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Challenges in the retrospective assessment
of trauma: comparing a checklist approach
to a single item trauma experience
screening question
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Abstract

Background: Research on trauma and its impact on mental health typically relies on self-reports which can be
influenced by recall bias and an individual’s subjective interpretation of events. This study aims to compare responses
on a checklist of life events with a trauma experience screening question, both of which assessed trauma experience
retrospectively.

Methods: A community sample of adults were asked about life events from a checklist before asking them whether
they ever had a trauma experience, i.e. “an event that either puts them or someone close to them at risk of serious
harm or death”.

Results: Less than half of the sample who reported at least one life event on the checklist that qualified as a trauma
reported a trauma experience that they perceived put them or close others at risk of serious harm. Women responders,
those reporting early life traumas, and a greater number of lifetime trauma events were more likely to report a trauma
experience. Current symptoms of Common Mental Disorder did not account for differences in reporting of trauma
experiences.

Conclusions: Epidemiological approaches which require participants to make subjective judgement on the severity of
the trauma experience will capture individual differences that we have shown are influenced by gender and previous
trauma experience.

Keywords: Trauma, Appraisal of trauma, Stressful life events, Post traumatic stress disorder

Background
Compared to people without a trauma history, trauma
survivors are at higher risk of many problems including
depression, substance abuse, suicidal behaviour, physical
illnesses and poverty [1–3]. One of the possible conse-
quences of trauma is posttraumatic stress disorder
(PTSD), an often severe and disabling condition with a
lifetime prevalence in the general population of up to
9 % [4–11]. Unlike other mental illnesses, the diagnosis
of PTSD requires not only symptoms but also a cause;

that is, the occurrence of a trauma event which posed an
actual or threat of death, serious injury or sexual vio-
lence in one of the following ways: directly experiencing,
witnessing, learning that it occurred to close family
member/friend or repeated exposure to aversive details
of trauma events [12]. Epidemiological studies of PTSD
typically rely on a subjective assessment by the partici-
pant and/or researcher as to whether a particular event
was sufficiently severe to justify being a “trauma”. How-
ever, in practice this may be difficult to determine. Recall
bias [13, 14], an individual’s subjective interpretation of
events [15] and type of the event itself [8] may strongly
influence whether an individual who has experienced an
event sees it as traumatic.
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Although exposure to trauma events is widespread,
affecting 21–89 % of the population in their lifetime
[7–11, 16], only a minority will go on to develop a
mental disorder. Experiencing an unpleasant event as
a trauma is not an objective process. The trauma experi-
ence is filtered through cognitive processes relating to the
appraisal of an event which may be perceived by some,
but not all, individuals as a severe threat [15]. Cognitive
appraisal is also an important part of the stress response
mechanism [17]. Theoretical models have posited the role
of cognitive appraisals as mediators in the development
and persistence of trauma-related psychopathology [18].
Among survivors of traumas, negative appraisals of the
meaning of the trauma appear to account for symptoms
of depression and posttraumatic stress beyond objective
measures like frequency and severity of trauma [19].
One of the factors influencing retrospective accounts of

life events is current mental health status. Cohort studies
of people who were exposed to the same traumatic event
have reported that the retrospective report of the trauma
was affected by current mental health. Severity of PTSD
symptoms at follow-up are associated with an increase in
retrospective accounts of the frequency and severity of ex-
posure to trauma events. Those doing better, with a lower
severity of symptoms at follow-up reported the event as
less disturbing than they previously had [20–22]. A similar
association was also observed with worsening self-rated
perception of health and endorsement of new trauma
experience at follow-up [23].
Research into factors influencing the recollection of

trauma events has so far mainly focused on highly se-
lective samples, such as individuals who suffered child-
hood sexual abuse [24–26] or combat-related trauma
[20, 22]. Most of these studies assessed the consistency
of reports of traumatic events on repeated assessments
over a period of time. However, to the best of our know-
ledge, the consistency of reports obtained using different
methods to assess trauma experience has never been
done in a community sample.
In the present study, participants were asked about

