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Abstract
As the U.S. has grown increasingly diverse, with people of color now comprising over 40% of the
population, understanding how Post-Traumatic Stress Disorder (PTSD) impacts different ethnic groups is
crucial. PTSD is a debilitating condition that emerges after traumatic events, affecting individuals' daily
lives and overall well-being. While previous research has examined PTSD prevalence rates across
ethnicities and trauma types, there is a significant gap in understanding if and how specific PTSD symptom
clusters vary among different ethnic groups. This study aimed to fill this gap. Data was collected via Prolific
and the psychology subject pool. Analyzing data from 72 participants with probable PTSD, the study found
varying prevalence rates of PTSD across ethnic groups although we were not sufficiently powered to
examine differences across ethnic subgroups. Differences in symptom clusters across ethnic groups were not

statistically significant. These findings highlight common trauma responses across ethnic groups.
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Chapter 1: Introduction

According to the American Psychiatric Association (APA), Post-Traumatic Stress
Disorder (PTSD) is a serious mental illness that develops in people when they are
exposed to stressful situations (APA, 2013). It is defined by a broad range of symptoms
that have the potential to negatively impact people's everyday activities and general state
of health. The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5) classifies these symptoms into four primary clusters. The DSM-5 places
particular emphasis on the behavioral symptoms associated with PTSD, such as

avoidance, re-experiencing, negative cognitions, mood, and arousal.

The US Census Bureau (2020), indicates that ethnic and racial minorities now
make up over 40% of the nation's overall population, reflecting the significant rise in
diversity that has occurred in recent years in the US. According to the U.S. Department of
Federal Affairs, six percent of people will experience PTSD at some point in their lives.
Although African American, Asian, and Latinx ethnic minority groups are the three main
categories used to classify minority populations, it's crucial to acknowledge the

differences that exists within these groups.

Different ethnic groups may exhibit these symptom clusters differently in terms of
presentation and prevalence (Marshall, Schell, & Miles, 2009; Coleman, Ingram, K. M.,
& Sheerin, C. M., 2019). Nevertheless, there is an apparent gap in the literature on
potential ethnic differences across the symptom clusters in PTSD. In fact, the majority of

research efforts have been directed towards examining ethnic differences in a specific



symptom cluster among a single ethnic group. Based on what little research is available,
some authors have implied that different racial and ethnic communities experience and
exhibit PTSD symptoms differently (Hinton et al., 2009). African American individuals,
for example, may display intrusive symptoms associated with race-based trauma, which
are a reflection of experiences with racial violence and prejudice (Pole & Kulkarni,
2008). When dealing with PTSD symptom clusters, the Latinx community, may tend to
avoid reminders of the trauma which may act as a coping mechanism to alleviate their
distress (Eisenman et al., 2008). Cultural factors such as strong family ties and collective
resilience can affect the prevalence of avoidance symptoms among the Latinx community
(Pole et al., 2005; Eisenman et al., 2008). This collectivistic view can also be seen within
Asian culture as this group may avoid burdening their families with their emotional
distress and as such manifest strong avoidant symptoms. Despite the above hypothesized
reasons for why ethnic differences in PTSD symptom clusters may exist, a thorough
investigation examining between group differences in symptom clusters of PTSD has not
been conducted. Indeed, while the presentation and frequency of these symptom clusters
can differ across ethnic groups (Marshall, Schell, & Miles, 2009; Coleman, Ingram, K.
M., & Sheerin, C. M., 2019), a holistic examination of PTSD symptomology (i.e.,
looking at all PTSD symptom clusters) by ethnic group is absent from the extant
literature. Instead, authors have primarily examined ethnic differences in singular

symptom clusters and/or among a single ethnic group.

In addition to potential ethnic differences in symptom clusters of PTSD,
individuals also encounter a wide range of traumatic events that can differ significantly

across ethnic groups, on account of cultural, socioeconomic, and environmental factors.



Racial discrimination, microaggressions, and systemic racism are issues that ethnic
minorities frequently face, which may exacerbate the trauma they experience.
Additionally, a significant portion of ethnic minorities are immigrants, which is often
linked to the trauma associated with the immigration experience (Amiri, 2022;

Bustamante, Leclerc & Brietzke, 2018).

While existing research has explored differences in PTSD prevalence rates among
ethnic groups and in relation to trauma types, there remains a significant gap in our
understanding of the way that specific symptom clusters of PTSD vary across diverse
ethnic communities. The primary objective of this study is to bridge this research gap and
provide initial insights into potential ethnic differences. Ultimately the results from this
study could inform intervention efforts for PTSD in ethnic minority populations. To

achieve this goal, the following research questions will direct our inquiry:

1. What is the prevalence rate of PTSD across ethnic groups?
a) What is the prevalence of PTSD across the three main ethnic groups
(African America, Asian, Latinx)?
b) What is the prevalence of PTSD across ethnic subgroups? (e.g.,
Cuban, Puerto Rican, Chinese, Japanese etc.)?
2. How, if at all, do symptom clusters differ across ethnic groups?
a) What is the prevalence of PTSD symptom clusters across the three
main ethnic groups (African America, Asian, Latinx)?
b) What is the prevalence of PTSD symptom clusters across ethnic

subgroups? (e.g., Cuban, Puerto Rican, Chinese, Japanese etc.)



3. Isthere a correlation between the extent of discrimination experienced and the

severity of PTSD symptoms among the different ethnic groups?



Chapter 2: Review of the Literature

Post-Traumatic Stress Disorder (PTSD) is a debilitating mental health condition that
arises in individuals following exposure to traumatic events (American Psychiatric Association
[APA], 2013). It is characterized by a range of symptoms that can have a profound impact on a
person's daily life and overall well-being. Symptoms of PTSD encompass four main clusters, as
defined in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5).
Intrusion symptoms, one of the main symptom clusters, involve recurrent and distressing
memories, nightmares, or flashbacks related to the traumatic event. Avoidance symptoms can
also be seen in individuals experiencing PTSD. It manifests as efforts to avoid reminders of the
trauma, leading to social withdrawal and emotional numbing. Negative alterations in mood and
cognition can be seen when a person is having persistent negative beliefs about oneself or the
world, emotional detachment, and an inability to experience positive emotions. Finally, arousal
and reactivity symptoms, involve a person experiencing irritability, anger, difficulty

concentrating, hypervigilance, and an exaggerated startle response (APA, 2013).

Complex PTSD

Complex Post-Traumatic Stress Disorder is a psychological condition that can arise from
prolonged exposure to severe and pervasive traumatic events, often involving chronic
interpersonal abuse or neglect (Herman, 1992). Individuals with Complex PTSD often
experience a broad range of symptoms which include difficulties with emotional regulation,
interpersonal relationships, and a distorted sense of self (Maercker et al., 2022). Minorities often
face unique challenges that increase their vulnerability to prolonged traumatic experiences.
Systemic factors such as discrimination, racism, and socioeconomic disparities can contribute to

the higher prevalence of trauma within this the minority groups. These individuals may also



experience complex traumas related to their identity (i.e., racial or ethnic discrimination, cultural

displacement, intergenerational trauma; [de Silva et al., 2021; Nickerson et al., 2016]).

PTSD Among Ethnic Minorities

The U.S has become more diverse within the past several years; it is estimated that
minorities collectively make up over 40% of the country's total population (United States Census
Bureau, 2020). PTSD can affect individuals of all racial and ethnic backgrounds. According to
the U.S. Department of Federal Affairs, six percent of individuals will have developed PTSD in
in their lifetime. The prevalence of lifetime PTSD is substantially lower among Asians, with just
1.9% reporting it, in contrast to higher rates among other racial and ethnic groups; prevalence
rates for ethnic groups in the United States are as follows: 7.8% of African Americans, 6.9% of

non-Latinx whites, 6.3% of Afro-Caribbeans, and 4.6% of Latinx (Alegria et al., 2013).

