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ABSTRACT
Through appropriate use of available instruments, recognition and diagnosis of
posttraumatic stress disorder (PTSD) can be accomplished, leading to the initiation of
treatments vital to achieving optimal health outcomes. Inappropriate use of these same
instruments can lead to delayed, inappropriate or ineffective condition treatment, and
squandering of limited resources. It was the purpose of this project to identify and
analyze factors related to accurate identification through exploration of contemporary
literature evaluating psychometric properties of a collection of selected screening tools
commonly used within the Veterans Administration (VA) system.
A limited journal article search was performed using three electronic health
science databases, focusing on the Primary Care PTSD Screen (PC-PTSD), Posttraumatic
Stress Disorder Checklist (PCL-M), Mississippi PTSD Scale (M-PTSD) and the Clinician
Administrated PTSD Scale (CAPS). Emphasis was placed on each instrument’s reported
psychometric properties, specifically, the internal consistency, test-retest reliability,
discriminant validity, convergent validity and diagnostic utility. Journal results were
separated by instrument and organized into table form for ease of comparison. Additional
instrument administration details were added in efforts to assemble a comprehensive
assessment.
Psychometric incongruencies between instruments were found. Specifically
between the simple four question PC-PTSD and the comprehensive CAPS instrument.
Significant disparity was observed in terms of diagnostic utility when one instrument is
used for the purpose of the other. Sensitivity and specificity varied considerably
dependent on cut-off scores utilized. Considerable inequality exists in relationship to
administration details, resource, and time requirements.
The author concluded that with many appropriate instruments available to assist
providers with diagnostic efforts, it is unwarranted and inapposite to attempt to attain
equivalent results through the use of instruments with inferior psychometric abilities. It is
the responsibility of the practitioner to ensure that the strengths and limitations of an
instrument are considered before making a diagnosis or treatment decisions based upon
results from the administration of any given instrument.
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CHAPTER 1
INTRODUCTION
It has long been known that pathologic emotional stress response syndromes can
result from exposure to war, physical/sexual assault, natural disasters and other types of
trauma. It was not until the identification of diagnostic criteria for these responses in the
Diagnostic and Statistical Manual of Mental Disorders, Third Edition (DSM-III) under
the diagnosis of posttraumatic stress disorder (PTSD) that identification and
epidemiological efforts truly began (Kessler, 2000). Less is known about total population
prevalence but reported estimates of military personnel from the recent Iraq/Afghanistan
war who are suffering from PTSD are thought to be well above 300,000 (Tyson, 2008).
This project will identify factors related to the successful identification of PTSD
through exploring the available literature on the psychometric properties of screening
tools commonly used within the Veterans Administration (VA) system in Western
Montana. The focus is on current screening tools used to identify presenting behaviors
and patient responses that can help or impede the ability to identify PTSD. This
knowledge will be beneficial for triage nurses, advanced practice nurses and other
clinicians in providing successful and appropriate care for people suffering from PTSD.
Significance
From the earliest documented history, mention has been made of war, natural
disaster and distressing events, with subsequent emotional sequelae. It is through these
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records, that the condition we have now labeled as PTSD, is a state that has always
plagued individuals. It is only recently that it has been officially recognized.
Historically, PTSD has been known by many names, including: “battle fatigue” or
“gross stress reaction” for soldiers who acquired symptoms as a result of their
experiences in World War II; “combat fatigue” or “shell shock” for soldiers who acquired
PTSD symptoms after World War I; and “soldier's heart” for soldiers who developed the
symptoms of PTSD after the Civil War. Unfortunately, before the medical community
recognized PTSD as an emotional disorder, most military leaders and doctors thought it
was simply nothing more than cowardice or personal weakness (Friedman, 2007).
Effect on Society
It is thought that more than half of all male and female Vietnam veterans have
experienced some form of clinically serious stress reaction. This estimates at about
1,700,000 Vietnam veterans in all (Department of Veterans Affairs, 2007). Current Iraq
/Afghanistan War statistics indicate that one in six soldiers returning from Iraq exhibit
symptoms of PTSD (Morefocus Group inc, 2008). The monetary impact for these
returning Iraq/Afghanistan war veterans has been estimated at well over $6.2 billion for
the year 2008- 2009 (Tyson, 2008).
In a study released in 1995 using DSM –IV criteria, nearly 90% of respondents
from the general population reported at least one lifetime traumatic event. According to
these results 37.7% experienced traumatic assaultive violence, such as rape, torture or
military combat and 59.8% some other traumatic personal injury or distressing
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experience such as a life threatening accident, natural disaster, or life threatening illness
(Kessler, et al., 1995).
Effect on Patients
Despite its prevalence, PTSD is likely to remain unrecognized and untreated in
primary care patients. Few medical clinics systematically screen patients in efforts to
identify trauma survivors, or the resulting mental health condition. In the private sector,
nearly half of all patient visits for a mental health disorder are to a medical, not a mental
health provider. Of those, 90% are to their general practitioner or primary care provider
(Department of Veterans Affairs, 2007).
A correlation has been found between persons who report suffering from PTSD
like symptoms and a greater number of physical health problems, when their “physical
health is measured by physician report or by laboratory tests”. This theory is supported
by findings in studies that compared patient samples with a confirmed PTSD diagnosis to
those without (Jankowsi, 2007). It is a widespread belief that psychological stress
contributes to a variety of disease processes and illness behavior including clinical
depression, cardiovascular disease, and cancer (Cohen, Janicki-Deverts, & Miller, 2007).
It is thought that the experience of trauma brings about biological, as well as
psychological and behavioral effects by creating neuro-chemical changes in the brain
(Jankowsi, 2007). The diagnosis of PTSD has been found to be associated with greater
medical service utilization for physical health problems (Kartha, Brower, Saitz, Samet,
Keane, & Liebschutz, 2008). In failing to address the impact of traumatic stress on health,
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patient and doctor become less likely to achieve desired outcomes (Department of
Veterans Affairs, 2002).
Importance to Nursing
The recognition of PTSD has important practice implications for nurses. Because
PTSD is not an experience unique to combat veterans, nurses in all settings should assess
their patients who may be at risk for trauma-related effects such as acute-anxiety, PTSD,
and associated co-morbidities. In addition to becoming familiarized with the risk factors,
interventions, and resources available, nurses can apply this knowledge in practice,
through better screening of vulnerable patients in both the inpatient and outpatient
settings for the facilitation of timely and accurate diagnosis and treatment to minimize
poor outcomes. Mental health nurses are in an exceptional position to implement these
screening tools and interventions through their collaborative work with the therapists and
providers, thus giving them the opportunity to make a positive impact on the lives of
