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been a growing clinical and scientific interest in this con-
dition, and it has been recognized as a major issue in pub-
lic health.2–4 Posttraumatic stress disorder is characterized
by a constellation of distressing and/or impairing symp-
toms that occur after experiencing, witnessing, or being
confronted with a traumatic event that includes an actual
or perceived threat to the self or others.5 It involves re-
peated and intrusive memories related to the trauma,
avoidance of trauma-related stimuli, and hyperarousal.
The symptoms are required to last for at least 1 month and
to cause marked distress or impairment in social, occupa-
tional, or other important areas of functioning.5 Stressful
events that qualify as trauma include torture, rape, child
abuse, severe and nearly fatal accidents, combat experi-
ence, assaultive violence, and disaster.3,5

Epidemiologic studies in adult community populations
have consistently found that a substantial percentage had
experienced at least 1 traumatic event in their lifetime.6–14

Lifetime prevalence rates for trauma exposure ranged
between 20% and 90% across studies, depending on the
definition and assessment of traumatic events and the
country where the study was conducted.7,10 For example,
the vast majority of the adult populations of Mexico
(77%) and the United States (55%–90%) reported trauma
exposure.7,12,14 In contrast, the lifetime prevalence of
traumatic experiences was 40% in Chile13 and 20% in
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to 4.47). Among those traumatized, the lifetime
and 1-month prevalence rates of PTSD in the
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aged adults. Elderly men had a significantly in-
creased risk for trauma exposure in general than
elderly women (p = .012), but there were no
gender differences in PTSD prevalence rates.
Elderly PTSD-positive participants had signifi-
cantly higher odds for any psychiatric syndrome
than those without PTSD (OR = 9.10; 95%
CI = 2.64 to 31.28) with depression and anxiety
being the most frequent conditions.

Conclusion: Our findings suggest that PTSD
is certainly not rare in the elderly and that a life-
time diagnosis of PTSD is associated with symp-
toms of depression and anxiety. Assessment of
trauma and PTSD should be integrated into rou-
tine examinations of the elderly to improve man-
agement and treatment provisions.
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ince the introduction of posttraumatic stress disor-
der (PTSD) as a diagnosis in DSM-III,1 there has
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Germany.10 Independent of the trauma rates, men have
consistently been found to have a higher risk for trauma
exposure than women.8,12–14

While some earlier community studies found relatively
low lifetime prevalence rates of PTSD (based on DSM-III
criteria) ranging between 1.0% and 1.3%,9,11 more recent
surveys using DSM-III-R and DSM-IV criteria have re-
ported higher rates, with lifetime prevalence rates of
up to 12%.12–14 This increase in prevalence rates can par-
tially be attributed to an extension of the stressor crite-
rion, which defines the potentially traumatic events.15,16

DSM-IV broadened the range of qualifying experiences
and included a subjective component requiring that the
“person’s response involved intense fear, helplessness, or
horror.”5 Furthermore, divergent findings across surveys
can also be explained by differences in the methodology
and in the socioeconomic background of the study popu-
lations. For example, the National Comorbidity Survey12

found a PTSD lifetime prevalence of 7.8% in the total
sample, whereas a very similar investigation in Chile re-
ported a lifetime prevalence of 4.4%.13 Despite these dif-
ferences, most epidemiologic studies have consistently
found that the PTSD prevalence rate for women is about
twice as high as that for men (reviewed by Olff and co-
workers17 and Gavranidou and Rosner18).

Another consistent finding across clinical and commu-
nity studies is that PTSD commonly co-occurs with other
mental disorders.19–21 Between 60% and almost 90% of
PTSD-positive individuals from the general population
have experienced other psychiatric disorders, and a sub-
stantial percentage have 3 or more psychiatric diag-
noses.6,8,11–13 PTSD is particularly likely to be comorbid
with affective disorders (namely depression), other anxi-
ety disorders, somatization, and substance abuse.19–21