The phenomenon of categorizing individuals into societal boxes, also known as social
categorization, has been extensively studied in social psychology (Rhodes & Baron, 2019). In
society, categorizing individuals into boxes based on their race, gender, or socio-economic status
can often lead to the formation of stereotypes and prejudices, which can have profound effects on
individuals' experiences and opportunities (Rhodes & Baron 2019). Minoritized people are
typically categorized into three broad ethnic minority groups (i.e., African American, Asian, and
Latinx) despite significant variation within these three categories. Indeed, it is important to
recognize that within these larger ethnic categories, there are a multitude of nuanced differences.
According to Alegria et al. (2013), various factors encompassing sociodemographic, clinical, and
social support aspects, contribute to differences among racial/ethnic groups that could be linked
to the risk of developing PTSD. One example, Latinx, Asians, and Afro-Caribbeans frequently

have immigrant backgrounds, while non-Latinx whites are more likely to have incomes



surpassing the poverty threshold (Alegria et al., 2013). Ethnoracial minorities in the US have an
increased risk for PTSD due to some of the factors (e.g., previous trauma exposure,
socioeconomic, lack of access, social support) they encounter throughout their lives (Alegria et

al., 2013; Stephens et al., 2010; Pole, Gone, & Kulkarni, 2008).

PTSD Symptoms

According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5), post-traumatic stress disorder (PTSD) is characterized by symptom clusters that
include intrusive thoughts, avoidance behaviors, negative alterations in mood and cognition, and
heightened arousal and reactivity (American Psychiatric Association, 2013). The presentation
and frequency of these symptom clusters can differ across ethnic groups (Marshall, Schell, &
Miles, 2009; Coleman, Ingram, K. M., & Sheerin, C. M., 2019) although a holistic examination
of PTSD symptomology (i.e., looking at all PTSD symptom clusters) by ethnic group is absent
from the extant literature. Instead, authors have primarily examined ethnic differences in singular

symptom clusters and/or among a single ethnic group.

Of the literature that does exist, studies have indicated that the experience and
manifestation of PTSD symptoms vary among different racial and ethnic communities (Hinton,
et al., 2009). Intrusion symptoms are characterized by distressing and unwelcome recollections,
flashbacks, and nightmares linked to the traumatic experience. Some studies suggest that
intrusion symptoms can manifest differently across ethnic groups. For example, studies have
indicated that Latinx individuals may experience culturally specific forms of intrusions, such as
"susto™ or "nervios," which involve somatic complaints and distress rooted from culturally bound

beliefs (Hinton et al., 2009; Marshall, Schell, & Miles, 2009). African American populations



may demonstrate intrusion symptoms associated with race-based trauma, reflecting experiences

of racial discrimination and violence (Pole & Kulkarni, 2008).

Cultural differences can also be seen in avoidance symptoms. Avoidance symptoms are
efforts to evade reminders of the traumatic event (DSM-5). These can vary across ethnic groups
due to cultural, social, and environmental factors. Of course, avoidance is tied to similarities with
the stimuli associated with the trauma, and therefore if racial groups experience different kinds
of trauma. African American individuals may exhibit avoidance symptoms influenced by race-
related experiences and discrimination (Williams et al., 2014). When dealing with the aftermath
of a traumatic experience, Latinx individuals often exhibit avoidance symptoms (Eisenman et al.,
2008). Avoiding reminders of their trauma or related emotions can manifest as a coping

mechanism to alleviate their distress (Eisenman et al., 2008).

The symptom cluster of negative alterations in mood and cognition involves persistent
negative emotions, distorted blame, diminished interest in activities, and feelings of detachment
or estrangement (American Psychiatric Association, 2013). In regard to ethnic differences,
Latinx individuals are hypothesized to cope with these symptoms by relying on strong family
and community support networks, while African American individuals may draw on spirituality
and religiosity to mitigate negative alterations in mood and cognition (Pole & Kulkarmo, 2008).

However, currently there are no empirical studies of this.

Arousal and reactivity symptoms include heightened physiological responses such as
increased heart rate and hypervigilance (American Psychiatric Association, 2013). According to
Sibrava and colleagues (2019), racial groups, including African American and Latinx, tend to
exhibit a heightened prevalence of trauma exposure and hypervigilance. Kim and colleagues

(2021) suggested that every day social situations that are considered safe to some (i.e., public



transportation, workplace, and educational setting) may trigger increased hypervigilance in
specific racial groups as a result of subtle discrimination and micro-aggressions. The above
illustrates PTSD symptom variation across ethnic groups and suggests possible explanations for

these variations.

Prevalence Rates of PTSD Symptom Clusters Across Ethnic Groups

While the available literature indicates some differences in PTDS symptom cluster, it is
important to acknowledge the limitations of these studies. Samples may not be representative of
the whole population since there are various cultures that are clumped together within each
ethnic group. There are several studies that examine PTSD symptom cluster among various
occupations or illnesses (Fischer et al., 2022; Stanley at al., 2019; Walton et al., 2018; Boffa et
al., 2017; Pole et al., 2001) however, little to no research is done comparing the ethnic and/or

racial groups regarding the symptoms cluster.

African Americans

The prevalence rates for probable lifetime PTSD are shown to be higher in African
American (7.8%), compared to white individuals and the other ethnic groups (Whites 6.9%),
even after accounting for different factors such as social support, sociodemographic, and
number/type of traumatic events (Alegria et al., 2013; Roberts et al., 2011). Numerous studies
have reported higher levels of intrusive symptoms, avoidance, and negative alteration in mood
among African American when compared to non-Latinx White individuals (Koo, Hebenstreit, &
Maguen, 2016; Ortega & Rosenheck, 2000; Coleman, Ingram, K. M., & Sheerin, C. M., 2019).
PTSD is a common diagnosis among the Veteran population; according to the U.S. Department

of Veterans Affairs, seven out of 100 veterans will have experienced PTSD in their lifetime.
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Coleman and Colleagues (2019) examined racial differences in symptomology in combat
veterans; their results indicated that African American combat veterans reported higher

reexperiencing symptoms when compared to non-Latinx White veterans.

Latinx

The prevalence rates of PTSD symptom clusters among the Latinx population have not
been well documented. There have been several inconsistencies in the existing literature
regarding PTSD symptom cluster within the Latinx community (Perilla et al., 2002; Pole et al.,
Jenkins, 1996). While one study reported lower avoidance symptoms (Jenkins, 1996), others
have documented higher rates of avoidance and hyperarousal (Pole et al., 2005; Rothe et al.,
2002; Norris, Perilla, and Murphy, 2001) among the Latinx community when compared to non-
Latinx whites. For example, police officers who identified as Latinx described experiencing
more severe PTSD symptoms when compared to a non-Latinx group (Pole et al., 2005). The
Latinx collectivist cultural values may play a role in the way PTSD symptoms manifest. Strong
family ties and large support systems are highly valued in the Latinx community (Pole et al.,
2005; Eisenman et al., 2008). Thus, individuals might be reluctant to talk about their trauma or

seek professional help to protect their family’s reputation.

Some literature has also suggested that the Latinx community tend to exhibit distress in a
physical form instead of a psychological form (Eisenman et al., 2008; Marsella et al., 1996),
while other studies have shown that Latinx have overall higher scores across all symptoms
compared to non-Latinx individuals (Marshall, Schell, & Miles, 2009; Denson et al., 2007,
Ortega and Rosenheck, 2000). Additionally, limited research has been done regarding Latinx
subgroups (i.e., Mexican America, Puerto Rican, Cuban, Central American, Colombian, etc.) and

PTSD symptom clusters. Although many studies tend to combine these subgroups together, the
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assumption that several heterogenous groups with some shared cultural characteristics are the
same is problematic. Indeed, Ortega and Rosenheck (2000) discussed the differences between
Puerto Rican veterans encountering more reexperiencing and hyperarousal symptoms compared

to Mexican American or other Latinx, suggesting a possible acculturation component.