traumatized individuals in the practice setting. Nursing is a discipline committed to
protecting vulnerable populations against stressors that affect health and illness
(Nayback, 2009).
Statement of Problem
PTSD is a common psychiatric problem within general society that is increasing
in its prevalence with the return of soldiers from the Iraq/Afghanistan war. Yet,
symptoms often remain unrecognized by health providers. Appropriate screening and/or
assessment that leads to their identification and subsequent treatment is imperative for
positive health outcomes. Following an emotional trauma, individuals may develop a
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range of emotional and physical symptoms that vary in severity depending on the
individual. The lack of diagnosis exclusive symptoms and the fact that PTSD typically
presents with other co-morbidities makes identification difficult (Lavine & Jain, 2002).
Existing research data show untreated PTSD is associated with poor self-reported health,
an increase in utilization of medical services and an increase in overall patient morbidity
(Schnurr & Jankowski, 1999). Appropriate screening, through the use of solid and robust
instruments, that leads to the identification of PTSD and subsequent treatment is
imperative to positive health outcomes.
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CHAPTER 2
BACKGROUND
Healthcare providers have long been interested in identifying and tracking
postwar conditions. What is now called Post-Traumatic Stress Disorder (PTSD) has been
known by many other names. The symptoms of fatigue, anxiety and hyper-vigilance
following combat can be traced throughout history. During World War I, the stress
effects of battle appear to have been largely approached as a scientific curiosity, and
treated with some degree of compassion. Treatment appears to have been based
essentially on giving the sufferer ‘rest’, and possibly support that resembled ‘talk
therapy’ (Krill, 2008). As mentioned in Franklin, Jones et.al (1995) in 1919-1920
following World War I, two scientists Salmon and Fenton began to track the long term
adjustments of 758 veterans who had been hospitalized for "war neurosis". What they
found was that best-practice treatments of that time had little to no effect on symptoms.
By the time of the World War II, efforts changed to that of screening out those
individuals who were deemed “psychologically weak”. The process was rudimentary,
highly biased and produced a high amount of pressure on soldiers to avoid appearing to
be a “coward” (Krill, 2008, p. 1). Following the great wars, treatment advancement was
slow, limited to the development of just a few early medications in the form of sedatives.
Left to treat themselves, many of the veterans turned to alcohol and other intoxicating
substances (Krill, 2008, p. 2). Following Viet Nam, and fueled in part by the cultural
influence brought on by the “love generation”, the new openness of ideas and intellectual
exchange opened the door for new and more effective treatments (Krill, 2008).
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Since then, significant developments have been made in understanding the
etiology of PTSD. The established relationship between stress and certain health
conditions shows early recognition through screening to be imperative to patient
outcomes. This has been recognized and well documented in all current PTSD treatment
guidelines. It is essentially, a linear progression from that important initial assessment
which influences the initiation of symptom management by psychopharmacology and
psyotherapeutic interventions, through to recovery and maintenance (American
Psychiatric Association, 2004).
Likely to be deemed the most noteworthy, due to the high risk population served,
is the Clinical Practice Guidelines for the Management of Post-Traumatic Stress put out
by the Department of Veterans Affairs and the Department of Defense in 2004. These
treatment recommendations give emphasis to the importance of "building on lessons of
the past and serving those in present need but also aiming at the future in order to
maximize preparedness and, if possible, prevention." (The Department of Veterans
Affairs, & The Department of Defense, 2004).
Overview of PTSD
Within those preparation efforts, there is a need for consideration of societal
prevalence (Kessler R. , 2000). With the continued war efforts in Iraq and Afghanistan,
the rates of psychological and neurological injuries continue to rise sharply and adding to
the population incidence from the preceding generations of veterans.
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Nationwide Prevalence
Community-based studies reveal lifetime prevalence for PTSD at approximately
8% of the entire adult population in the United States. It is further estimated that over
400,000 Americans serving in Vietnam experienced post-war PTSD symptoms (Kulka, et
al., 1992). Among Iraq and Afghanistan veterans, the occurrence rates continue to climb.
The RAND study released in 2008, estimates that as many as 20 percent of the veterans
screen positive for PTSD symptoms or depression (Tanielian & Jaycox, 2008).
Prevalence in Montana
Montana, in 2004, was listed as number two in the nation for the "Percent of the
civilian population 18 years and over who are veterans" (US Census Bureau, 2004). The
first place on the list is held by the state of Alaska with less than a one percent difference.
These rates are expected to raise in the 2010 census results with the increase in returning
Iraq/Afghanistan veterans. This may be due the vets desire to withdraw into a lifestyle
that avoids crowds, social interaction, and close relationships. Upon returning from
Vietnam, many vets found themselves the subject of ridicule and scorn. While some vets
put their war experience behind them and got on with life, many others simply choose to
withdraw (The PTSD Alliance , 2008).
Characteristics
Not every traumatized person experiences symptoms or develops a chronic form
of PTSD. In those who do, symptoms usually begin within 3 months of the trauma, and
the course of the illness varies (National Alliance for Research on Schizophrenia and
Depression , 2010)
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Many factors are thought to play a part in whether a person will develop PTSD.
Some of these are risk factors that make a person more susceptible (e.g. having little or
no social support after the event). Other factors, called resilience factors, can help reduce
the risk of developing the disorder (e.g. finding a support group after a traumatic event).
Some of these risk and resilience factors are present before the trauma and others become
important during and after the event (The National Institute of Mental Health, 2009).
Presentation
Individuals with Posttraumatic Stress Disorder may describe painful guilt feelings
about surviving when others did not survive or about the things they had to do to survive.
Avoidance patterns may interfere with interpersonal relationships and lead to marital
conflict, divorce, or loss of job. Auditory hallucinations and paranoid ideation can be
present in some severe and chronic cases. Impaired affect modulation; self-destructive
and impulsive behavior; dissociative symptoms; somatic complaints; feelings of
ineffectiveness, shame, despair, or hopelessness; feeling permanently damaged; a loss of
previously sustained beliefs; hostility; social withdrawal; feeling constantly threatened;
impaired relationships with others; or a change from the individual's previous personality
characteristics (American Psychiatric Association , 2004).
In 1980, the Diagnostic and Statistical Manual of Mental Disorders 3ed (DSM-III)
delineated distinct criteria for the diagnosis for PTSD. Acute Stress Disorder was added
to the DSM IV in attempts to characterize the sub-population of traumatically exposed
individuals with early symptoms in efforts to identify early responses to severe trauma
that were likely to evolve into PTSD. This sub-category is under much scrutiny for an
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increased potential to identify an appropriate response to stress as pathological (Ursano,
et al., 2004).
The DSM IV-TR provides the following diagnostic criteria for 309.81 PostTraumatic Stress Disorder:

A. The person has been exposed to a traumatic event in which both of the following were
present:
1.

The person experienced, witnessed, or was confronted with an event or events
that involved actual or threatened death or serious injury, or a threat to the
physical integrity of self or others

2.

The person's response involved intense fear, helplessness, or horror. Note: In
children, this may be expressed instead by disorganized or agitated behavior

B. The traumatic event is persistently re-experienced in one (or more) of the following
ways:
1.

Recurrent and intrusive distressing recollections of the event, including
images, thoughts, or perceptions. Note: In young children, repetitive play may
occur in which themes or aspects of the trauma are expressed.

2.

Recurrent distressing dreams of the event. Note: In children, there may be
frightening dreams without recognizable content.

3.

Acting or feeling as if the traumatic event were recurring (includes a sense of
reliving the experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur on awakening or when intoxicated).
Note: In young children, trauma-specific reenactment may occur.

4.

intense psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event

5.

physiological reactivity on exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event
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C. Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by three (or more) of the
following:
1.

efforts to avoid thoughts, feelings, or conversations associated with the
trauma

2.

efforts to avoid activities, places, or people that arouse recollections of the
trauma

3.

inability to recall an important aspect of the trauma

4.

markedly diminished interest or participation in significant activities

5.

feeling of detachment or estrangement from others

6.

restricted range of affect (e.g., unable to have loving feelings)

7.

sense of a foreshortened future (e.g., does not expect to have a career,
marriage, children, or a normal life span)

D. Persistent symptoms of increased arousal (not present before the trauma), as indicated
by two (or more) of the following:
1.

difficulty falling or staying asleep

2.

irritability or outbursts of anger

3.

difficulty concentrating

4.

hyper-vigilance

5.

exaggerated startle response

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month.