trauma experiences twice within the same interview.
First, we used a checklist of life events and participants
were asked whether they had experienced each of the
events on the checklist. With this approach all events
were treated as equivalent. Second, participants were
asked as part of a PTSD checklist whether they had ever
experienced an event that either put them or someone
close to them at risk of serious harm or death (i.e. a
“trauma” in the meaning of the PTSD questionnaire).
This approach allowed respondents to appraise the ex-
perience of the trauma event and give a subjective judge-
ment to the experience [27]. The aims of the present
study are to assess how these two different responses
correspond, and to examine which factors are associated

with reporting a trauma experience in those who previ-
ously reported a specific event on the life event check-
list. We hypothesise that individuals with a current
common mental disorder will be more likely to report a
trauma experience than those without.

Methods
Study design and participants
The data came from the South East London Community
Health (SELCoH) study, a cross-sectional survey of 1698
adults from randomly selected households in the south
London boroughs of Southwark and Lambeth. Trained
interviewers conducted face-to-face interviews in the
participant’s home [28]. Professional translators, booked
through the South London and Maudsley (SLaM) National
Health Service trust, were used in interviews with non-
English speaking adults. The sample was comparable to
the UK Census information for the same area with regards
to demographic and socioeconomic indicators. A detailed
description of the methods is available elsewhere [28].

Measures
Socio-demographic indicators
The socio-demographic indicators used in the analysis
include gender, ethnic group, age, relationship status and
migration status. Self-reported ethnicity indicated identi-
fication with one of the following groups: White, Black
African, Black Caribbean, Asian or Other. Migration sta-
tus was captured as born in the UK or not. The socio-
economic indicators in the analysis were: employment
status, household income and educational attainment.
Employment status was classified into the following six
categories: employed (full time or part time), student,
unemployed, sick or disabled, retired and looking after
the home with children. Participants reported annual
household income before deductions for income tax and
National Insurance based on the following five categor-
ies; (1) £0–£5475, (2) £5476–£12,097, (3) £12,098–
£20,753, (4) £20,754–£31,494 and (5) £31,495 or more.
Educational attainment was classified into the following
groups; no qualifications, up to GCSE level or equiva-
lent, up to Advanced level or equivalent (high school
equivalent), Higher (university) degree or above.

Life events
Life events were measured by self-reported experiences
of 11 listed stressful events on a checklist. The events
were selected using a combination of different checklist
measurements from the literature on stressful experi-
ences relevant to inner city populations [29, 30].
For this study, we selected the six lifetime events cap-

tured on a checklist that qualified as traumatic events
according to Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) [12].
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Participants were asked whether or not they experi-
enced the following events in their lifetime: witnessed
violence to someone (Have you ever seen something
violent happen to someone (e.g., attacked or beaten) or
seen someone killed?); experienced a serious accident;
lived in a combat or war zone or a political uprising;
victim of a serious crime (Have you ever been attacked,
mugged, robbed or been the victim of a serious crime?);
injured with a weapon (Has anyone ever injured you
with a weapon – gun, knife, stick, etc.?); and physical or
sexual abuse. The number of different events were
summed to create a cumulative life event variable.
To account for the type of life event, we categorised

events into two groups. The first group included directly
experienced interpersonal violence: victim of a serious
crime; injured with a weapon; and physical or sexual
abuse. The second group included all other events:
witnessed violence to someone; experienced a serious
accident; lived in a combat or war zone or a political up-
rising. These categories do not indicate the severity of
the trauma or their impact on a person’s mental health.

Early life events
Early life events were events before the age of 16 years
measured by self-reported experiences of 9 listed events
on a checklist [29, 30]. For this study, we selected the
three life events before the age of 16 years that qualified
as a trauma event according to DSM-5. Participants
were asked on a checklist whether or not the following
events occurred before the age of 16 years: major illness
or accident that required hospital admission for a week
or more; physical abuse that left a bruise or mark; and
sexual abuse. Responses were then categorised into a
binary variable, of those who had and had not reported
an early life events.