Asians

Little to no research has been done regarding PTSD symptom clusters within the Asian
community. However, there are certain cultural factors, such as stigma associated with mental
health problems and disturbance in the family harmony (Kramer et al., 2002), that can influence
the presentation of PTSD symptoms. For example, due to the societal tendency to repress
negative feelings and present a stoic front (Saw and Okazaki, 2010), recurring symptoms such as
nightmares and flashbacks could go unreported. Asians may also experience a high prevalence
of avoidance symptoms due to attempts to avoid burdening their family with their emotional
suffering (Kramer et al., 2002). The expression of negative cognitions and mood symptoms, such
as emotional numbness and persistent negative beliefs, may vary within this culture, and this
may be due to the cultural value placed on emotional control and resilience (Kim, Li, and Ng,
2005). Asians may also experience elevated arousal symptoms, such as hypervigilance and
irritability, possibly as a result of the stressors associated with acculturation and discrimination
(Loo, 1994). The unique circumstances of the COVID-19 pandemic have also introduced
specific obstacles and strains that may exacerbate the mental health struggles experienced by the
Asian community. Research findings have indicated that since the outbreak of the pandemic,
there has been a surge in discrimination against the Asian population, leading to increased
feelings of stigma and isolation (McGarity-Palmer et al., 2024; Fisher et al., 2021; Cheah et al.,

2020).
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Trauma Type

Individuals are exposed to different types of traumatic events and can vary across
different ethnic groups due to cultural, socioeconomic, and even environmental factors. Cultural
norms and values influence the types of events that people within a particular ethnic group may
be more likely to experience. For example, Latinx and African American adolescents in the U.S
are more likely to experience community violence and gang-related trauma due to factors such as
socioeconomic disparities, neighborhood environments and racial discrimination (Andrews et al.,
2019) whereas a refugee may have an increased likelihood of exposure to war (Fegert et al.,
2018). Asians Americans frequently encounter racial microaggressions (Nadal et al., 2022).
According to Morgan and Oudekerk (2019), 22% of Black individuals were exposed to a violent
crime making them more susceptible to exposure to violent crimes (i.e., homicides) compared to
non-Latinx whites. Socioeconomic disparities can lead to variations in trauma types as well.
Certain ethnic groups can experience higher levels of poverty and limited access to resources
which can cause those individuals to be more vulnerable to certain types of traumas (i.e.,

community violence, housing instability, and food insecurity).

Ethnic minorities often face unique stressors and traumas, which can influence the types
of traumas they endorse when experiencing PTSD. Ethnic minorities often experience racial
discrimination, microaggressions, and systemic racism, which can lead to racial trauma.
However, racism has generally not been considered a potential stressor that can cause PTSD
(Pieterse, Johnson, & Carter, 2023). The global outbreak of COVID-19 exacerbated anti-Asian
racism causing Asian minorities to experience race-based stress symptoms as a result (Yang et
el., 2023). This trauma type can also include experiences such as hate crimes, racial profiling,

and witnessing racial violence. According to the Hate Crime Statistics (2020) report there was a
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total of 5,227 ethnic based incidents reported in 2020, a 32% increase within a year. The most
noticeable increase in hate crimes being with Asian community (77%) followed by African

American (49%).

Many ethnic minorities have immigrant backgrounds and may have experienced trauma
related to immigration (Amiri, 2022; Bustamante; Leclerc & Brietzke, 2018). This can include
trauma in one's home country, enduring events in dangerous journeys, or facing discrimination
and hostility in the host country (Kaplan, Stow & Szwarc, 2016; Keller, Joscelyne, Granski &
Rosenfeld, 2017; Bustamante, Leclerc & Brietzke, 2018). Studies have shown that individuals
who had fled their county for their safety have a higher risk of experiencing mental health issues,
specifically PTSD (Rothe et al., 2002; Keller et al., 2017; Hasson et al., 2021). Few studies have
also investigated the link between acculturation and PTSD (Ortega and Rosenheck, 2000; Pole,
Gone, & Kulkarni, 2008) although of the research that does exist, Latinx individuals who are less
acculturated report higher symptom severity. Additionally, stigma has also been a factor that
influences PTSD symptoms due to the delay in treatment. For instance, Latinx individuals may
be more willing to report large scale traumas rather than personal or individual traumas (Pole,
Gone, & Kulkarni, 2008). This could be due to the social constructs (e.g., Machismo) Latinx

population (Asnaani & Hall-Clark, 2017) being used to cope with emotional trauma.

Generational Factors and Acculturation

Generational factors and acculturation should also be considered when discussing trauma.
First-generation immigrants can develop trauma in relation to experiences has in their
homelands, whether it be war, political persecution, or economic difficulties (Neace et al., 2020).
First generation immigrant research often portrays themes of loss, displacement, and resilience in

the face of adversity (Theisen-Womersley, 2021). However, cultural stigma and the pressure to
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assimilate may lead some first-generation immigrants to minimize their trauma (Rothe, 2020).
For first-generation immigrants, navigating trauma often involves balancing between holding
onto their traditions and values while attempting to fit into a new environment. Traumatic
experiences may be shaped by both the memories of displacement, persecution, or conflict
experienced in their country of origin and the challenges of adapting to a new culture (Wang et
al., 2022). Acculturation, the process of adopting the beliefs and behaviors of a dominant culture,
can both facilitate and hinder the healing process following trauma. Second and third-generation
Americans may struggle with intergenerational trauma and its impact on their sense of identity

and belonging ( O’Neill et al., 2018; Ceri et al., 2017).

Weathering Hypothesis and Minorities

The Weathering Hypothesis, initially proposed by Dr. Arline Geronimus in the early
1990s, suggests that individuals from racial and ethnic minority groups experience premature
aging and deteriorating health due to the cumulative impact of socio-economic and racial
stressors (Forde et al., 2019). This framework could suggest that persistent exposure to systemic
racism, adverse life conditions, and limited access to resources contributes to a decline in overall
health contributing to premature aging at the physiological and psychological level (Forde et al.,
2019). Prolonged exposure to trauma, whether due to systemic discrimination or other adverse
experiences, can exacerbate the effects of weathering. The Weathering hypothesis was primarily
used to explain disparities between African American and Whites. However, other minorities
face similar stressors and disadvantages (i.e., discrimination, cultural stigma, intergenerational
trauma, and acculturation stress). This hypothesis may shed some light on the different way that
other minorities may experience trauma and the contribution of cumulative trauma exposure

histories to the distinct responses to traumatic events observed among such groups. For example,
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Latinx individuals in the United States often experience discrimination based on ethnicity,
immigration status, and language barriers. This chronic stress can contribute to health disparities;
Latinx and Asian individuals in the United States frequently face discrimination due to their
ethnicity, immigration status, and language barriers. This persistent stress can lead to health
disparities, including higher rates of chronic illnesses, mental health disorders, and limited access
to healthcare services such as high rates of chronic diseases, mental health, and limited access to

healthcare services (Franco et al., 2022; Yang et al., 2019).