Although the above mentioned epidemiologic stud-
ies6–14 have explicitly focused on the adult community
population, the majority did exclude the elderly, i.e., per-
sons aged 65 years or older.6,7,10,12 Only very few investi-
gations included the elderly and found lifetime prevalence
rates between 0.6% and 2.1%.8,9,13,22 As compared to
younger individuals, the elderly had a lower risk of PTSD
in cases of trauma exposure.8,9 With respect to gender dif-
ferences in trauma and PTSD rates among the elderly,
studies have yielded inconclusive results. Additionally,
the types of traumatic events experienced by the elderly
have not yet been reported. Furthermore, methodological

problems may distort previous findings. For example, in
the Canadian Community Health Survey cycle 1.222 par-
ticipants were assigned to the PTSD group in case they re-
ported having been diagnosed with PTSD by a health care
professional, i.e., the PTSD diagnosis was not arrived at
by a structured face-to-face interview. Moreover, because
cognitive functioning might be impaired among older
subjects, it is important to control for this potential con-
founder, which was not done in the cited studies.8,9,13,22

Taking these considerations into account, our commu-
nity-based study addressed the following hypotheses: (1)
the risk of trauma exposure and subsequent PTSD (life-
time and 1-month prevalence) is decreased among the
elderly compared to younger adults (aged 44 years and
younger) and compared to middle-aged subjects (aged be-
tween 45 and 64 years); (2) as with trauma and PTSD in
general, there are gender differences in prevalence rates
of traumatic events and PTSD in the elderly age group;
and (3) the comorbidity pattern observed in individuals
with PTSD can be replicated for the elderly, too.

METHOD

Procedure and Subjects
Participants were recruited as part of the Study of

Health in Pomerania (SHIP), which is an ongoing popula-
tion-based health examination survey in northeastern Ger-
many involving the 3 cities of Greifswald, Stralsund, and
Anklam and 29 surrounding communities. A sample from
the adult population was drawn from population regis-
tries. Data collection of the baseline study (SHIP-0) was
performed between December 1997 and December 2000.
Inclusion criteria were German citizenship, residency in
West Pomerania, and age between 20 and 79 years. The
SHIP-0 study population comprised 4310 participants
providing informed written consent. The study was ap-
proved by the local Ethics Committee. The objectives and
design of SHIP are published elsewhere.23 In brief, data
were collected in 2 medical centers specifically estab-
lished for this study. One center was located in the Uni-
versity of Greifswald Hospital, and the other one was lo-
cated in the municipal hospital of Stralsund. Participants
were offered free transportation to the examination cen-
ters and back home, a meal, and 15 Euros (approximately
21 U.S. dollars) as incentives. The data collection com-
prised 4 parts: a health- and risk factor–related self-report

TAKE-HOME POINTS

◆ Clinicians are advised to routinely screen for traumatic experiences and posttraumatic
stress disorder (PTSD) in their elderly patients.

◆ PTSD often co-occurs with other mental disorders, particularly depression and anxiety.

◆ Unrecognized PTSD might hamper treatment response in late-life depression.
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questionnaire, an oral health examination, a medical ex-
amination, and a computer-aided health-related interview.
The latter was conducted by trained and certified inter-
viewers, and there was a continuous quality monitoring.23

The present study was part of the first 5-year follow-up
investigation (SHIP-I) performed between December
2002 and December 2006. A total of 3300 participants of
the original study were followed up (83.5% of eligible
subjects). Of the 3300 participants, 13 (0.4%) did not
complete the interview, and another 117 (3.5%) had to be
excluded due to cognitive impairment as defined by a
Mini-Mental State Examination (MMSE) score of 23 or
below. Thus, 3170 adults living in the community were
analyzed in the present study. They were assigned
to the following 3 age groups: young adults (44 years
and younger), middle-aged subjects (between 45 and 64
years), and elderly adults (65 years and older). Table 1
presents a detailed description of the sociodemographic
characteristics of these 3 subsamples. As expected, sub-
jects excluded due to cognitive impairment or incomplete
data were significantly older than those included (72.4 ±
7.8 years vs. 53.7 ± 15.1 years; F = 197.0; df = 3298,1;
p ≤ .001), but there were no differences with respect to the
gender distribution (46.2% vs. 52.1% females, respec-
tively; χ2 = 1.76, p = .185).