Trauma experiences
Following the life event checklist, a lifetime DSM-IV
Criterion A1 event screening question was used as a
screening to the Primary Care PTSD screen (PC-PTSD)
questionnaire [31]. Participants were asked whether they
had ever experienced at any time in their lifetime ‘an
event that put them or close others at risk of serious
harm or death’ [32]. Responses were categorised as a
binary variable.
Those who reported a lifetime trauma experience were

then asked the questions from the PC-PTSD question-
naire which is a 4-item measure developed by National
Centre for PTSD [31]. The PTSD symptoms were not
analysed in this study as they would only have been
completed if individuals had reported a lifetime trauma
experience.

Common mental disorder
Common Mental Disorder (CMD) was assessed by the
Revised Clinical Interview Schedule (CIS-R), which is a
structured interview that asks about 14 symptom do-
mains (fatigue, sleep problems, irritability, worry, depres-
sion, depressive ideas, anxiety, obsessions, subjective
memory and concentration, somatic symptoms, compul-
sions, phobias, physical health worries and panic). A
total CIS-R score of 12 or more was used to indicate the
overall presence of CMD [33].

Analytic strategy
The total sample (N = 1698) was analysed to calculate
weighted prevalences of the specific items from the life
event checklist and for the trauma experience screening
item. The weighted prevalence for the overlap between
these measures was then calculated.
Logistic regression analyses examined the associations

between reporting events as a trauma experience with
the socio-demographic indicators, characteristics of life
events and current CMD. These analyses were restricted
to participants who reported at least one life event
checklist item (N = 1241). We reported the odds ratios
(OR) with 95 % confidence intervals (CI), with trauma
experience as the dependent variable. Models adjusted
for gender and age (as a continuous variable) are pre-
sented for all logistic regression models.
The independence of the associations between the socio-

demographic indicators, life events, CMD and the odds of
reporting a trauma experience were tested through succes-
sive addition of factors in a multivariable logistic regression
model. These analyses were restricted to participants who
reported at least one life event checklist item (N = 1241).
In model I, we only included the socio-demographic indi-
cators. In model II, in addition to the items in model I we
adjusted for life event variables (experience of life event be-
fore the age of 16 years, cumulative life events and type of
life event). In model III, to test the hypothesis that current
CMD is associated with the odds of reporting a trauma ex-
perience, we further included CMD status in addition to
the items in model II.
All statistical analyses were undertaken using the statis-

tical software package STATA (version 11) [34]. We used
survey commands (svy) for estimates of prevalence and
associations. This analysis accounted for clustering by
household, and data were weighted for non-response bias
within households. Frequencies were not weighted. Odds
ratios (OR) with 95 % confidence intervals were calculated
to determine prevalence estimates and associations.

Ethical approval
The study received approval from the King’s College
London research ethics committee, reference CREC/
07/08-152.
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A written informed consent for participation in the
study was obtained from participants.

Result
The lifetime prevalence of exposure to life events and the
proportion of participants who reported a trauma
experience (N = 1698)
A total of 1241 participants (72.1 %) reported at least
one life event that met the criteria for trauma according
to DSM-5. More than 40 % of the participants (41.5 %
(95 % CI 39.0–44.0)) had witnessed violence; more than
a third (37.7 % (95 % CI 35.1–40.3)) had been a victim
of serious crime; a quarter (28.5 % (95 % CI 26.2–30.8))
of the sample reported lifetime physical or sexual abuse;
a fifth (21.9 % (95 % CI 19.8–24.0)) had experienced a
serious accident; approximately a tenth (13.9 % (95 %
CI 12.0–15.8)) had lived in combat or war zone and a
tenth (10.8 % (95 % CI 9.2–12.3)) reported injury
with a weapon.
Out of the total population of 1681 who completed

both the life events checklist and a lifetime trauma ex-
perience screening question; more than a third (39.3 %
(95 % CI 36.8–41.8)) reported a specific item from life
event checklist but did not report a trauma experience;
in contrast to 33.4 % (95 % CI 31.0–35.9) who reported
both a specific item from life event checklist and a
trauma experience screening item. A fifth of the popula-
tion (23.5 % (95 % CI 21.3–25.7)) did not report any of
the items from life events checklist and did not report a
trauma experience screening item; and a small propor-
tion (3.8 %(95 % CI 2.8–4.8)) of participants did not
report a life event checklist item but did report a trau-
matic experience screening item (the result tables show-
ing the total sample are available on request from the
authors).