Individuals from marginalized communities may encounter traumas related to their
identity, such as racial profiling, microaggressions, or historical trauma. The cumulative impact
of these experiences, coupled with limited access to mental health resources, may contribute to
an increased risk of developing PTSD. Access to adequate mental health care is often limited for
individuals from marginalized communities due to systemic barriers (Kim et al., 2023).
Additionally, the stigma surrounding mental health in these communities may further impede
seeking help (Torales et al., 2023). Minorites may experience some, if not all, the PTSD
symptom clusters due to cumulative effects of societal stressors. For example, persistent
exposure to discrimination and racial trauma may contribute to the reexperiencing of traumatic
events, which often manifest as intrusive thoughts or flashbacks (Bryant-Davis & Ocampo,
2005). The avoidance symptom cluster may be heightened in minorities due to cultural mistrust
and the fear of re-traumatization in healthcare or mental health settings (Williams & Williams-
Morris, 2000). Negative alterations in cognitions and mood may be influenced by the chronic
stressors associated with minority status, contributing to challenges in self-perception and

worldviews (Hobfoll et al., 2002). Hyperarousal symptoms may be exacerbated by the constant



16

vigilance and hypervigilance that individuals from minority communities may develop as

adaptive responses to their environments (Carter, 2007).
Current Study

While there is research examining variations in prevalence rates of PTSD by ethnic
groups as well as by trauma type, researchers have not yet thoroughly examined the ways in
which PTSD symptom clusters vary by ethnic groups. The study aimed to address existing gaps
in this field and offered preliminary findings that could enhance the treatment of PTSD in ethnic
minorities. To address this gap in the literature, the following research questions guided the

study:

1. What are the prevalence rate of PTSD across ethnic groups?
a) What are the prevalence of PTSD across the three main ethnic groups (African
America, Asian, Latinx)?
b) What are the prevalence of PTSD across ethnic subgroups? (e.g., Cuban,
Puerto Rican, Chinese, Japanese etc.)?
2. How, if at all, do symptom clusters differ across ethnic groups?
a) What are the prevalence of PTSD symptom clusters across the three main
ethnic groups (African America, Asian, Latinx)?
b) What are the prevalence of PTSD symptom clusters across ethnic subgroups?
(e.g., Cuban, Puerto Rican, Chinese, Japanese etc.)
3. Is there a correlation between the extent of discrimination experienced and the severity of

PTSD symptoms among the different ethnic groups?
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Chapter 3: Methodology

Procedures

Data for this study was collected using Qualtrics via the psychology subject pool from the
University of Nevada, Reno (n = 97) as well as from Prolific (n = 123), an online recruitment
platform that enables reliable and high-quality data collection. The data reported in this dissertation
is a subset of data that was collected as part of a larger study. Eligibility criteria for the larger study
included participants who self-identified as an ethnic minority and were at least 18 years of age. For
the purposes of this study, the sample was restricted to those individuals who scored at least 31 on
the PCL-5 as this suggests possible PTSD (Bovin et al., 2016).
Participants were given a link to a Qualtrics survey that included a series of self-report measures.
Participants gathered from the University of Nevada, Reno, were given two (SONA) research
credits as compensation, whereas participants from Prolific were compensated an average of $8 for
completing the study. The study was approved by the Institutional Review Board at the University

of Nevada, Reno.

Participants

A total of 275 individuals accessed the study; however, 55 individuals did not respond to
the study measures. Thus, the total number of participants who completed the study in full were
220 individuals. More than half of the participants identified as women with an average age of
28.83 (SD = 4.61). The majority of participants self-identified as single, heterosexual individuals
with some college education (see Table 1 for a full breakdown of demographic information). The
sample’s ethnic distribution, which can be seen in Table 1, was roughly equal across the African

American (n = 66) and Asian (n =65) participants; Latinx participants constituted the largest
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ethnic group in the sample (n = 83) and a small number of participants identified as “Other” (n = 6).
We also collected data on ethnic subgroups—a breakdown of this data can be found in Table

2. As can be viewed in Table 2, the number of participants in each ethnic subgroup y was small.

Table 1

Characteristic Entire Sample obable PTSD Non-PTSD
Subsample Subsample
n % n % n %

Gender
Woman 120 54.50 42 56.80 78 53.40
Man 94 42.70 27 36.50 67 45.90
Other 6 2.80 5 6.80 1 0.70
Education
Some high school 2 90 2 2.70 0 0.00
High School Graduate 15 6.80 4 5.40 11 7.50
Some College 122 55.50 53 71.60 69 47.30
Technical/Trade School Degree 3 1.40 1 1.40 2 1.40
Associate’s Degree 11 5.00 1 1.40 10 6.80
Bachelor's Degree 52 23.60 11 14.90 41 28.10
Graduate Studies 15 6.80 2 2.70 13 8.90

Note. N = 74. Participants with probable PTSD were on average 26.39 years old (SD = 10.18).



Table 2

Ethnic Groups and Subgroups of Participants

Characteristic Entire obable PTSD

Sample Subsample

n % n %

Ethnicity
African American 66 30.00 16 21.60
Asian 65 29.50 22 29.70
Latinx 83 37.70 34 45.90
Other 6 2.80 2 2.70
Ethnicity by Subgroup
African American 66 30.00 16 21.60
Middle Eastern 4 1.80 1 1.40
American Indian or Alaska Native 2 .90 1 1.40
Hawaiian/Pacific Islander 5 2.30 3 4.10
Chinese 18 8.20 3 4.10
Filipino 11 5.00 4 5.40
Vietnamese 4 1.80 2 2.70
Korean 1 .50 0 0.00
Japanese 5 2.30 2 2.70
Asian (other) 14 6.40 5 6.80
Indian 7 3.20 3 4.10
Mexican 39 17.70 18 24.30
Puerto Rican 3 1.40 0 0.00
Cuban 1 .50 1 1.40
El Salvadorean 9 4.10 2 2.70
Guatemalan 4 1.80 2 2.70
Columbian 2 90 1 1.40
Honduran 1 .50 1 1.40
Ecuadorian 3 1.40 0 0.00
Peruvian 1 .50 1 1.40
Hispanic/Latino/Latinx-other 20 9.10 8 10.80

Note. N = 220 for the entire sample; N = 74 for participants with probable PTSD.

Measures

A demographic questionnaire was used to assess age, gender, sex, ethnicity, education,

language, marital status, income, immigration status, country of origin, and religion.
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PTSD Checklist (PCL-5). The PCL is a 20-item self-report measure that measures the 20
DSM-5 PTSD symptom clusters associated with PTSD (PCL- 5; Weathers et al., 2013). The PCL-
5 allows for the assessment of numerous traumas by posing questions concerning symptoms in
relation to "stressful experiences.” On a 5-point scale ranging from 0 (not at all) to 4 (extremely),
participants indicate the degree to which they have been bothered by a specific item in the previous
month, with scores ranging from 0 to 80. According to preliminary psychometric data, the PCL-5
exhibits strong test-retest reliability (r =.82) and internal consistency (a =.94) (Blevins et al.,
2015). Several studies within the field of minority research have used the PCL-5 as a measure to
investigate and access PTSD symptoms (Patrick et al., 2023; Mekawi et al., 2022; Ito et al., 2019;
Miller-Graff, Guzman, & Hare, 2023) and have demonstrated that the PCL-5 has strong
psychometric properties, making it a reliable instrument for evaluating PTSD symptoms across

different minority groups.

Life Events Checklist (LEC-5). The LEC-5 is a brief 17-item self-report measure used to
screen for potential traumatic experiences in a respondent's lifetime. The LEC-5 has participants

indicate, if any, difficult or stressful experiences they have had, along with whether they "happened

to me,"” "witnessed it," "learned about it," "part of my job," "not sure," or "doesn't apply." The
LEC-5 has been used to assess potential traumatic experiences among various minorities (Weathers
et al., 2013). Given the recent implementation of the LEC-5, there is a limited amount of literature
to determine psychometrics (Kwobah et al., 2022; Stevenson et al., 2023). However, due to the
minimal modifications from the original version of the LEC, it is expected that there will be few

differences in the psychometric properties (Weathers et al., 2013).
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Brief Perceived Ethnic Discrimination Questionnaire (PEDQ-CV). The PEDQ-CV is a
17-item measure used to assess exposure to ethnic/racial discrimination using five factors (i.e.,
lifetime exposure, exclusion/rejection, stigmatization/devaluation, discrimination at work/school,
and threats/aggressions). This measure uses a 3-point Likert scale from 1 = Never happened 3 =
Sometimes 5 = Happened very often (Brondolo et al., 2005). Previous studies have shown that the

PEDQ-CV had good reliability and construct validity (Brondolo et al., 2005).
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Chapter 4: Results

To answer the research questions in this dissertation, data analysis was conducted using
The Statistical Package for Social Sciences (SPSS) version 20. Below the results that pertain to

each research question are presented.
Research Question 1: What is the prevalence rate of PTSD across ethnic groups?