F. The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

(American Psychiatric Association, 2000)
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Screening Tools
There are many different instruments that have been developed for providers in
attempts to achieve early detection and determination of PTSD related symptoms. The
SPAN (Startle, Physiologic Arousal, Anger, Numb), Trauma Screening Questionnaire
(TSQ), the Short Post-Traumatic Stress Disorder Rating Interview (SPRINT), Primary
Care PTSD Screen (PC-PTSD) comprise just a small selection of the vast number of
available instruments in use, and no one tool is universally accepted. Additionally, some
instruments are population specific e.g. the Post Traumatic Stress Disorder Checklist
Military (PCLM) and the Mississippi Scale for Combat-Related PTSD.
Complicating Factors
Throughout the author’s review of relevant literature, the phenomena of primary
and secondary gain were identified as factors affecting the validity of the instruments.
Another complicating factor is the difficulty in differentiating among similar diagnosis’s.
Primary & Secondary Gain
The reporting of symptoms by a patient may have significant psychological
motivators, most often motivated by a potential for benefit. Providers sometimes
categorize these motivators into primary or secondary gain. Primary gain can produce
positive internal incentives e.g. a patient might feel guilty about being unable to perform
some task. If afflicted by a medical condition justifying their incapacity, their guilt may
diminish (Spitzer, First, & Wakefield , 2007). Secondary gain can also be a component of
any disease, but is an external motivator. If a patient's disease allows them to miss work,
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gain sympathy, or avoid jail sentence or increase income than these would be examples
of secondary gain. These may or may or may not be recognized by the patient. If they are
deliberately exaggerating symptoms for personal gain, then they are malingering.
However, secondary gain may also be an unconscious psychological component of
symptoms and other personalities (Spitzer, First, & Wakefield , 2007).
With over 250,000 veterans currently receiving financial compensation for PTSD,
concerns have been raised about the prevalence of secondary gain/malingering. This
significance grows even more apparent with information that identifies while over 40%
of individuals claiming combat-related PTSD, their reports are not collaborated by their
military records (Spitzer, First, & Wakefield, 2007).
Differentiating Diagnoses
Although, posttraumatic stress disorder is a condition that can be clearly
exaggerated for the purpose of receiving benefit, there are additional diagnostic dilemmas
inherent to the condition, such as, the definition of a traumatic exposure, what constitutes
a PTSD flashback and the potential for normal symptom exaggeration (Hall, 2007). Not
all psychopathology that is evident in individuals exposed to an extreme stressor can
necessarily be attributed to PTSD. Symptoms of avoidance, numbing and hyper arousal,
that are present before exposure of the stressor do not meet criteria for the diagnosis and
should be considered in the diagnosis of other mental disorders e.g. brief psychotic
disorder, conversion disorder and major depressive disorder (American Psychiatric
Association, 2010). Another challenge in identifying PTSD is the fact that the condition
can also closely mimic or have overlapping symptoms with other conditions, as can be
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the case with Traumatic Brain Injury (TBI) patients and presenting symptoms of mood
changes, difficulty concentrating, fatigue, dizziness, and sleep disruptions (Boscarino,
2004).
Summary
In this chapter, an introduction was provided as to the history and development of
the diagnosis now known as PTSD, followed by representation of significance through
the brief evaluation of both state and national prevalence. Noteworthy presenting and
defining characteristics of the diagnosis, together with common complicating factors
related to recognition were then highlighted.
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CHAPTER 3
METHODOLOGY
There are several distinct and unique characteristics linked to the phenomenon now
given the designation of Posttraumatic Stress Disorder (PTSD). The current level of
awareness has been achieved only through an evolution of understanding that spans
decades. Through these sustained efforts, an assortment of instruments, have been
developed with the intent of enhancing and simplifying symptom identification. With
clinical application comes a responsibility to the provider for ensuring a research tested
and confirmed evidence base for the intervention (Cannon & Boswell, 2007). It is the
intent of this project to review and compare significant psychometric properties and the
clinical utility of selected screening measures in use within the VA system. Early
recognition of the physical, mental, and emotional indicators of PTSD is critical in
providing appropriate patient care and should be an interdisciplinary effort that includes
clinicians and nurses (Rossignol & Chandler, 2010). There are multiple barriers to
identification of PTSD over a diversity of health care settings. Presentations and severity
of symptoms may vary from individual to individual, alcohol abuse, co-morbid
conditions, and a perception of stigma can further hinder potential for recognition and
accurate diagnosis (Hoge et.al, 2004). However, obtaining an accurate diagnosis for a
patient can often be a relief for both the individual and their loved ones and can assist to
define a problem, direct treatment, and at times facilitate attaining benefit or disability
entitlements (Campbell, 2007).
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Conventional Diagnostic Criteria
Identification and labeling of diseases based on signs and symptoms or
“diagnosing” assists in guiding treatment planning. Recognition that a particular disorder
has shown to be treated effectively with a drug or with a specific therapy, then allows for
practices to be applied to new cases of that disorder and helps to enable communication
among the professionals involved in a patient's care (Allen, 1998). Mental health
clinicians diagnose mental disorders using the criteria listed in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV TR).
The DSM-IV TR is the standard classification of mental disorders used by mental
health professionals in the United States. Its criteria have been shown to increase
diagnostic reliability by increasing likelihood that different users will assign the same
diagnosis. For each disorder included in the DSM- IV TR, there is a set of diagnostic
measures that indicate inclusion/exclusion criteria by sequential symptoms and for how
long to qualify for a diagnosis (American Psychiatric Association, 2000).
Instruments
A great number of instruments have been created to assist with diagnosing, through
attempting to assess traumatic event exposure and posttraumatic reactions. Many vary in
terms of psychometric properties, administration time, populations for which they were
designed, and a mix of those in public domain or requiring purchase (Elha, Gray,
Kashdan, & Franklin, 2005). This may create difficulty for a provider attempting to
utilize the most appropriate format for specific purpose.
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With such a wide variety of instruments available, it was necessary for this project
to narrow focus from all related instruments, to a reasonable collection of commonly used
measures. The four selected are noted to be regularly used within the VA healthcare
system, which is comprised of an atypical treatment population with amplified trauma
risk. The selected instruments include: the Primary Care PTSD Screen (PC-PTSD),
Posttraumatic Stress Disorder Checklist -Military (PCLM), Mississippi PTSD Scale (MPTSD) and the Clinician Administered PTSD Scale (CAPS). The CAPS, through its
structured interview form, is widely considered in the field of psychiatry and expressly
accepted by the VA to be the "gold standard" in PTSD assessment (U.S. Department of
Veterans Affairs, 2010). A brief description of each measure follows.
Primary Care PTSD Screen (PC-PTSD)
The PC-PTSD is a 4 item screening instrument designed to be used in a medical or
primary care setting. It includes an introductory sentence to cue the individual respondent
to the topic of the traumatic event. Each item is answered with either yes or a no. Results
are considered positive if there is a yes response to any three of the four questions (Prins,
et al., 2003). (This instrument may be viewed in Appendix D)
Posttraumatic Stress Disorder Checklist, Military (PCL-M)
The PCL-M is a 17 item self-report screening based upon the 17 DSM-IV symptom
criteria indicated for a diagnosis of PTSD (Please see Ch. 2 DSM-IV- TR criteria). It
takes an average of 5-10 minutes to complete, does not require clinician administration,
and is often completed by the patient in the waiting area before a visit. It is considered a
positive diagnosis when determining the patient meets DSM-IV TR diagnostic criteria
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through affirmative patient responses in at least 1 of section B questions (1-5), 3 in
section C (6-12) and 2 in section D (13-17) (National Center for PTSD, 2010). It has
several purposes, including: diagnosis, screening for identification, and monitoring of
symptom changes during treatment. There are three current versions uniquely tailored to
military, civilian, or stress specific populations. The specific version is identified by the
corresponding letter following the PCL title, e.g. PCL-M is PCL Military; PCL-C is PCL
Civilian (Weathers et al., 1993). For the purpose of this project only the PCL-M will be
reviewed. (This instrument may be viewed in Appendix E)
Mississippi PTSD Scale (M-PTSD)
The M-PTSD is a 35 item self-report assessment of combat related PTSD
symptoms. It is specific to veteran populations. Modified forms of the tool have been
developed to include a shortened ten question version and a Desert Storm conflict
specific version. Items are consistent with the DSM-IV TR criteria for PTSD.
Additional features include several frequently observed associated features, i.e. substance
abuse, suicidality, and depression. Respondents are asked to rate how they feel about
each item using a 5 point, Likert scale. Symptom severity can range from 35-175, with
specified cutoff scores for a probable PTSD diagnosis (Kean, Caddell & Taylor, 1988).
(This instrument may be viewed in Appendix F)
Clinician Administered PTSD Scale (CAPS)
The CAPS is a 30-item structured interview that also corresponds to the DSM-IV
TR criteria. The full interview takes 45-60 minutes to complete and was designed to be
administered by a clinician or trained professional. It can be used to make a new