Instruments
The health-related interview of SHIP-I included the

PTSD module of the Structured Clinical Interview for
DSM-IV (SCID),24 the MMSE,25 and the Composite Inter-
national Diagnostic-Screener (CID-S).26 The PTSD mod-
ule of the SCID24 was used to assess trauma exposure and
PTSD. It is a structured interview frequently administered
by traumatic stress professionals.27 Although the module
usually begins with the standard screening question about
the experience of a traumatic, life-threatening, or ex-
tremely upsetting event, we slightly modified this begin-
ning by directly asking about the exposure to 1 of the fol-

lowing events included as traumas in DSM-IV: combat or
war zone experience, physical assault, rape, childhood
sexual abuse, natural disaster, serious or nearly fatal acci-
dent, imprisonment and/or torture, life-threatening ill-
ness, sudden and unexpected death of a loved one, as well
as witnessing or learning about traumas to others (cf. also
Table 3). When asking about the loss of a loved one, we
specifically emphasized the suddenness and unexpected-
ness of his or her death. If a participant answers “no” to
each of the trauma questions, the module is terminated. In
case of trauma exposure, the interview continues to assess
the DSM-IV PTSD symptoms including fear, helpless-
ness, or horror as initial reaction to the trauma (criterion
A2), 5 re-experiencing symptoms (criterion B), 7 avoid-
ance symptoms (criterion C), and 5 arousal symptoms
(criterion D). If participants did not pass the required di-
agnostic threshold (e.g., at least 1 re-experiencing symp-
tom), the interview was terminated. In case participants
met the DSM-IV PTSD criteria, the final questions asked
about the beginning and the end of the symptoms and
whether they were present within the last months prior to
the interview to determine the 1-month prevalence.

Cognitive functioning was assessed by means of the
MMSE.25 Scores of 23 or below on the MMSE are consid-
ered to indicate cognitive impairment, and participants
not exceeding this cut-off were excluded.

The CID-S was used to estimate the 12-month preva-
lence rates of mental disorders.26 It comprises 12 items
reflecting the so-called stem questions of the Composite
International Diagnostic Interview. These stem questions
ascertain whether the core symptoms of a syndrome have
occurred; failure to endorse these questions (e.g., denying
having experienced a panic attack within the last 12
months) leads to an automatic classification of not having
the syndrome. The CID-S allows screening for somato-
form, anxiety, affective, and substance use disorders. It
has an overall sensitivity of 85.3%, ranging from 74.7%
for alcohol use disorder to 100% for panic disorder.26

Table 1. Sociodemographic Characteristics of the 3 Adult Age Groupsa Assessed by the PTSD Module of the
SCID and by the CID-S

Young (N = 997) Middle-Aged (N = 1322) Elderly (N = 851) Statistics

Characteristic N % N % N % χ2 p

Gender 12.32 .002
Female 551 55.3 698 52.8 402 47.2
Male 446 44.7 624 47.2 449 52.8

Marital status 627.14 ≤ .001
Single 366 36.7 75 5.7 30 3.5
Married 535 53.7 1031 78.0 567 66.6
Separated, widowed, or divorced 96 9.6 216 16.3 254 29.8

School education 971.39 ≤ .001
< 10 years 69 6.9 498 37.7 650 76.4
10–11 years 752 75.4 619 46.8 115 13.5
> 11 years 176 17.7 205 15.5 86 10.1

aYoung group: age = 44 years and younger; middle-aged group: age = 45–64 years; elderly group: age = 65 years and older.
Abbreviations: CID-S = Composite International Diagnostic-Screener, PTSD = posttraumatic stress disorder,

SCID = Structured Clinical Interview for DSM-IV.
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Statistical Analysis
All analyses were computed using the Statistical Pack-

age for the Social Sciences (SPSS, version 14.0, SPSS,
Inc., Chicago, Ill.). We applied analyses of variance for
continuous variables and χ2 test for categorical variables.
Odds ratios (ORs) and 95% confidence intervals (CIs)
were calculated by means of logistic regression when
controlling for potential confounders was necessary. Sig-
nificance level was set at p < .05.