Factors associated with reporting a trauma experience
among those who had experienced an event from the life
event checklist
Comparison by socio-demographic indicators
There was a significant association between age and
reporting a trauma experience, with higher odds in
the 45–54 and 55–64 year age groups compared to
the 16–24 year age group. The odds of reporting a
trauma experience was higher in the never married
and previously married group compared to the mar-
ried or cohabiting. Those who were unemployed and
participants who were not working because of health
reasons were more likely to report trauma experience
compared to the employed group. However, the re-
tired group were less likely to report a trauma experi-
ence than the employed group. Participants from the
lowest household income group were more likely to

report a trauma experience compared to the high in-
come group. These associations remained significant
after adjustment for age and gender (Table 1).

Comparison by life event characteristics
Compared to the group who did not report a life event
before the age of 16 years, the odds of reporting a
lifetime trauma experience were doubled for those
who did. There was also a strong, graded relationship
between the cumulative number of life events and the
odds of reporting a traumatic experience (test for
trend P < 0.001). Participants who experienced events
categorised as interpersonal violence had increased
odds of reporting a traumatic experience. These associ-
ations remained significant in the models adjusted for
age and gender (Table 2).

Comparison by current common mental disorder status
Participants who met the criteria for CMD at the time
of the interview had increased odds of reporting a trau-
matic experience in both the unadjusted analyses and
models adjusted for age and gender (Table 2).

Multivariable associations between reporting a trauma
experience, socio-demographic indicators, stressful life
events and CMD
Female gender, never being married, experiencing life
event before the age of 16 years and the cumulative
number of life events were strongly associated with the
odds of reporting a traumatic experience, independent
of other socio-demographic indicators, the type of life
event and current symptoms of CMD. The association
between type of trauma and reporting a trauma experi-
ence attenuated when adjusted for life event before the
age of 16 years and cumulative life events.
There was no association between current CMD and

reporting a traumatic experience in the models adjusted
for socio-demographic and life event indicators
(Table 3).

Discussion
Exposure to trauma in South East London is consid-
erably higher than in other studies of inner city popu-
lations in Europe (21 % in Munich and 28 % in
Zurich) [7, 9]. In this study the majority (72.1 %) of
the sample reported at least one item from the check-
list of life events that qualified as trauma [12]. How-
ever, less than half (46.0 %) of those who reported a
trauma item on the checklist reported a trauma experi-
ence they perceived put them or close others at risk of ser-
ious harm. Unlike the checklist which allows participants
to endorse events without a rating of severity or the threat
that the event posed, participants are required to exercise
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Table 1 The prevalence estimates and the associations for reporting a trauma experience by socio-demographic indicators in individuals
who reported a life event on the checklist (N = 1241)
Socio-demographic characteristics Reported a traumatic experience

N (%) Prevalence (95 % CI) OR (95 % CI) AORa (95 % CI)

Gender

Female 656 (52.9) 47.6 (43.6–51.6) 1.2 (1.0–1.5) 1.2 (1.0–1.5)

Male 585 (47.1) 43.1 (39.0–47.3) 1 1

Ethnic group

White 781 (63.0) 47.3 (43.4–51.1) 1 1

Black-Caribbean 110 (8.9) 46.8 (37.0–56.7) 1.0 (0.6–1.5) 1.0 (0.6–1.5)

Black-African 164 (13.2) 40.2 (32.5–47.9) 0.8 (0.5–1.1) 0.7 (0.5–1.0)

Asian 39 (3.2) 32.6 (18.1–47.0) 0.5 (0.3–1.1) 0.5 (0.3–1.0)

Other 145 (11.7) 48.0 (39.4–56.6) 1.0 (0.7–1.5) 1.0 (0.7–1.4)

Age (years)

16–24 260 (21.0) 41.5 (35.3–47.6) 1 1

25–34 288 (23.2) 45.2 (39.2–51.2) 1.2 (0.8–1.6) 1.2 (0.8–1.6)