19
diagnosis or assesses symptom severity changes over the past week. In addition to
assessing the 17 primary symptoms from the DSM-IV TR, the questions also evaluate the
symptoms’ impact on social and occupational functioning, overall response validity,
overall PTSD severity, and the frequency and intensity of the five associated symptoms
of general and survivor guilt, gaps in awareness, depersonalization, and derealization
(Blake, Weathers, Nagy, Kaloupek, Gusman, Charney & Keane, 1995).
The CAPS is recognized for versatility in an array of clinical and research settings.
It may be used to categorize affirmative symptom ratings for comparison to formal
diagnostic criteria. Alternatively, it can provide a quantitative index of symptom severity
for individual symptoms, symptom clusters or the entire disorder. Both occurrence and
intensity scores are derived for each individual symptom and can be used to track
changes in status and severity over time (Blake, Weathers, Nagy, Kaloupek, Gusman,
Charney & Keane, 1995). (This instrument may be viewed in Appendix G)
Instrument Variants
Important characteristics to consider when choosing a PTSD measure for practical
application should include: the cost, complexity, time required to administer, assessment
of symptoms related to a single vs. multiple traumatic events, correspondence with DSMIV TR criteria, reading level and psychometric strengths and weaknesses of the measure
(Department of Veterans Affairs, 2007). Functional definitions of these characteristics,
selected for the purpose of the project include:

20
Cost
The Resource-Based Relative Value Scale (RBRVS) provides estimates of the
work effort involved in the provision of health care services for individual Current
Procedural Terminology Codes (CPT Codes) (Dobrez, Sasso, Holl, Shalowitz, Leon, &
Budetti, 2001). The practice cost of providing behavioral health screening is driven
primarily by the number of staff and amount of time required to administer, analyze, and
report the results of the completed instrument.
Complexity
One of the most important characteristics to consider screening or diagnostic or
PTSD measures is its format. Measures can have a variety of formats, including: a) a
small number question screening format, b) self-report measures with a single rating for
each item, and c) structured interviews with detailed explorations of each symptom and
interviewer ratings to assess the validity of reports. Each format has positive and negative
features. Brief screening questionnaires can identify a larger group of people who are
more likely to have PTSD. A positive response to the screen does not necessarily indicate
that a patient has the diagnosis. Further investigation of trauma symptoms by a mental
health professional will then be necessary (National Center for PTSD, 2010). Although
interviews offer a more comprehensive assessment, more administration time and
interviewer training are required (U.S. Department of Veterans Affairs, 2010).
Functional Aptness
The right measure for a particular purpose depends on the goal of the assessment.
If a quick screen is desired, a self-report measure may be best. However, when the goal is
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establishing PTSD treatments, a more extensive structured interview assessing frequency
and severity of symptoms may be more appropriate (U.S. Department of Veterans
Affairs, 2010).
Instrument Psychometrics
In order to evaluate the psychometric properties of the selected instruments, data
were collected through a systematic review and collection of published material from
peer- reviewed journal articles. With the rather large range of possible psychometric
categories it was necessary to limit them to those most commonly used in the articles
reviewed for this project. The psychometric properties most typically reported include:
internal consistency, test-retest reliability, discriminant validity, convergent validity and
diagnostic utility. For the purpose of this project the following definitions are provided:
Internal Consistency
Internal consistency identifies the extent to which the performance on one item in
an instrument is a good indicator of performance on any other item in the same
instrument (Devon et.al, 2006).
Cronbach's Alpha is a coefficient indicated by a number between 0 and 1 that is
used to rate the internal consistency or the correlation of the items in an instrument. A
good instrument is one considered to assess different aspects of the trait (e.g. PTSD)
being studied. If a test has a strong internal consistency it should show only show a
moderate correlation among items .70 - 0.90. If correlations between items are too low, it
is possible that they are measuring different traits and therefore should not all be included
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in a test that is supposed to measure one trait. If item correlation is too high, it is likely
that some items are redundant and should be removed from the test (Patrick et.al, 2009).
Test-retest Reliability
Test-retest ability of an instrument represents the capacity of an instrument to
measure stable characteristics at two separate periods. In the test-retest method, reliability
is estimated as the Pearson product-moment correlation coefficient between two
administrations of the same measure (Devon et.al, 2006). The r value, representing an
association which varies from -1 to +1, with 0 indicating no relationship and 1 indicating
perfect relationship (Patrick et.al, 2009).
Discriminant Validity
Examines the degree to which the operationalization is not similar to or diverges
from other operationalizations that it theoretically should not be similar to (Trochim,
2006).
Area Under the Curve (AUC): Receiver Operating Characteristic (ROC) curve is
a graph that plots true positive rates against false positive rates for a series of cutoff
values, or in other words, graphically displays the trade-off between sensitivity and
specificity for each cutoff value. An ideal cutoff might give the test the highest possible
sensitivity with the lowest possible false positive rate. This is the point lying
geometrically closest to the top-left corner of the graph where the ideal cutoff value with
100% sensitivity and specificity would be plotted. The area under an ROC curve can be
used as an overall estimate of its discriminating ability, and equal to the probability that a
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test correctly classifies patients as true positives or true negatives. (Rosenberg, Joseph, &
Barkun, 2000). Greater areas under the curve indicate higher accuracy, a discriminant test
might have an area under the curve of 0.7 while a nondiscriminant test has an area under
the curve of 0.5 (Patrick et.al, 2009).
Convergent Validity
Convergent validity is a type of validity that is determined by examining the
overlap between two instruments that are assumed to measure the same concept.
Pearson's r is a measure of association which varies from -1 to +1, with 0 indicating no
relationship and 1 indicating perfect relationship and can be used evaluate the degree to
which two or more instruments are related that theoretically should be (Patrick et.al,
2009).
Diagnostic Utility
The collective measures include sensitivity, specificity, positive & negative
predictive value, together identifying overall diagnostic value through utilization of an
optimal cut off score. In terms of the relationship between specificity and PPV, in a test
with high specificity, if a subject tests positive, chances are the subject does have the
condition (confirmatory). In terms of the relationship between sensitivity and NPV, in a
test with high sensitivity, if a subject tests negative, chances are the subject does not have
the condition (screening) (Keen, Cutter, Niles, & Krinsley, 2008).