RESULTS

At least 1 traumatic experience had been experienced
by 1730 participants (54.6%), and the mean ± SD number
of reported traumatic events was 1.61 ± 0.97 (range, 1–7).
As depicted in Table 2, the elderly participants showed
significantly more trauma exposure than the 2 younger
age groups. The risk of trauma exposure was almost
4-fold in the elderly as compared to the younger
age groups (OR = 3.74; 95% CI = 3.13 to 4.47; p ≤
.001). Their mean ± SD number of traumatic experiences
(2.06 ± 1.18) was significantly higher than those of the
middle-aged (1.31 ± 0.64) and young adults (1.34 ± 0.75;
F = 130.29; df = 1727,2; p ≤ .001).

Among those traumatized (N = 1730), the lifetime and
1-month prevalence rates for PTSD were 3.6% (N = 62)
and 2.4% (N = 42), respectively. There were no differ-
ences across the 3 age groups (cf. Table 2). However, con-
trolling for the number of traumatic events and the educa-
tional level, the odds of a PTSD diagnosis (lifetime) were
significantly lower in the elderly as compared to the
younger age groups (OR = 0.33; 95% CI = 0.17 to 0.64;
p ≤ .001).

Table 3 depicts that the most frequent trauma was sud-
den, unexpected death of a loved one (41.7%) followed by
combat or war zone experience (39.7%) among the el-
derly. Of those with trauma exposure, the majority had
experienced more than 1 trauma (N = 380; 58.4%) with a
mean of 2.1 (SD = 1.2; range, 1–7). Female subjects re-
ported significantly fewer traumatic events (1.7 ± 1.0)
than men (2.3 ± 1.3; F = 46.80; df = 649,1; p ≤ .001). The
frequency of the various trauma types differed between
women and men (cf. Table 3). Because women were sig-
nificantly younger than men (72.3 ± 5.7 years compared
to 73.2 ± 5.8 years; F = 4.74; df = 848,1; p = .03), age
was taken into account as a confounding variable when
calculating odds ratios. As can be seen from Table 3,
compared to women, male participants had a significantly

Table 2. Comparison of Trauma Exposure Rates and Posttraumatic Stress Disorder (PTSD) Prevalence
Between the 3 Adult Age Groups

Young (N = 997) Middle-Aged (N = 1322) Elderly (N = 851) Statistics

Variable N % N % N % χ2 p

Trauma exposure 422 42.3 657 49.7 651 76.5 238.00 ≤ .001
PTSD prevalencea

Lifetime 17 4.0 25 3.8 20 3.1 0.83 .661
1-month 15 3.6 17 2.6 10 1.5 4.52 .104

aPercentages refer to those with a positive trauma history.

Table 3. Traumatic Events Reported by Elderly Subjects (aged 65 years or older) in Relation to Gender
Total Elderly Women Men Univariate Model Adjusted for Age

(N = 851) (N = 402) (N = 449) Statistics (reference: women)

Event N % N % N % χ2 p OR 95% CI p

Any trauma 651 76.5 292 72.6 359 80.0 6.32 .012 1.41 1.02 to 1.96 .039
Combat or war zone experience 338 39.7 136 33.8 202 45.0 11.03 .001 1.52 1.14 to 2.03 .005
Physical assault 131 15.4 31 7.7 100 22.3 34.53 .001 3.33 2.14 to 5.16 ≤ .001
Rape 26 3.1 26 6.5 0 0 … … … … …
Childhood sexual abuse 6 0.7 5 1.2 1 0.2 3.16 .106a 0.18 0.02 to 1.53 .115
Natural disaster 8 0.9 1 0.2 7 1.6 3.91 .072a 6.32 0.77 to 51.73 .086
Serious/near fatal accident 93 10.9 32 8.0 61 13.6 6.90 .009 1.83 1.17 to 2.88 .009
Imprisonment/torture 155 18.2 13 3.2 142 31.6 114.78 .001 23.98 12.29 to 46.78 ≤ .001
Life-threatening illness 130 15.3 46 11.5 84 18.7 8.65 .003 1.74 1.18 to 2.57 .005
Sudden, unexpected death of a loved one 355 41.7 184 45.8 171 38.1 5.15 .023 0.73 0.55 to 0.96 .022
Witnessing/learning about traumas 98 11.5 28 7.0 70 15.6 15.49 .001 2.41 1.51 to 3.83 ≤ .001
PTSD prevalence b