To establish prevalence rates of PTSD across ethnic groups, the percentage of individuals in
each ethnic group with probable PTSD (as defined by a score of 31 or greater on the PCL-5) was
calculated. Out of our 220 participants, 72 scored 31 or higher on the PCL-5, indicating a probable
PTSD prevalence rate of 32.73% across the sample. Additionally, an analysis of variance (ANOVA)

was used to determine whether PTSD symptom severity varied by ethnic group.

What is the prevalence of PTSD across the three main ethnic groups (African America, Asian,

Latinx)?

In this study, we examined the prevalence rates of post-traumatic stress disorder (PTSD)
among the three main ethnic groups. To compute prevalence rates, we took the total number of
participants in each subgroup and calculated the percentage who had a score of 31 or higher on the
PCL-5. Among African American participants, approximately 24.24% were found to have probable
PTSD. Similarly, among Asian participants, the prevalence rate of PTSD was approximately
33.84% . Notably, participants identifying as Latinx had a higher prevalence rate compared to the
other two ethnic groups 40.96% (see Table 3). In addition to establishing prevalence rates, we
conducted a one-way ANOVA (using only those participants [n = 72] who had probable PTSD) to

determine whether there was any difference in PTSD severity across
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ethnic groups. A power analysis was run using G*Power to determine whether the sample size was
sufficient to detect a medium-effect group difference across our three groups (d = 0.5) with a power
of .95 and alpha = .05. The power analysis indicated that a sample of 66 was needed; thus, our
subsample of 72 participants was sufficient. The ANOVA failed to identify a significant difference
in symptom severity ethnic groups, F(2, 69) = 1.62, p =.206. (Table 4).

Table 3

PTSD Prevalence Rates for Ethnic Groups and Subgroups of Participants

Characteristic avalence Rates
n %
Ethnicity
African American 16 24.24
Asian 22 33.84
Latinx 34 40.96
Other 2 33.3
Ethnicity by Subgroup
African American 16 24.24
Middle Eastern 1 25.00
American Indian or Alaska Native 1 50.00
Hawaiian/Pacific Islander 3 60.00
Chinese 3 16.66
Filipino 4 36.36
Vietnamese 2 50.00
Korean - -
Japanese 2 40.00
Asian (other) 5 35.71
Indian 3 42.85
Mexican 18 46.15
Puerto Rican - -
Cuban 1 100.00
El Salvadorean 2 22.22
Guatemalan 2 50.00
Columbian 1 50.00
Honduran 1 100.00
Ecuadorian - -
Peruvian 1 100.00
Hispanic/Latino/Latinx-other 8 40.00

Note. N = 220 for the entire sample
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What is the prevalence of PTSD across ethnic subgroups? (e.g., Cuban, Puerto Rican, Chinese,

Japanese etc.)?

Due to limited sample sizes within ethnic subgroups, our study was under-powered to
conduct robust analyses for comparing differences across these subgroups regarding potential
PTSD. Per a G-Power analysis, we were underpower to detect a medium-effect group difference
among the twenty-one ethnic subgroups. The findings revealed that to attain 95% power for
detecting a medium effect at a significance level of alpha = .05, a sample size of 147 participants is
required; thus, the sample size among the subgroups was not sufficient. Qualitatively looking at
trends, the highest mean of probable PTSD was for Hondurans (66%), while the lowest was for

Filipino (38.25%) (see Figure 1).

Figure 1
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Note. The graph shows Probable PTSD by ethnic subgroups. The x-axis shows ethnic
subgroups, while y-axis shows the means of Probable PTSD.

Research Question 2: How, if at all, do symptom clusters differ across ethnic groups?

The prevalence rates of PTSD symptom clusters among the main ethnic groups can be
found in Table 4. An Analysis of Variance (ANOVA) was done to assess potential variations in

PTSD symptom clusters across ethnic groups.

What is the prevalence of PTSD symptom clusters across the three main ethnic groups (African

America, Asian, Latinx)?

The PTSD symptom clusters were operationalized by re-experiencing (e.g., intrusive
memories, flashbacks), avoidance (e.g., avoiding trauma-related stimuli), negative alterations in
cognitions and mood (e.g., negative beliefs about oneself or the world), and alterations in arousal
and reactivity (e.g., hypervigilance, exaggerated startle response). As noted above, the One-way
ANOVA results showed no significance for probable PTSD, F(2, 69) = 1.62, p = .206. The group
with the highest mean score on the PCL-5 was the Latinx (48.03%). When analyzing ethnic
differences in the symptom clusters individually, none of the results demonstrated statistical
significance: intrusive symptoms, F(2,69) = 1.38, p = .259; avoidance, F(2, 69) = .25, p =.783;
negative alteration, F(2,69) = 2.57, p = .084; and arousal and reactivity, F(2,69) = .56, p = .573.
With regard to the prevalence of symptoms clusters, as can be seen in in Table 4, the Latinx group
exhibited a greater mean (M = 12.00) for intrusive symptoms, while manifesting the lowest mean in
negative alterations (M = 5.34). Conversely, the African American subgroup demonstrated a higher
mean in avoidance (M = 5.44) compared to other ethnic groups. Asians, on the other hand, attained
higher scores in negative alteration (M = 16.27) and arousal and reactivity (M = 12.73) relative to

other subgroups.
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Table 4

Means, Standard Deviations, and One-way ANOVA results for the Main Ethnic Groups

Measure African American Asian Latinx F(2, 69) p
M SD M SD M SD
Scores on the PCL-5 4318 650 4509 910 4803 1059 162  .206
Intrusive (Cluster B) 10.19 4.05 1105 391 1200 3.93 1.38 259
Avoidance (Cluster C) 5.44 1.79 505 179 512 181 .25 783
Negative Alterations

16.19 390 16.27 334 1865 534 2.57 .084
(Cluster D)

Arousal and Reactivity
(Cluster E)

11.38 3.09 1273 383 1226 427 .56 573

Note. N = 72; n = 16 for African American, n = 22 for Asian, n = 34 for Latinx.
What is the prevalence of PTSD symptom clusters across ethnic subgroups? (e.g., Cuban, Puerto

Rican, Chinese, Japanese etc.)

There were not enough participants within the ethnic subgroups to perform a one-way
ANOVA to compare differences across the groups by symptom clusters. Upon qualitative
examination of the trends, Peruvians (19%) had the highest mean for intrusive symptoms, while the
lowest is for American Indian or Alaska Native (4%; Figure 2). For avoidance symptoms, the
highest mean was seen in the Vietnamese subgroup (8%; Figure 3). In cluster D, negative alterations
in mood and cognition, the highest mean was seen in Honduras (26%), while the lowest is seen in
the Cuban subgroup (11%; Figure 4). In the arousal and reactivity symptom cluster, the highest
mean was for Middle Eastern subgroup (19%), while the lowest mean for Guatemalan (7.50%;

Figure 5).



Figure 2

Mean for Intrusive Symptom (Cluster B) by Ethnic Subgroups

20100

15.00

10000~

5.00-

IMean of Intrusive Symptoms
(Cluster B)

00=

18)5e Y SPPTH—
BT o
amdnr
ASENTELTET )| =
asarede)
[eciipliyficiiy M
eI
eI
TR
rEATOpRATES [~
ATETENTA]RTE )
T

B
TELANTE ]

ST WALy
IS{ATE]<] UL JUeTIER 1R

3ATJE] EYFRY 10 e eaLIaTY—
T 0--Tje ] ouTye N T

Ethnic subgroup

Note. The graph shows intrusive symptoms (Cluster B) by ethnic subgroups. The x-axis shows

ethnic subgroups, while y-axis shows the means of intrusive symptoms (Cluster B).
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Figure 3

Mean for Avoidance symptoms (Cluster C) by Ethnic Subgroup
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Note. The graph shows avoidance symptoms (Cluster C) by ethnic subgroups. The x-axis shows

ethnic subgroups, while y-axis shows means of avoidance symptom (Cluster C).
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Figure 4

Mean for negative alteration in mood and cognition symptoms (Cluster D) by Ethnic Subgroups
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Note. The graph shows negative alteration symptoms (Cluster D) by ethnic subgroups. The x- axis

shows ethnic subgroups, while y-axis shows means of negative alterations symptom (Cluster D).
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Figure 5

Mean for arousal and reactivity symptoms (Cluster D) by Ethnic Subgroups
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Research Question 3: Is there a correlation between the extent of discrimination experienced and the
severity of PTSD symptoms among the different ethnic groups?