24
Sensitivity: refers to the probability that a diagnostic technique will detect a
particular disease or condition when it does indeed exist in a patient, optimal prediction
would achieve 1.0 or 100% sensitivity (Patrick et.al, 2009).
Specificity: refers to the probability that a diagnostic technique will indicate a
negative test result when the condition is absent, optimal identification would achieve 1.0
or 100% specificity (Patrick et.al, 2009).
Positive Predictive Value (PPV): Refers to the proportion of individuals with a
positive test result who actually have the disease, optimal identification would achieve
1.0 or 100% positive identification (Bentley, 2007).
Negative Predictive Value (NPV): is defined as the proportion of individuals with a
negative test result who do not have disease, optimal identification would achieve 1.0 or
100% negative identification (Bentley, 2007).
Search Methodology
The exploration of literature was performed using three medical and nursing based
databases, made available through the MSU Bozeman and Veterans Affairs Libraries.
These included CINAHL, Medline, and PILOTS.
CINAHL
The Cumulative Index of Nursing and Allied Health Literature (CINAHL) is a
multidisciplinary bibliographic database covering the nursing, allied health, biomedicine,
and consumer health literature (Notess, 2009).
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Medline
Medline is a medical abstracts database covering the fields of medicine, nursing,
dentistry, veterinary medicine, the health care system, and the preclinical sciences
(Hansen, 2008).
PILOTS
The Published International Literature on Traumatic Stress (PILOTS) is anelectronic index to the worldwide literature on Posttraumatic Stress Disorder (PTSD) and
other mental-health consequences of exposure to traumatic events (National Center for
PTSD, 2010).
Inclusion/Exclusion Criteria
In an effort to preserve quality through use of current data, maintain generalization
to the selected population, and remain within time constraints, inclusion criteria were
used: a) publication dates were limited to the past 10 years, starting in 2000 through
2010, b) only peer reviewed articles with exclusion of referenced or secondary sources, c)
articles written in English, and d) articles that focused strictly on the US veteran
population.
Search terms were selected to denote the full name of the measure, its common
abbreviation, referenced sampling of US veterans and a reflection on psychometric
properties (e.g. the structural validity of the PCLM among postwar US veterans).
Individual terms were then combined in efforts of ensuring that all the pertinent studies
were identified.
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Data Collection
A systematic literature review was performed sequentially by search term for each
of the three electronic databases; numerical results were then compiled and entered into
table form (Table-1 can be viewed in Appendix A). Articles from each database search
were then cross referenced and purged of duplications, categorized by measure and
compiled into tables (Please see Ch. 4 Table 3-6). Attempts were made to locate a fulltext copy of each article through available VA or MSU library resources. Each obtainable
article was reviewed separately and associated research findings and author notations
with perceptible significance to the project were recorded in tables for comparison and
assessment (Please see Ch. 4 Tables 3-6). Results from each instrument were collected
into a single table for ease of comparison (Please see Ch. 4 Table 7), additional
administration details were compiled and represented separately (Please see Ch. 4 Table
8).
Data Management
The initial database search by select term was organized sequentially in correlation
with the progression of the search. The numerical results for each database were then
placed parallel to allow for comparison (Please see Table 1 Appendix A). Full text
articles were placed in tables by reflected instrument, psychometric data and author
comments were placed categorically adjacent to the resource citation (Please Ch. 4
Tables 3-6). An additional table was added to represent administration details for each
instrument for easy comparison (Please see Ch. 4 Table 8).
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Summary
A review of existing research articles available through three separate electronic
databases using individual search terms, date ranges and population specific limitations
was performed. Methodical review of obtainable articles meeting these criteria were
performed and the most commonly reported comparison measures of reliability, validity
and utility were recorded for each instrument. For purpose of comparison and discussion,
there data were assembled into tables. Project related notations from individual studies
have also been listed.

28
CHAPTER 4
RESULTS
This project intended to investigate elements of successful identification of
posttraumatic stress disorder (PTSD) through an analysis of the psychometric properties
of a selection of commonly used screening tools recognized within the Veterans
Administration (VA) system. The project purpose was achieved through an organized
search, collection of and review of current literature accessible through three universally
accepted healthcare databases. This chapter presents the details of that search process and
data gleaned from the review of the identified and assembled articles.
The initial literature review was performed on each of the three electronic databases
CINHAL, Medline and Pilot. The search terms used included the full name of the
instrument, its common abbreviation, specified population of interest: “veterans”, and the
focal theme of psychometrics. The numerical results of the initial literature searches are
categorized according to database, under which each search term has been listed with
subsequent results. The complete results are represented in Table 1 (Please see Appendix
A). The searches yielded hundreds of articles, far in excess of what could be evaluated
within the time constraints of this project. It became apparent that additional limitations
were necessary. These limitation included articles published within the last 10 years,
published in the English language, and reflective of U.S. veteran population. These
restrictions narrowed article results to 44 studies. The identified articles were compiled
into lists by citation and separated by instrument PC-PSD (Table 2), PCLM (Table 3), MPTSD (Table 4) and CAPS (Table 5).
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Five of the most commonly noted measurements of instruments’ psychometric
properties were identified through the initial search process. These include measures in
areas of reliability, validity and diagnostic utility. They have been reflected in adjacent
columns next to the article. Not every article reported in all areas and in some, the report
was qualitative not quantitative. A separate column was added to allow for recording of
relevant author notations and/or study findings. (Please see Tables 3- 6) An additional
table has been added to the text to assist the reader in identifying acronyms used in the
articles for instruments not evaluated for this project, but mentioned in the results. (Please
see Table 2), full instrument descriptions are offered in Appendix B.
Table 2 - Instrument Acronym Table
Acrony

Instrument

Acronym

Instrument

M-PTSD

Mississippi Scale for Combat Related

m
PC-

Primary Care PTSD Screen

PTSD

PTSD

PCL-M

PTSD Check List Military

CAPS

Clinician Administered PTSD Screen

GHQ

General Health Questionnaire

SPAN

Startle, Physically upset, Anger,
Numbness

SIPS

Structured Interview for PTSD

BDI

Beck Depression Inventory

BSI

Brief Symptom Inventory

CIDI

Composite International Diagnostic
Interview

MMPI

Minnesota Multiphasic

BSS

Beck Scale for Suicide Ideation

DTS

Davidson Trauma Scale

Personality Inventory
SIRS

Structured Interview for
Reported Symptoms

Each of the tables (3-6) with results are discussed separately. An additional table
was added to enable comparison of administration details between instruments and
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include: number of question items, time required to administer, allowance for multiple
traumas, correlation to DSM IV TR criteria and who can administer. (Please see Table 8)