35–44 246 (19.8) 48.0 (41.5–54.4) 1.3 (0.9–1.9) 1.3 (0.9–1.8)

45–54 204 (16.4) 52.8 (45.6–59.9) 1.6 (1.1–2.3)* 1.5 (1.1–2.3)*

55–64 116 (9.4) 58.7 (49.5–68.0) 2.0 (1.3–3.2)** 2.0 (1.3–3.2)**

65+ 127 (10.2) 32.7 (23.8–41.6) 0.7 (0.4–1.1) 0.7 (0.4–1.1)

Relationship status

Never married 504 (40.6) 48.8 (44.2–53.4) 1.3 (1.0–1.7)* 1.3 (0.9–1.7)

Married/cohabiting 551 (44.4) 41.6 (37.1–46.2) 1 1

Divorced/separated/widowed 186 (15.0) 50.7 (43.2–58.3) 1.4 (1.0–2.1)* 1.5 (1.0–2.1)*

Migration status

Non migrant 762 (63.5) 46.2 (42.3–50.1) 1 1

Migrant 439 (36.5) 45.7 (40.8–50.7) 1.0 (0.8–1.3) 1.0 (0.8–1.2)

Employment status

Employed 666 (53.9) 45.5 (41.4–49.6) 1 1

Student 173 (14.0) 42.2 (34.5–49.9) 0.9 (0.6–1.2) 0.9 (0.6–1.4)

Unemployed 134 (10.9) 55.8 (46.8–64.9) 1.5 (1.0–2.3)* 1.5 (1.0–2.3)*

Sick and disabled 65 (5.3) 69.9 (58.1–81.6) 2.8 (1.6–5.0)** 2.7 (1.5–4.8)**

Retired 136 (11.0) 35.4 (26.9–44.0) 0.7 (0.4–1.0)* 0.6 (0.3–1.0)

Looking after children 61 (4.9) 42.5 (30.0–54.9) 0.9 (0.5–1.5) 0.8 (0.5–1.5)

Yearly household income

£0–£5475 108 (10.2) 60.2 (50.5–69.9) 1.8 (1.1–2.8)* 1.8 (1.1–2.8)*

£5476–£12,097 160 (15.2) 45.7 (37.3–54.0) 1.0 (0.7–1.4) 1.0 (0.7–1.5)

£12,098–£20,753 144 (13.6) 46.7 (37.8–55.5) 1.0 (0.7–1.5) 1.0 (0.7–1.5)

£20,754–£31,494 132 (12.5) 41.3 (32.6–50.0) 0.8 (0.5–1.2) 0.8 (0.5–1.2)

£31,495 or more 512 (48.5) 46.2 (41.6–50.8) 1 1

Educational attainment

No qualifications 170 (13.8) 44.4 (36.1–52.8) 0.9 (0.6–1.3) 0.9 (0.6–1.4)

Up to GCSE level 249 (20.3) 43.8 (37.4–50.2) 0.9 (0.6–1.2) 0.9 (0.6–1.2)

Advanced level 315 (25.7) 47.1 (41.4–52.7) 1.0 (0.8–1.4) 1.0 (0.7–1.3)

Higher degree or above 494 (40.2) 46.7 (42.1–51.4) 1 1

Frequencies are unweighted and may not add up due to missing values
OR odds ratio, AOR adjusted odds ratio
aAdjusted for age (continuous) and gender
*p < 0.05
**p < 0.01
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their judgement of the severity of a threat on the trauma
experience screening question.
Women were more likely to report a trauma experi-

ence. This could be due to a gender difference in post
trauma cognitions (meaning-making) which was sug-
gested by previous studies as a possible explanation for
gender differences in PTSD [19]. It could also be due to
a gender difference in the type of trauma experienced,
with women experiencing more interpersonal trauma
than men [19]. However, a post hoc analysis revealed
that the number reporting interpersonal trauma was
similar between women (70.9 % (95 % CI 67.2–74.5) and
men (71.2 % (95 % CI 67.4–75.0)) and there was no gen-
der difference in reporting trauma experience by type of
life event (the results are available on request from the
authors). The higher likelihood for women to endorse
traumatic experiences could partly explain the observed
higher prevalence of PTSD among women reported in
several studies, including the previous report from the
same population whereby men were more likely to
report a trauma event, but women were more likely to
experience symptoms of PTSD [11]. This supports the
argument that the high prevalence of PTSD in women
may not be due to an increased overall risk of trauma,
but due to a greater vulnerability to the effects of trauma
events [4, 8, 16, 35, 36].