A Pearson correlation coefficient was computed to determine the relationship between probable
PTSD and perceived ethnic discrimination. The results indicated a non-significant relation between PTSD
symptoms and Lifetime exposure of discrimination, r(74) = .198, p > .05; Exclusion/Rejection, r(74) = .176,
p > .05; Stigmatization/devaluation, r(74) =.095, p > .05; Discrimination at work/school, r(74)=.220, p >
.05; and Threats/aggression, r(74) = .121, p > .05.

When examining PTSD symptom clusters and discrimination the results indicate a significant
positive relation between intrusive symptoms (Cluster B) and lifetime exposure to discrimination, r(74) =
.284, p < .001; stigmatization/devaluation, r(74)=.263, p < .001; and discrimination at work/school, r(74) =
.343, p <.001. This suggests that as lifetime exposure or stigmatization/devaluation or discrimination at
work/school increases, intrusive symptoms also increase. The results indicated a nonsignificant relation
between intrusive symptoms and exclusion/rejection, r(74) = .210, p > .05, and threats/aggression, r(74) =
.054, p > .05.

When examining PTSD symptom clusters and discrimination the results indicate a significant
positive relation between intrusive symptoms (Cluster B) and lifetime exposure to discrimination, r(74) =
.284, p < .001; stigmatization/devaluation, r(74)=.263, p < .001; and discrimination at work/school, r(74) =
.343, p <.001. This suggests that as lifetime exposure or stigmatization/devaluation or discrimination at
work/school increases, intrusive symptoms also increase. The results indicated a nonsignificant relation
between intrusive symptoms and exclusion/rejection, r(74) = .210, p > .05, and threats/aggression, r(74) =

054, p > .05.
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When examining avoidance symptoms, the analysis revealed a non-significant relation avoidance
symptoms (Cluster C) and lifetime exposure, r(74) =.158, p > .05; exclusion/rejection, r(74) = .170, p >
.05; stigmatization/devaluation, r(74) =.005, p > .05; discrimination at work/school, r(74) = .061, p > .05;
and threats/aggression, r(74) = .201, p > .05.

With regards to negative alterations in mood and cognition (Cluster D), the results indicated a non-
significant relation between Cluster D symptoms and lifetime exposure, r(74) = .042, p > .05;
exclusion/rejection, r(74) = .165, p > .05; stigmatization/devaluation, r(74) = -.079, p > .05; discrimination
at work/school, r(74) =.102, p > .05; and threats/aggression, r(74) =-.036, p > .05.

When investigating arousal and reactivity symptoms, the results indicate a non-significant relation
between arousal and reactivity symptoms and lifetime exposure, r(74) =.080, p > .05; exclusion/rejection,
r(74) = -.050, p > .05; stigmatization/devaluation, r(74) = .064, p > .05; discrimination at work/school, r(74)
=.051, p > .05; and threats/aggression, r(74) = .188, p > .05 (Table 5).

Table 5

Correlations between PTSD Symptom Clusters and Perceived Ethnic Discrimination

1 2 3 4 5 6 7 8 9 10
1. PTSD 1
2. :;)truswe Symptoms (Cluster 570 1
3. Avoidance Symptoms -
(Cluster C) 458 111 1

4. Negative alterations in mood
and cognition Symptoms 768" 125 297" 1
(Cluster D)

5. Arousal and reactivit . .
symptoms (Cluster E%’ 745" 210 194 425 1
6. Lifetime exposure 198 .284™ 158 .042  .080 1
7. Exclusion/Rejection 176 210 170 165 -.050 .734™ 1
8. Stigmatization/devaluation 095 .263™ .005 -079 .064 .734™ 385" 1
9. Discrimination at

220 .343™ 061 102 .051 .809™" 587" .456™" 1
work/school
10. Threats/aggression 121 054 201 -036 .188 .663™ 172 414" 352" 1

Note. *** p < .01, ** p < .05
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If we observe the relationship between PTSD symptoms (PCL-5) and perceived ethnic
discrimination (PEDQ-CV) separately for ethnic groups (African American, Asian, Latinx) we can conclude
that for African American, the relation is non-significant for all variables (p > .05), except between arousal
and reactivity symptoms (Cluster E) and threats/aggression, in which there is a significant positive relation,
r(16) = .573, p < .05 (Table 6).

Table 6

Correlations between PTSD Symptom Clusters and Perceived Ethnic Discrimination for African American

1 2 3 4 5 6 7 8 9 10

1. PTSD 1
2. Intrusive Symptoms

(Cluster B) 456 !
3. Avoidance Symptoms

(Cluster C) 428 273 1
4. Negative alterations in

mood and cognition 432 -432  -.137 1

Symptoms (Cluster D)
5. Arousal and reactivity -

symptoms (Cluster E) 712 037 137 292 1
Lifetime exposure 270 439 162 -.167 .110 1

Exclusion/Rejection -159 181  .017 -.124 -.424 '69§ 1
Stigmatization/devaluation ~ .338 493 -.008 -.013 .086 .641™" .364 1
Discrimination at 228 274 251 -084 081 914" 660" 497" 1

work/school
10. Threats/aggression 332 173 124 -138 573" 390 -273 .082 .227 1

or N o

Note. *** p < .01, ** p < .05

For Asian ethnic group, the relation is non-significant for all the symptom clusters (p > .05), except
the intrusive symptoms (Cluster B). The relation between intrusive symptoms and perceived ethnic
discrimination is significantly positive between Cluster B symptoms and lifetime exposure, r(22) = .568, p <
.05; exclusion/rejection, r(22) = .440, p < .05; stigmatization/devaluation, r(22) = .536, p < .05; and
discrimination at work/school, r(22) = .529, p < .05. Threats/aggression was not significant, p > .05. (Table

7).
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Table 7

Correlations between PTSD Symptom Clusters and Perceived Ethnic Discrimination for Asian

1 2 3 4 5 6 7 8 9 10

1. PTSD 1
2. Intrusive Symptoms ok

(Cluster B) 557 1
3. Avoidance Symptoms -

(Cluster C) 571 -.021 1
4. Negative alterations in

mood and cognition 7817 054 5657 1

Symptoms (Cluster D)

5. Arousal and reactivity —_— —_—
symptoms (Cluster E) 8617 265 419 .664 1
6. Lifetime exposure 242 568™ 137 -144 057 1
7. Exclusion/Rejection 299 440" 154 103 100 763" 1
8. Stigmatization/devaluation  .210 .536™ -085 -.135 .109 .815™" .501™ 1
9. Discrimination at

069 529" -049 -309 -084 .852™" 575" .648™" 1
work/school
10. Threats/aggression A74 344 341 -145 031 7157 283 446 510" 1

Note. *** p <.01, ** p<.05

When examining the Latinx group, the results showed no significance between PTSD symptom
clusters and perceived ethnic discrimination (p > .05). (Table 8)
Table 8

Correlations between PTSD Symptom Clusters and Perceived Ethnic Discrimination for Latinx

1 2 3 4 5 6 7 8 9 10
1. PTSD 1
2. g])truswe Symptoms (Cluster 6217 1
3. Avoidance Symptoms _—
(Cluster C) 481 134 1

4. Negative alterations in mood
and cognition Symptoms .836™ 311 .388™ 1
(Cluster D)
5. Arousal and reactivity . .
symptoms (Cluster E) 739" 301 180 .414 1
Lifetime exposure 190 119 149 127 154 1
Exclusion/Rejection 187  .002 241 262 .032 7457 1
Stigmatization/devaluation 040 135 019 -104 113 .674™ .293 1
Discrimination at 253 306 037 207 110 788" 569 379" 1
work/school
10. Threats/aggression 114 -048 151 036  .210 720" 312  .423" 369" 1

Note. *** p < .01, ** p < .05

© LN




When examining the discrimination experiences among the ethnic minorities there were a

few distinct types that emerged when looking at the participants responses. Racial profiling and

stereotyping were among the most frequent experience among the Latinx (n = 16), followed by

Asian ethnic group (n = 10), and African Americans (n = 6) (Table 9).