Table 3- PC-PTSD Article Review Table
Study, Sample &
Internal
Discriminant Convergent
Database
ConsistencyValidityValidity
Pearson's- r
α/ Test-Retest Area Under
Curve
(Calhoun; et al.
α- NR
SPAN-NR
DTS
2010)
Test-retestAUC- 0.944
DTS- NR
NR
SampleSPANAUC- 0.931
220 Male Veterans
-Medline
(Ouimette; et al.
2007)

Sample352 Active Duty
-Medline
Kimerling, Trafton
& Nguyen (2006)
Sample- 97
Veterans
-Medline

Test-retest NR

α- NR
Test-retestr =.80

Cut Off- ≥3
Sensitivity- 0.83
Specificity- 0.85
PPV- 0.64
NPV- 0.94

The longer 17-item DTS
outperformed the PC-PTSD, SPAN
also outperformed the PC-PTSD by
almost 6%,

AUC- NR

GHQ- NR

Cut Off- ≥2
Sensitivity- 0.45
Specificity- 0.96
PPV- 0.41
NPV- 0.97

Effective in identifying PTSD in
when used in combination. Study
supports the utility in VA primary
care.

PC-PTSD
AUC- 0.87
PCL
AUC- 0.88

PCL- NR

Cut Off- ≥3
Sensitivity- 0.76
Specificity- 0.88
PPV- 0.46
NPV- 0.96

Avoidance items appear particularly
valuable and should be included in
any screening. PC-PTSD and PCL
are equally useful dependant on cut
off.

CAPSNR

CAPS-NR

Cut Off- ≥3
Sensitivity- 0.91
Specificity- 0.80
PPV- 0.69
NPV- 0.95

Administration of the brief, selfadministered 4-item screen
improved detection of PTSD to over
90%.

Test-retestNoted “good”

α- NR

Annotations
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Sample- 11,230
Veterans CPRS
Records
-Medline
Bliese; et al.
(2008)

α- NR

Diagnostic
Utility

Table 3- PC-PTSD Article Review Table Continued

Gore et.al
(2008)
Sample- 3,234
military primary
care clinic patients

PCL α – 0.94

CAPS-NR

CAPS-NR

Test-retestr =.63-.80

PC-PTSDAUC- 0.89

SIPS & PCPTSD=.59

SIPSAUC- 0.77

SIPS &
PCL=.63

Cut Off- ≥3
Sensitivity- 0.79
Specificity- 0.85
PPV- 0.57
NPV- 0.94

-PC-PTSD is arguably harder to
remember, implement and score.
-simplified wording may reduce the
frequency that the question is
misread or misunderstood and
thereby decrease rates of response
misclassification.

-Pilot
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PC-PTSD Findings
At the completion of the three database literature searches, five articles were
identified that met all established criteria and offered instrument specific data. Of these,
four were identified through Medline, and one through the PILOT database. The
publishing dates are from 2006 to 2010, the population samples ranged from 97 to
11,230. The two studies with sample sizes in excess of 3,000, possibly improved the
precision of results.
Internal Consistency
As already noted, not every study reported in all of the areas of interest. Of the five
studies only one reported on internal consistency with α of 0.94, alluding to possible
question redundancy.
Test-retest
The test-retest reliability was reported twice, one with a Pearson’s r value ranging
from 0.63-0.80, the second study supports the high end of the first with r= 0.80. The
range variance from the perfect +1 correlation may indicate a minor variance in scores
from the first and second application at different periods.
Discriminant Validity
The instruments discriminant validity was noted by four, but numerical values were
reported by only two studies. In these, Area under the Curve values of 0.87- .089 were
reported, both falling within the 0.80-.0.90 thus indicating that the PC-PTSD has “good”
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discriminant validity. When compared to similar instruments, the PC-PTSD showed
significantly higher discriminant validity than SIPS (0.87-0.89 to 0 .77,). It was
essentially equal to the PCL (0.87-0.89 to 0.88) and slightly lower than the SPAN (0.870.89 to 0.93).
Convergent Validity
The convergent validity was referenced in all five of the studies but Pearson's r
value was reported in only one. Several instruments, SPAN, GHQ, PCL, CAPS and the
SIPS, were used for the comparison of overlap and association, .Of these instruments,
only the PC-PTSD/SIPS evaluation was numerically reported (r-.0.59). If r =1.0 is a
perfect correlation between the two instruments, the r-0.59 would be reflective of a
moderate association.
Diagnostic Utility
Multiple psychometric segments made up the diagnostic utility grouping. This was
by far the most consistently reported statistic within all five studies. The cut-off score had
some variation in affirmative questions to confirm a positive screen (≥ 2-3), the ≥ 3was
used most often and reflected in four of the five studies. With studies using the ≥ 3 cutoff, the range of sensitivity was 0.76 - 0.91, with a specificity range of 0.80 - 0.88. This is
a significant variability, especially in terms of sensitivity. However, the study with the
largest sample, reported mid-range sensitivity (0.79) and specificity (0.85), which
provides some assurance to the plausibility of the observed variance. Oddly, the study
that used the cut-off of ≥2 showed a drop in sensitivity (0.45) and a climb in specificity(0.96.). This is contradictory to what would be theoretically expected. As the instrument
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is now catching more of the population who may have the condition (yes to 2, 3 or 4
questions), fewer that do have it will be missed (false negatives) and the sensitivity
should increase. However, in this study, the instrument also recognized more individuals
who did not have the condition (false positives). Logically, in this case, the specificity
should decline. A partial explanation for this finding may be the extremely large sample
size of 11, 230. In a large sample where a condition is prevalent, true negative results in
non-affected individuals may become significantly diluted by the false negative results
generated from the affected persons (Watsons, 1989).
Predictive Value: The positive and negative predictive values were reported in all
studies. When observed with the exclusion of the study using the cut off score ≥2, the
observed disparity in the value range is minimal (PPV- 0. 46-0.69, NPV- 0.94-0.96).
When comparing these ranges to the report from the study using the smaller cut-off, it
can be seen that the NPV remains essentially the same (0.97) but the PPV goes down
(0.41). This is an expected change as the instrument can identify a wider population of
individuals that could have the condition. It is conceivable that more individuals in the
sample may be able to answer yes to two of the questions but not to three. This would
lower the percentage of individuals predicted to be positive who will actually have the
condition (41% do have). In contrast to the PPV is NPV, this should go up as the cut-off
score is lowered. The NPV predicts the number of individuals who do not score positive
and who do not have the condition. In this instrument, using the cut-off of ≥2, it is likely
that individuals who only answered yes to one or none of the questions do not have the
condition (97% do not have).
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Annotations
When reviewing the author’s comments, Kimerling, Trafton & Nguyen (2006)
reported in their study that administration of the brief, self-administered 4-item screen
improved detection of PTSD within the population to over 90%. Calhoun et.al (2010)
noted that “the longer item DTS and SPAN instruments outperformed the PC-PTSD by
6%”. This can be interpreted both positively and negatively. Although 6 % more of the
population were identified to have PTSD, that is a fairly small number considering the
compared instruments have three times as many questions. This is supported by
Ouimette; et al. (2007), who reflected positively on the brief format and utility in a VA
primary care setting. These same authors noted that the PC-PTSD should be used in
combination with other instruments. Gore et.al (2008), identified that the “simplified
wording of the instrument may reduce the frequency that the question is misread or
misunderstood and thereby decrease rates of response misclassification”. However, it was
also noted that the instrument was “arguably harder to remember, implement, and score
when compared to other small item instruments”.