We did not observe the hypothesised difference in
reporting a trauma experience between those with
current common mental disorder and those without
(after adjustment). The fact that the association between
the experience of life event before the age of 16 years,
cumulative life event and reporting a trauma experience
did not diminish after accounting for mental disorder,
suggests that they are directly linked and not mediated
by current mental health state. Although several follow
up studies have reported an association between current
mental health state and how people remember their
traumatic experience, these studies did not consider the
effects of cumulative and childhood trauma which are
more likely in individuals with mental disorder [20–22].
We observed a strong association between cumulative

life events captured on a checklist and reporting a trauma
experience. The negative appraisal of an event may not
only depend on the experience of an individual event, but
also on previous exposure to trauma [18]. Greater trauma
exposure relates to more negative cognitions about oneself
and the world which predicts how individuals interpret
and make sense of their experience [19]. This may provide
one explanation for the association observed in previous
studies between previous exposure to trauma event and
posttraumatic stress disorder (PTSD) resulting from sub-
sequent trauma [35, 36].

Table 2 The prevalence estimates and the associations for reporting a trauma experience by life event variables and current CMD in
individuals who had reported a life event on the checklist (N = 1241)

Stressful life events Reported a trauma experience

N (%) Prevalence (95 % CI) OR (95 % CI) AORa (95 % CI)

Early life event (before 16 years old)

No 659 (53.1) 36.6 (32.8–40.5) 1 1

Yes 582 (46.9) 56.7 (52.4–61.0) 2.3 (1.8–2.9)*** 2.3 (1.8–2.9)***

Cumulative number of life events

1 event 459 (37.1) 31.1 (26.5–35.7) 1 1

2 events 350 (28.3) 39.7 (34.3–45.1) 1.5 (1.1–2.0)* 1.6 (1.1–2.1)**

3 events 250 (20.2) 62.4 (56.0–68.8) 3.7 (2.6–5.2)*** 4.1 (2.9–5.9)***

4 events 124 (10.0) 75.8 (68.2–83.4) 6.9 (4.4–11.0)*** 8.1 (5.1–13.0)***

5 or more events 55 (4.4) 85.2 (75.7–94.6) 12.7 (5.8–27.8)*** 15.0 (6.6–34.0)***

Type of life event

Directly experienced interpersonal violence 888 (71.6) 50.7 (47.1–54.3) 2.0 (1.5–2.6)*** 2.0 (1.5–2.6)***

Other events 353 (28.4) 34.5 (29.2–39.7) 1 1

Common Mental Disorder (CIS–R ≥12)

No 911 (73.7) 41.1 (37.6–44.5) 1 1

Yes 326 (26.4) 59.1 (53.4–64.7) 2.1 (1.6–2.7)*** 2.0 (1.5–2.7)***

Frequencies are unweighted and may not add up due to missing values
OR odds ratio, AOR adjusted odds ratio
aAdjusted for age (continuous) and gender
*p < 0.05
**p < 0.01
***p < 0.001
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Our findings highlight an association between expos-
ure to stressful life events during childhood and report-
ing a trauma experience. This could be due to the
severity of the events included in the childhood stressful
life events questions, or that victims of child abuse are
more likely to experience trauma as an adult [37], or
alternatively that they are more likely to perceive subse-
quent stressful events as a traumatic experience [18].
Reporting stressful events before the age of 16 years may
also be a marker for an individual’s early life environ-
ment, e.g. neglect, which may also play a role in emo-
tional development and later responses to trauma. This
is consistent with findings from other studies in the gen-
eral population sample and in combat veterans that
reported those who experienced childhood trauma had a
higher risk of PTSD in adulthood from subsequent
trauma [5, 35, 38].
In the PTSD literature a wide range of events such as

spousal infidelity [6], marital disruption [39], miscarriage
[40] and childbirth [41] have also been reported to be
associated with the onset of PTSD even though they
may not all meet the DSM criteria for a trauma. In the
current study we also found a small proportion (4 %) of
participants who reported a trauma experience even
though they did not report any of the events from the
life event checklist which met this criterion. Whilst this
may be partly explained by the limitation of the life
event checklist which is not exhaustive, it is possible that
they had experienced other life events which would not
meet the criteria for trauma. On the other hand, many
individuals do not develop PTSD despite the experience
of extreme life threatening trauma like torture under