Table 9

Discrimination Experiences Among the Main Ethnic Groups

Measure African American  Asian Latinx Total
n=16 n=22 n=234 N=72

Racial Profiling & Stereotyping 6 10 16 32
Work//School/Community 4 1 1 6
Disability 1 - - 1

Age - - 1 1

Did Not Elaborate 1 2 7

No Answer 4 9 12 25
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Chapter 5: Discussion

The findings of this study shed light on the prevalence rates of post-traumatic stress
disorder (PTSD) across diverse ethnic groups and the potential influence of perceived ethnic
discrimination on PTSD symptomatology. Our analysis revealed a notable prevalence rate of
probable PTSD within the sample, with varying rates observed across ethnicities. African
American (24.24%) participants exhibited a lower prevalence rate compared to Asian (33.84%) and
Latinx (40.96%) participants, suggesting potential ethnic disparities in PTSD prevalence. However,
ANOVA analysis did not reveal statistically significant differences in PTSD symptoms among
ethnic groups, emphasizing the complexity of these relationships.

Additionally, the correlation analysis between perceived ethnic discrimination and PTSD symptoms
revealed complex relationships, with significant correlations observed within African American and

Asian groups.

As previously mentioned, existing literature has suggested higher prevalence rates of PTSD
among African Americans (Alegria et al., 2013). However, our study found that individuals
identifying as Latinx appeared to exhibit higher rates of probable PTSD (49.96% Latinx vs. 33.84%
Asian vs. 24.24% African American), yet the results were not significant. The higher (non-
significant) prevalence rates observed among Latinx individuals may be attributed to a range of
factors, including exposure to trauma, socio-economic stressors, and cultural factors influencing
help-seeking behaviors (Alegria et al., 2013; Stephens et al., 2010; Pole, Gone, & Kulkarni, 2008,
de Silva et al., 2021; Nickerson et al., 2016).
Contrary to our hypothesis, there was no statistically significant difference in probable PTSD
symptoms across the main ethnic groups (African American M = 43.18, SD = 6.50; Asian M = 45.09, SD =

9.10; Latinx M = 48.03, SD = 10.59) F(2,69) = 1.62, p = .206.
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These findings contradict earlier studies (Alegria et al., 2013; Stephens et al., 2010; Pole, Gone, & Kulkarni,
2008) which suggested disparities between ethnic groups. When examining the ethic subgroups, participants
from Honduras had the highest mean for probable PTSD (66%). Although there is no research specifically
addressing the prevalence rates of PTSD among Honduran individuals, studies examining trauma exposure
and mental health outcomes in Central America offer valuable insights (Keller et at., 2017; Kohn et al.,
2005).

When examining symptom clusters among the ethnic minorities, while the results were not
statistically significant, we did observe mean differences across the different ethnic subgroups. The Latinx
group exhibited a higher mean for intrusive symptoms (M = 12.00) but recorded the lowest mean in negative
alterations (M = 5.34). These results emphasize the importance of considering cultural and contextual
factors in understanding PTSD symptom presentation among ethnic minorities. The higher mean for
intrusive symptoms among the Latinx group may reflect cultural differences in coping styles and
expressions of distress. Latinx individuals may be more inclined to experience intrusive symptoms, possibly
influenced by cultural values emphasizing interpersonal relationships and familial bonds (Pole et al., 2005;
Eisenman et al., 2008). The lower mean in negative alterations may suggest resilience or protective factors
within the Latinx community, such as strong social support networks or cultural beliefs that promote

adaptive coping strategies.

On the contrary, the African American subgroup demonstrated a higher mean in avoidance
symptoms (M = 5.44) compared to other ethnic groups, while Asians attained higher scores in
negative alterations (M = 16.27) and arousal/reactivity (M = 12.73). The higher mean in avoidance
symptoms among the African American subgroup may be attributed to socio-cultural factors
influencing help-seeking behaviors and engagement with mental health services. Studies have

shown that African Americans may face barriers to accessing mental health care due to
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stigma, mistrust of healthcare systems, and systemic inequalities (McGuire & Miranda, 2008). As a
result, individuals within this subgroup may be more likely to employ avoidance strategies as a
means of coping with traumatic experiences. The elevated scores in negative alterations and
arousal/reactivity among Asians highlight potential cultural differences in the manifestation of
PTSD symptoms. Asian cultural norms, such as collectivism and emotional restraint, may influence
the expression of distress and arousal symptoms (Chen & Zhou, 2019; lwamoto & Liu, 2010).
Additionally, experiences of acculturation stress and discrimination faced by Asian immigrants in
Western societies may contribute to heightened arousal and reactivity symptoms (Kim et al., 2021;

Chung & Epstein, 2014).

Due to insufficient participants, the study could not compare symptom differences across
ethnic subgroups. However, when looking qualitatively, some patterns emerged. In our simple size,
Peruvians showed the highest intrusive symptoms (19%), Vietnamese had the highest avoidance
symptoms (8%), Honduras had the highest negative mood/cognition alterations (26%), and Middle
Easterners had the highest arousal/reactivity symptoms (19%). Although some mean differences
were observed between the ethnic subgroups, it is important to note that the smaller sample sizes

limit the generalizability of these findings to the broader population.

Our discussion of the cultural differences above should be interpreted within the context of
our non-statistically significant results. We recognize that the results were not statistically
significant, but there were some mean differences across the sample that may have clinical

relevance hence our discussion above.

The examination of PTSD symptom clusters in relation to experiences of discrimination

reveals several noteworthy findings. Firstly, among the entire sample, there exists a significant
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positive relation between intrusive symptoms (Cluster B) and various forms of perceived ethnic
discrimination, including lifetime exposure indicating a small correlation (.284). This suggests that
as lifetime exposure to discrimination increases, the severity of intrusive symptoms tends to
increase, albeit weakly. With stigmatization/devaluation, there is a small correlation (.263) between
intrusive symptoms and feelings of stigmatization or devaluation. This suggests that individuals
who report higher levels of stigmatization or devaluation due to their ethnic background may
experience more severe intrusive symptoms related to PTSD. There is also a moderate correlation
(.343) between experiences of discrimination in work or school environments and intrusive
symptoms suggesting higher levels of discrimination experienced in work or school settings can be

associated with increased severity of intrusive symptoms among individuals.

Interestingly, the relation between PTSD symptom clusters and experiences of
discrimination varies among specific ethnic groups. For African American participants, the relation
between intrusive symptoms and discrimination variables was nonsignificant, except for arousal
and reactivity symptoms (Cluster E) and threats/aggression, in which there is a significant positive
relation. The size of the correlation suggests a moderately (.573) positive association between
arousal and reactivity symptoms and perceived threats/aggression among African American
participants. This finding suggests that higher levels of arousal and reactivity symptoms may be

associated with perceived threats or aggression within their environments.

