Fourth, the clinical diagnosis of the
subjects was made retrospectively by
two attending psychiatrists at each
clinic based on medical records, which
has limited the validity and reliability.
should

structured diagnostic interview.

Future studies include a

Conclusion

Despite these limitations, this study
showed that significant proportion of
Japanese outpatients at general
psychiatric clinics have ACEs and PTEs
along with having significant current
PTSD
Allsopp, K.
analyzed the diagnostic criteria of the

DSM-5 and pointed out that each

symptoms across diagnoses.

et al. 2) qualitatively

diagnostic category is not uniform and
has many overlapping areas, and that
the influence of PTEs is not fully
reflected. As it has become clear in
recent years that ACEs and PTEs can
have profound negative effects on later
life, a consensus has emerged that
trauma-informed care is essential, and

the concept of trauma-informed care

(TIC) has come into focus. TIC is not a

specific  treatment program, but

represents the basic philosophy of
broad-based support; TIC incorporates
an understanding of trauma into all
aspects of support and creates
conditions that promote recovery in all
aspects of support 17). The first step in
this process 1is for supporters to
understand the effects of trauma and to
become aware of the trauma symptoms
of their patients 34). In Japan, such
practices are gradually being reported
in the field of social welfare and other
fields 6), and medical institutions are
becoming aware of the need to pay
attention to ACEs and PTEs 33). We
believe that support and treatment from
a trauma perspective needs to be
expanded, regardless of the diagnostic

category of the patient.
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PSYCHIATRIA ET
NEUROLOGIA

JAPONICA

&1 BFRE#E (N=1,008)

A %
i
10~20 1€ 211 21
301 270 27
40 220 22
50 € 177 18
60 % 84 8
70 RELE 46 5
%R (i) 602 60
AR W™
FO 6 1
F1 7 1
F2 152 15
F3 361 36
F4 199 20
(FAD5 5, F43.1) (6 1)
F5 9 1
Fé 35 3
F7 25 2
F8 188 19
F9 26 3

*ICD-10 (¥ U -B—2HTH 5,
Table 1 Basic Attributes (N=1,008)

*The diagnosis is a single diagnosis according to ICD-10.
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®2 ACEs DABFIDHRE (N=1,008)

| 3ivs RE A %
1 ENER 317 33
2 DEMRILY b 262 27
3 WHOBEYIE 241 25
4 BERER 242 25
5 REOEWEEPLER 221 23
6 (ERER 139 14
7 8BAORA (& DV) 125 13
8 REOFILIA—IL/EPEE 119 12
9 BENRILIE 101 10
10 RIERDR® 26 3

MARDOXRIRE : 6z (RER), 1 (41), 2 (41),
3 (36), 4 (31), 5(41), 6 (31), 7 (35), 8
(39), 9 (37), 10 (31)
INTNOARABORAEEMS -0, EYRIETH
3.
Table 2 Frequency of ACEs by content (N=1,008)
Missing values by content: rank (missing number), 1 (41), 2 (41), 3 (36), 4 (31), 5
(41), 6 (31), 7 (35), 8 (39), 9 (37), 10 (31)
As the respondents were asked about the presence or absence of each content,

multiple answers were given.

Rank/Content/Number of persons/ %

1 Psychological abuse 317 33

2 Psychological neglect 262 27

3 Parents divorced or separated 241 25

4 Physical abuse 242 25

5 Mental disorder or suicide in the family 221 23

6 Sexual abuse 139 14

7 Violence against mother (face-to-face DV) 125 13
8 Family alcohol/drug abuse 119 12

9 Physical neglect 101 10

10 Family member's incarceration 26 3
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&3 EEFSVYER (PTEs) ORE (N=1,008)

5137 °3 B% =

A¥ % A % A %
BRKE 548 54 96 10 159 16
KEPBF 38 4 245 24 138 14
3 UE L 238 24 164 16 210 21
b7 SARAN: 87 67 7 54 5 118 12
BEVEAORRE 20 2 10 1 78 8
SHNRH 312 31 73 7 83 8
HBZE-1-8D 56 6 25 2 73 7
HRRD 920 9 7 1 94 9
BIZR U E=FRRE R 165 16 16 2 76 8
LRl VRe tn o 4 0 7 1 91 9
- 19 2 11 1 58 6
WICHHDHSRTPER 137 14 103 10 133 13
A E U TOEXLEM 262 26 40 4 59 6
RADRNNFE 28 3 28 3 156 15
RIADEHIE 18 2 22 2 152 15
BN RETHAISRIALERPES, 42 4 7 1 43 4
FEB<
ZTOMDETEARARLAER S TZHESE 548 54 43 4 54 5

EFNTNORBOEMERS 2720, HEEETHS.
Table 3 Frequency of Lifetime Trauma Experiences (PTEs) (N=1,008)

Direct experience/Witnessed/Hearsay

Number of people % Number of people % Number of people %
Natural disaster 548 54 54 96 10 159 16

Fire or explosion 38 4 245 24 138 14

Traffic accident 238 24 164 16 210 21

Serious accidents 67 754 5118 12

Exposure to toxic substances 20 2 10 1 78 8

Physical violence 312 31 73 7 83 8

Violence with weapons 56 6 25 2 73 7

Sexual violence 9097194 9

Unwanted and uncomfortable sexual experiences 165 16 16 2 76 8
Combat or battlefield experience 4071919

Confinement 192111586
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Life-threatening illness or injury 137 14 103 10 133 13

Serious human suffering 262 26 40 4 59 6

Sudden violent death 28 3 28 3 156 15

Sudden accidental death 18 2 22 2 152 15

I cause serious injury, disability, or death to others 4247 1 43 4
Other very stressful events 548 54 434454 5

As the respondents were asked about the presence or absence of each content,

multiple answers were given.

&4 HBIKZERID PTSD

NTYRA7BOBE

PTSD /\1

YR
A %
2£& (N=709) 366 52
FO (N=4) 2 50
F1 (N=6) 3 50

F2 (N=97) 53 55
F3 (N=258) 136 53
F4 (N=141) 76 54

F5 (N=7) 5 7
F6 (N=20) 16 80
F7  (N=18) 7 39
F8 (N=140) 63 45
F9  (N=18) 5 28

DI EE1D2PTEs BT S
EDT, BE OO HT-HESE
ICBBUTIES-RA 25 RLLET
H21-ED%EPTSDNTURY
< F ol O

Table 4: Percentage of those in the PTSD High-Risk Group by Clinical Diagnosis
Those with at least one PTE and an IES-R score of 25 or higher for the most

distressing event were considered to be at high risk for PTSD.
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