Table 3 Odds ratios (OR) for reporting a traumatic experience
in fully adjusted models

Model I Model II Model III

Gender

Female 1.1 (0.8–1.4) 1.5 (1.1–2.0)** 1.5 (1.1–2.0)*

Male 1 1 1

Ethnicity

White 1 1 1

Black-Caribbean 1.0 (0.6–1.6) 1.1 (0.7–1.9) 1.2 (0.7–2.0)

Black-African 0.8 (0.5–1.2) 0.8 (0.5–1.3) 0.8 (0.5–1.4)

Asian 0.8 (0.4–1.6) 0.9 (0.4–2.0) 0.9 (0.4–2.0)

Other 1.0 (0.6–1.6) 1.0 (0.6–1.6) 1.0 (0.6–1.7)

Age

16–24 1 1 1

25–34 1.0 (0.6–1.7) 1.0 (0.6–1.7) 1.0 (0.6–1.7)

35–44 1.3 (0.8–2.2) 1.2 (0.7–2.2) 1.3 (0.7–2.3)

45–54 1.8 (1.1–3.2)* 1.7 (0.9–3.0) 1.7 (0.9–3.1)

55–64 1.7 (0.9–3.3) 1.5 (0.8–3.0) 1.6 (0.8–3.1)

65+ 0.8 (0.3–2.1) 0.8 (0.3–2.1) 0.9 (0.3–2.2)

Marital status

Never married 1.6 (1.1–
2.2)**

1.5 (1.0–2.2)* 1.5 (1.0–2.2)*

Married/cohabiting 1 1 1

Divorced/separated/
widowed

1.2 (0.8–1.9) 1.2 (0.8–1.9) 1.2 (0.8–1.9)

Migration status

Non migrant 1 1 1

Migrant 1.0 (0.7–1.4) 1.0 (0.8–1.4) 1.0 (0.8–1.4)

Employment status

Employed 1 1 1

Student 1.0 (0.6–1.7) 0.9 (0.5–1.6) 0.9 (0.5–1.7)

Unemployed 1.4 (0.9–2.4) 1.3 (0.8–2.3) 1.3 (0.7–2.2)

Sick and disabled 1.9 (0.9–3.9) 1.7 (0.8–3.6) 1.6 (0.8–3.3)

Retired 1.0 (0.5–2.1) 0.9 (0.4–1.9) 0.9 (0.4–1.9)

Looking after children 1.1 (0.6–2.1) 1.3 (0.7–2.5) 1.3 (0.7–2.4)

House hold income

£0–£5475 1.5 (0.8–2.6) 1.3 (0.7–2.3) 1.2 (0.7–2.2)

£5476–£12,097 1.0 (0.6–1.7) 1.0 (0.6–1.7) 1.0 (0.6–1.7)

£12,098–£20,753 1.1 (0.7–1.7) 1.1 (0.7–1.7) 1.0 (0.6–1.6)

£20,754–£31,494 0.8 (0.5–1.2) 0.8 (0.5–1.2) 0.7 (0.4–1.2)

£31,495 or more 1 1

Educational status

No qualifications 0.8 (0.4–1.4) 0.7 (0.4–1.3) 0.8 (0.4–1.4)

Up to GCSE level 0.7 (0.5–1.1) 0.7 (0.4–1.1) 0.7 (0.4–1.1)

Advanced level 1.0 (0.7–1.4) 0.8 (0.6–1.2) 0.9 (0.6–1.2)

Higher degree or
above

1 1 1

Early life event (before 16 years old)