For participants of Asian ethnic backgrounds, intrusive symptoms have a significantly
positive correlation with perceived ethnic discrimination across most measured dimensions except
for threat/aggression. Lifetime exposure (.568), exclusion/rejection (.440),
stigmatization/devaluation (.536), and discrimination at work/school (.529) suggests moderate to

moderately strong relations between intrusive symptoms and various dimensions of perceived
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ethnic discrimination among Asian participants. This highlights the significant impact of
discriminatory experiences on the manifestation of intrusive symptoms within the Asian ethnic
group. With the COVID-19 pandemic the distinct challenges and stressors have worsen the mental
health challenges faced by the Asian ethnic group (McGarity-Palmer et al., 2024; Fisher et al.,
2021; Cheah et al., 2020). This is particularly significant given that findings from our study point to
discriminatory experiences as contributing significantly to the development of intrusive symptoms
among Asian individuals. Experiences of discrimination could trigger symptoms of PTSD, leading

to higher levels of psychological distress and diminished well-being among Asian individuals.

Interestingly, when examining the Latinx ethnic group, the results revealed no significant
association between the PTSD symptom clusters and perceived ethnic discrimination. It is possible
that factors unique to the Latinx community, such as cultural values, coping mechanisms, or
resilience factors, may influence the way individuals perceive and respond to experiences of

discrimination (Pole et al., 2005; Eisenman et al., 2008).

In the United States, various ethnic groups may demonstrate different cultural tendencies regarding
collectivism, which can influence the way they perceive and respond to discrimination.
Collectivism refers to a cultural orientation that emphasizes on prioritizing the needs of the
community over the individual. Asian Americans often have collectivistic values and have a strong
emphasis on maintaining harmony within the community and adhering to social norms (Cornejo et
al., 2020). Despite facing regular racism, many Asian Americans may feel the need to minimize
instances of discrimination to avoid interrupting social harmony (Wang and Santos, 2022). On the
other hand, African Americans have a complex history in the United States that has shaped their
collective identity and response to discrimination(Noble and McDougal, 2009; Carson, 2009).

While there is diversity within the African American community, there is also a strong tradition of
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collective struggle against systemic racism and injustice. This resilience, borne of centuries of
collectively coping with frequent and extreme forms of racism and discrimination, may explain
study findings showing that the African American ethnic group had the lowest prevalence rate
when compared to the other ethnic groups(Bowleg et al., 2003; Stamps at al., 2021). Latinx
communities in the United States also demonstrate various cultural tendencies regarding
collectivism. Latinx culture emphasize close-knit family ties and shared values. As a result, Latinx
individuals may prioritize the well-being of their families and communities when facing

experiences of discrimination (Kuo, 2013, Martin Romero et al., 2022).

Despite the socially constructed categories of ethnicity that often emphasize our differences,
research consistently shows that the human experience of trauma reveals a profound homogeneity
in our responses. It seems that individuals exhibit similar psychological and physiological reactions
to traumatic events. When confronted with trauma, people from different ethnicities commonly
experience a range of responses in avoidance, negative alteration in mood and cognition, arousal
and reactivity symptoms, and intrusive symptoms. These reactions are driven by the same
underlying mechanisms within the brain and nervous system, including the activation of the
amygdala and the release of stress hormones like cortisol and adrenaline (Alexandra et al., 2022;
Nutt and Malizia, 2004). These brain regions are vital in dealing with fear, creating traumatic
memories, and regulating stress responses, reinforcing the idea that individuals react to trauma in

similar ways.

Limitations
While the study aimed to address a critical gap in the existing literature regarding the

variation of PTSD symptom clusters among different ethnic groups, several limitations were

encountered. First, the study relied on self-report measures to assess probable PTSD.
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While self- report measures are commonly used in psychological research, they inherently
rely on participants' subjective interpretations and willingness to disclose sensitive information. This
dependence on self-reported symptoms may introduce response bias, social desirability bias, or
recall bias, potentially affecting the accuracy and reliability of the findings. Moreover, self-report
measures may not fully capture the nuances and severity of PTSD symptoms, leading to potential

underestimation or overestimation of prevalence rates within different ethnic groups.

Additionally, the study faced limitations due to its sample size, particularly concerning
ethnic subgroups. The low representation of certain ethnic subgroups within the sample hindered the
ability to conduct thorough subgroup analyses in order to understand the specific experiences and
needs within minorities. Thus, the ability to apply these findings to broader ethnic populations may
be restricted, as the sample might not sufficiently reflect the variety of ethnic communities in the

study.

Furthermore, the study utilized a subset of data collected as part of a larger study, which

may have introduced confounding variables not directly accounted for in the current analysis.

For example, Socioeconomic status (SES) can play a role, as it can affect exposure to
discrimination and mental health outcomes. Lower SES is often associated with higher stress levels
and limited access to resources. Socioeconomic status (SES) can play a role, as it can affect
exposure to discrimination and mental health outcomes. Lower SES is often associated with higher
stress levels and limited access to resources. Levels of acculturation can also shape perceptions of
discrimination and coping mechanisms for PTSD symptoms. Additionally, social support,
neighborhood factors, and the type and frequency of discrimination experienced by individuals

should be carefully examined. The present study did not address these confounding variables,
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which have the potential to influence the study's findings. Differences in data collection protocols,
sampling methods, or participant characteristics between the larger study and the subset utilized in
the current analysis could potentially influence the study outcomes and conclusions.

Finally, the study platform may have also influenced results. Data was collected online from a
college population as well as from a crowdsourcing platform. This indicates the potential for
limitations with regard to generalizability. Both the use of SONA and crowdsourcing as a data
collection platform introduce the potential for bias within the sample—all participants volunteered
to participate in a study focused on trauma. Using the internet for data collection might have
introduced biases, as certain demographic groups may be more or less likely to participate online.
Generational status can also influence the manner in which individuals respond to surveys. For
instance, younger generations may be more comfortable with online surveys and technology,
leading to potentially higher participation rates and different response patterns compared to older

generations who might prefer traditional paper-and-pencil measures
Recommendations For Future Research

Although this study has offered valuable insights, there are still areas for future research to
explore the limitations identified and deepen our understanding of the PTSD symptom clusters
within the ethnic minority groups. First, there is a need for more focused research investigating the

relationship between PTSD symptom clusters and ethnic and ethnic subgroup differences.

Larger samples that include various ethnic groups/ethnic subgroups are essential to provide a
comprehensive understanding of these relationships and ensuring that the findings can be applied to
various cultural contexts. This could include diversifying the sample and expanding the

participation pool to include a more diverse range of demographics.
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Recruitment is also an important factor to consider in future research. Recruiting
participants from community organizations, cultural centers, social media, churches, grocery stores,

and medical facilities would help to ensure a more diverse participation pool.

Moreover, future studies should consider employing a combination of objective and
subjective measures to assess PTSD symptoms, thus enhancing the validity and reliability of the
findings. Objective measures, such as clinician-administered interviews or physiological
assessments, can complement self-report measures and provide a more comprehensive assessment
of PTSD symptomatology. Furthermore, longitudinal studies examining the trajectory of PTSD
symptoms over time within ethnic minority populations can clarify the factors contributing to the

development, maintenance, and resolution of PTSD symptoms within these ethnic groups.

Additionally, given the complexities of trauma experiences within specific ethnic
communities, further investigation into the role of discrimination, acculturation stress, and other
socio-cultural factors in the development and manifestation of PTSD symptoms is warranted.
Understanding the interplay between these socio-cultural factors and PTSD symptomatology can
inform targeted interventions aimed at mitigating the impact of discrimination and promoting
resilience among ethnic minority populations. Furthermore, interdisciplinary approaches integrating
insights from psychology, sociology, anthropology, and public health are needed to
comprehensively address the multifaceted nature of PTSD within diverse ethnic communities.

Finally, future research should be directed towards developing DSM criteria that better capture the
psychological harm caused by racial prejudice and discrimination. These criteria should outline the frequency,
severity, and impact of discriminatory experiences on the individual’s mental health and function. Research interest in
race-based traumatic stress has grown significantly. Thus, incorporating race-based trauma into DSM criteria can
potentially help address the mental health impact of prejudice and discrimination. This may involve recognizing the

psychological consequences of systemic racism, racial violence, and intergenerational racial trauma.
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