Lifetime 20 3.1 12 4.1 8 2.2 1.91 .167 0.52 0.21 to 1.30 .164
1-month 10 1.5 7 2.4 3 0.8 2.60 .107 0.36 0.09 to 1.42 .145

aFisher exact test.
bPercentages refer to those with a positive trauma history.
Abbreviation: PTSD = posttraumatic stress disorder.
Symbol: … = not applicable.
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increased risk for trauma exposure in general, combat,
physical assault, accidents, imprisonment, illness, and
witnessing of traumatic events. However, among those
traumatized there were no gender differences with respect
to lifetime or 1-month prevalence rates for PTSD. Even
when additionally controlling for the number of traumatic
events, results did not change, although a trend toward
lower odds for lifetime and current PTSD was found
among men compared to women (lifetime PTSD: OR =
0.40; 95% CI = 0.15 to 1.06; p = .064; current PTSD:
OR = 0.26; 95% CI = 0.06 to 1.08; p = .064).

Estimation of 12-month prevalence rates of mental dis-
orders by means of the CID-S revealed that the elderly
subjects with a lifetime diagnosis of PTSD had a signifi-
cantly higher odds ratio for having experienced any psy-
chiatric syndrome than those without a PTSD diagnosis
(OR = 9.10; 95% CI = 2.64 to 31.28; p ≤ .001; Table 4).
Within the last year prior to the study, 85% of PTSD-
positive participants endorsed at least 1 of the stem ques-
tions of the CID-S compared to 38.4% of the PTSD-
negative individuals (χ2 = 17.76, p = .001). The mean ±
SD number of positively answered stem questions was
2.80 ± 2.19 in those with a lifetime diagnosis of PTSD
compared to 0.73 ± 1.20 in PTSD-free subjects (F =
55.32; df = 849,1; p ≤ .001). Among PTSD-positive par-
ticipants, depression was the most common syndrome
(70%), followed by anxiety syndromes (65%). The odds
for somatization, anxiety syndromes, and depression were
significantly higher in those with PTSD than among those
without PTSD, but these 2 groups did not differ with re-
spect to mania or substance misuse syndromes.

DISCUSSION

While there has been extensive research on traumatic
stress and PTSD in recent years, our knowledge about

these conditions in the elderly is still very limited.28–31 This
is particularly true for prevalence studies on traumatic
events and PTSD, which have predominantly been con-
fined to young and middle-aged adults, i.e., those aged be-
tween 18 and 64 years.6,7,10,12 Unexpectedly and in contrast
to our hypothesis, the present community survey among
cognitive, healthy, noninstitutionalized elderly revealed
that lifetime trauma exposure was much more frequent
among the older age group than among younger adults.
With a lifetime and 1-month prevalence of 3.1% and 1.5%,
respectively, PTSD is definitely not rare in the elderly.
Consistent with prior research,6,7,10,12,17 our findings also
indicate that older men had a higher odds for trauma ex-
posure compared to women, but there were no gender dif-
ferences in PTSD frequency. Finally, estimates of comor-
bid psychiatric conditions suggest a close association of
PTSD with symptoms of depression and anxiety, which
has also been found by other investigators.6,8,11–13