No 1 1

Yes 1.6 (1.2–2.1)** 1.6 (1.2–2.1)**

Table 3 Odds ratios (OR) for reporting a traumatic experience
in fully adjusted models (Continued)

Cumulative stressful life events

1 event 1 1

2 events 1.5 (0.9–2.2) 1.4 (0.9–2.1)

3 events 3.6 (2.3–5.6)*** 3.5 (2.2–5.4)***

4 events 5.7 (3.2–10.3)*** 5.6 (3.1–10.0)***

5 or more events 11.8 (4.7–
29.6)***

11.6 (4.6–
29.2)***

Type of Life event

Directly experienced
interpersonal violence

0.8 (0.6–1.2) 0.8 (0.6–1.2)

Other events 1 1

Common Mental Disorder

No 1

Yes 1.2 (0.9–1.7)

Model I contains all socio–demographic indicators
Model II contains life event variables in addition to variables in model I
Model III contains CMD in addition to variables in model II
*p < 0.05
**p < 0.01
***p < 0.001
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captivity as prisoner of war [42]. Some studies have
reported the importance of subjective measures of
perceived threat as a better predictor of PTSD symp-
toms than objective measures of danger, including in
studies of torture survivors [43], burn victims [44],
and accident survivors [45]. These studies showed
that the appraisal of the threat was a key determinant
of whether an event triggers PTSD or not and the
stress response also depends on whether the stressor
is appraised as threatening or not [17]. This could be
translated to other mental and physical health conse-
quences of trauma. Events that are appraised as
threatening are more strongly associated with high
demands and lead to biological changes like increased
peripheral vascular resistance [46] and higher reactive
levels of cortisol [47–51].
The trauma experience question in this study was

taken from DSM-IV where the stressor is defined as an
event that has been experienced or witnessed. In the
DSM-5 criteria the definition of the stressor has been
broadened to include learning that the traumatic
event(s) occurred to a close family member or friend
(with the actual or threatened death being either violent
or accidental) and experiencing repeated or extreme ex-
posure to aversive details of the traumatic event. Whilst
we were unable to assess the DSM-5 criteria in the
current study, future research may find that this change
in wording influences responses on the trauma screening
question.

Strengths and limitations
This study was done with extensive efforts to access in-
dividuals residing in a diverse urban setting with a high
level of social deprivation and higher levels of crime. We
used a checklist for objective measure of the trauma
event exposure and allowed participants to appraise the
experience and give subjective judgement. Both these
measures are taken at the same point in time together
with the mental health assessment. The method used in
this study may also overcome potential recall bias in the
subjective assessment of events because participants
completed a prompted checklist which may facilitate
memory recall of events before the subjective screen-
ing question was administered. Our results provide
insight into the extent of exposure to trauma and
factors influencing appraisal of traumatic experience
in this community. The interpretation of the results
should take into account the limitations of this study.
The list of life events is not exhaustive and did not
account for the severity of each event or a measure
of perceived threat. Further, the recency, frequency
and the exact circumstances of each event was not
collected. Furthermore, by administering the trauma
checklist before the subjective screening question,

this could have acted as a memory prompt and con-
sequently influenced responses on the screening
question.

Conclusions
Our study demonstrates that gender, early life trauma and
greater accumulation of life events may influence an indi-
vidual’s judgement concerning the severity of threat posed
by an event. This subjective processes contributes to indi-
vidual differences in the screening of trauma and to dis-
crepancies between participants’ reports of traumatic life
events on a checklist, compared to when using a DSM
event screening tool. Our findings did not support our hy-
pothesis that current symptoms of CMD would account
for differences in reporting of traumatic experiences.
However, our results suggest that epidemiological ap-
proaches to assess PTSD which require participants to
make subjective judgements in defining trauma, may cap-
ture individual differences in this perception process, for
example by gender and previous trauma experience.
Subjective interpretation of a trauma is crucial in rela-

tion to the subsequent psychobiological response to that
trauma. Understanding the mechanisms underlying the
connection between the cognitive appraisal process as it
relates to the factors identified in this study (gender,
multiple trauma and early life trauma), would help to
build more effective models of intervention addressing
the mental and physical health consequences of trauma.
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