The sample’s overall rate of trauma exposure was
54.6%, which is very close to the figures reported by
Kessler and coworkers for the National Comorbidity Sur-
vey,12 but much higher than the approximately 20% found
in another German community survey.10 Although Hapke
and colleagues10 applied DSM-IV PTSD criteria, they did
not include sudden, unexpected death of a loved one as a
traumatic event, which was the most common trauma in
our and other studies,7,14 thereby increasing the number of
qualifying events and PTSD prevalence rates. Addition-
ally, it must be taken into account that our sample has been
recruited in an area of the former German Democratic Re-
public, which in fact certainly did not represent a demo-
cratic system. Instead, there was a high probability for
people to be subjected to observation, prosecution, and
even imprisonment.32 While previous investigations8,33 in-
dicated that the past-year exposure to traumatic experi-
ences was higher in younger than in older adults, we found

Table 4. Estimates of 12-Month Prevalence Rates of Mental Disorders Among the Elderly
(aged 65 years or older) With and Without PTSD (lifetime)

PTSD (N = 20) No PTSD (N = 831)

Mental Disorder N % N % OR 95% CI p

Any syndrome 17 85.0 319 38.4 9.10 2.64 to 31.28 ≤ .001
Somatization 5 25.0 82 9.9 3.05 1.08 to 8.59 .035
Any anxiety syndrome 13 65.0 174 20.9 7.01 2.76 to 17.84 .001

Panic attack 7 35.0 69 8.3 5.95 2.30 to 15.40 .001
Generalized anxiety 9 45.0 97 11.7 6.19 2.50 to 15.32 .001
Social phobia 4 20.0 13 1.6 15.73 4.62 to 53.55 .001
Agoraphobia 2 10.0 11 1.3 8.28 1.71 to 40.11 .009
Specific phobia 3 15.0 38 4.6 3.68 1.03 to 13.11 .044

Affective syndromes 14 70.0 171 20.6 9.01 3.41 to 23.78 .001
Depression 14 70.0 167 20.1 9.28 3.51 to 24.51 .001
Mania 1 5.0 15 1.8 2.86 0.36 to 22.80 .320

Substance misuse 3 15.0 69 8.3 1.95 0.56 to 6.82 .296
Alcohol … … 1 0.1 … … …
Sedatives 3 15.0 68 8.2 1.98 0.57 to 6.93 .285

Abbreviation: PTSD = posttraumatic stress disorder.
Symbol: … = not applicable.
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a significantly higher lifetime prevalence of trauma
exposure in elderly participants (76.5%) compared to
younger and middle-aged respondents (42.3% and 49.7%,
respectively). This steep increase in trauma frequency
among the elderly cannot only be explained by the trivial
notion that older individuals have more years in which to
experience trauma, but calls for another explanation: el-
derly subjects in the present study were born between
1918 and 1940. Therefore, virtually all of them can be as-
sumed to have consciously experienced the traumatic ef-
fect of World War II, either as young adults or children.34

Our line of reasoning is supported by the findings that
combat or war zone experience was the most frequent
trauma reported by men and the second most common
traumatic event among women (cf. Table 3).

Although rates of trauma vary across age cohorts,33

prior epidemiologic research6–14 has failed to report its
prevalence in relation to age. Thus, it is difficult to relate
our results to previous findings, but in line with other re-
searchers7 we found that sudden, unexpected death of a
loved one is the most common trauma reported by the
elderly. Furthermore, physical assault was much more
common among men, while sexual victimization (i.e.,
rape and childhood sexual abuse) was more frequent in
women, which is consistent with the literature (reviewed
by Breslau15).

We found a PTSD lifetime prevalence of 3.1% among
the elderly, which is higher than rates previously reported
ranging between 0.6% and 2.1%.9,13,22 Using DSM-IV
PTSD criteria (as done in our study) might explain the
higher lifetime prevalence compared to rates found in ear-
lier investigations applying DSM-III and DSM-III-R cri-
teria,9,13 because the extension of the stressor criterion in
DSM-IV increases the number of events that can be used
to diagnose PTSD.15,16 Additionally, differences in the so-
cioeconomic background of the study populations have to
be taken into account, since lower socioeconomic status
increases the risk for PTSD.3,13,14

The 6-month prevalence of PTSD among older com-
munity residents in The Netherlands was found to be
0.9%,35 which is close to the 1-month prevalence of 1.5%
in our study. Because The Netherlands and Germany can
be considered very similar with respect to their socioeco-
nomic situations and because van Zelst and coworkers35

used similar methods to ours, their study and our findings
strongly support the conclusion that current PTSD is a rel-
evant mental disorder among the elderly. Correspond-
ingly, posttraumatic stress was reported to be a frequent
and significant problem in older adults in primary care36

and among those elderly with a specific trauma history,
e.g., holocaust survivors37–40 or aging combat veterans.41–43

In line with prior research,6,7,10,12,17 we found that el-
derly men had higher odds for trauma exposure compared
to elderly women. However, there were no gender differ-
ences in both lifetime and 1-month PTSD prevalence,

which was slightly, but not significantly higher in female
than in male participants. This is in contrast to the major-
ity of the more recent community studies,7,12–14,17 but con-
sistent with the earlier Epidemiologic Catchment Area
surveys.9,11 Although several explanations have been pro-
posed to account for the approximately 2-fold higher
prevalence of PTSD in women than in men,17,18 there is
evidence that female gender is not an independent risk
factor for PTSD when type of trauma and pre-existing
mental disorders are controlled for.10 Type of trauma ap-
pears to be more important than gender, because the
conditional risk of PTSD varies considerably across trau-
matic events.10,12,44 Thus, PTSD prevalence rates are par-
tially determined by the trauma types experienced by
a specific population, which again depend on its so-
ciocultural, economic, and historical background. With
respect to our elderly sample and as noted above, the
experience of World War II is very likely to account
for our findings. Survivors of World War II and the so-
called war children in particular have suffered from a
high degree of posttraumatic stress, some of them until
today.34,45

Estimates of 12-month prevalence of psychiatric con-
ditions indicated a high comorbidity of lifetime PTSD
with depression, anxiety, and somatization, which corre-
sponds to findings derived from both the general popula-
tion6,8,11–13 and elderly primary care samples.36,46 Given
the high comorbidity between depression and PTSD and
because there is evidence that PTSD might hamper treat-
ment response in late-life depression,46 it is important to
screen for trauma and PTSD in elderly depressed sub-
jects.29,31 Likewise, comorbid PTSD may be a complicat-
ing factor in the treatment of anxiety and somatoform
disorders in the elderly, too. Future research is warranted
to investigate these issues.

In closing, several methodological limitations merit
discussion. First of all, the present study was part of the
first 5-year follow-up investigation of an ongoing longi-
tudinal study. Thus, the elderly subsample might not be
truly representative of the older general population in
Germany. Second, the PTSD-positive group was small,
potentially compromising statistical power, e.g., the pre-
cision of risk estimates was low as reflected by large con-
fidence intervals in some instances. In addition, although
we directly asked about traumatic events at the beginning
of the interview to enhance recall, we cannot rule out the
possibility of recall bias, especially when considering
that some of the traumatic events lay in the distant past
from the perspective of our elderly study population.
Finally, comorbidity findings must be viewed as pre-
liminary as they were based on estimations derived from
the CID-S.26

Despite these caveats, our study has some major
strengths such as the inclusion of a larger sample of
community-dwelling elderly, the exclusion of individuals
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with cognitive impairment, and the assessment of trau-
matic events and PTSD with a psychometrically sound in-
terview often used in PTSD research.27 Our findings do
contribute to our knowledge about traumatic experiences
and PTSD in the elderly, which has been a largely ne-
glected area of scientific interest.28–31 The results of the
present survey indicate that trauma exposure is very com-
mon among older adults in the community and that PTSD
is a prevalent sequel of such exposure. Because there is
growing evidence that PTSD is a highly impairing con-
dition for the individual and poses enormous socioeco-
nomic burden to society,2–4 we strongly suggest integrat-
ing assessment of trauma and posttraumatic stress into
routine examinations of the elderly to improve manage-
ment and treatment provision. We are definitely in need of
further studies on trauma and related distress in late life.

Disclosure of off-label usage: The authors have determined that,
to the best of their knowledge, no investigational information
about pharmaceutical agents that is outside U.S. Food and Drug
Administration–approved labeling has been presented in this article.
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