Table 4- PCLM Article Review Table
Study, Sample &
Internal
Discriminant
Database
ConsistencyValidityα/ Test-Retest Area Under
Curve
Keen et.al
PCL α- 0.96
PCL
(2008)
AUC- 0.86
Test-retestSample- 114
r = NR
Veterans
-Medline
Wilk et.al
(2010)

Diagnostic
Utility

Annotations

PCL &
CAPS =
0.79

Cut Off- 60
Sensitivity-0.56
Specificity-0.92
PPV- NR
NPV- NR

-CAPS is often used as a gold
standard comparison in studies of
psychometric validation, one should
note that the CAPS and PCL
measure different aspects of
posttraumatic symptomatology

PCL & MPTSD =
0.90

AUC- NR

NR

Cut Off- 0.50
Sensitivity-0.34
SpecificityPPV- NR
NPV- NR

-Participants were considered
positive for
posttraumatic stress disorder if they
reported at least 1 intrusion
symptom, 3 avoidance symptoms,
and 2 hyper-arousal
symptoms at a moderate level or
higher

AUC- NR

NR

Cut Off- 44
Sensitivity- .77
Specificity- .86
PPV- 0.31
NPV- 0.68

-Self-report studies are not equal to
clinician interview-based measures,
use of 44 as a cut-off score on the.
- A cut off score of 44 increases
overall diagnostic efficiency;
however, most studies continue to
use 50 as criteria for PTSD resulting
in a more conservative rate of
PTSD.

Test-retestr = NR

-Pilot

Gaylord et. al
(2008)
Sample- 76 service
members
-Pilot

α- NR
Test-retestr =NR
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Sample- 4383
Soldiers

α- NR

Convergent
Validity
Pearson's- R

Table 4- PCLM Article Review Table Continued

McLay, Klam &
Volkert (2008)
Sample- 1,887
Military Records

α- NR

AUC- NR

NR

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV/NPV- NR

-The PCL-M, is validated for
measurement of individual
symptoms of PTSD, including sleep,
it was never designed specifically as
a scale to measure sleep impairment.

AUC- NR

CAPS &
PCL =
0.97-0.70

Cut Off- 50
Sensitivity- 0.40
Specificity-0.91
PPV- 0.85
NPV-0 .53

-In terms of symptom severity, the
data suggested that the PCL tended
to underrate improvements as a
function of treatment. Thus, the
adoption of this self-report measure
in PTSD treatment outcome studies
should be seen as a conservative
estimate of the degree of change.

PCL-M
AUC- NR

NR

Cut Off- 50
Sensitivity-0.39
Specificity-0.94
PPV- 0.54
NPV- 0.21

-PTSD is commonly assessed using
the total symptom severity score
from the PCL as opposed to DSMIV criteria. A score of 50 on the PCL
has often been used as the ideal
cutoff for assessing PTSD, though it
is suggested that lower scores will
better predict PTSD status in
settings with a high prevalence of
the disorder

Test-retestr =NR

-Pilot
Forbes, Ceamer &
Biddle (2001)
Sample- 97 male
veterans

α- NR
Test-retestr = NR

-Pilot

Sample- 201
veterans
-Pilot

α- NR
Test-retestr = NR
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Gellis, Mevandadi
& Oslin
(2010)

Table 4- PCLM Article Review Table Continued

Lang et.al
(2003)
Sample- 221
Female Veterans
-Medline
Lang & Stein
(2005)
Sample- 419
veterans

PCL α-0.95

PCL
AUC-0.89

CAPS
NR

Test-retestr = NR

α- NR

PCL
AUC- 0.90

Test-retestr = NR

Cut Off- 28
Sensitivity-0.94
Specificity-0.68
PPV- 0.95
NPV- 0.82

CIDI & PCL Cut Off- 50
.971
Sensitivity- 0.39
Specificity-0.94
PPV- NR
NPV-NR

-Medline

Sample-15,593

α- NR

AUC- NR

NR

-

-

Test-retestr =NR

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-Medline

Moore et.al (2010)
-CINHAL

-

-The PCL can successfully be
reduced to very few items for use as
a screening instrument.
-As the health care system has
increased the emphasis on
prevention and early recognition of
illness, multiple behaviors and
disorders have begun to compete for
screening time. Many patients do not
arrive with sufficient lead-time
before their appointments to
complete lengthy instruments.
-Despite a general reliance on the
PCL by the U.S military, there
appear to be significant differences
in the level of observed responses
between personnel who were
recently deployed and those who
were not.
Unable to obtain Article through
available resources.
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Mansfield et.al
(2010)

-Lowering a cutoff does have
implications. The gain in sensitivity
means a loss in specificity.
-The purpose of a screening tool is
to maximize the number of people
who are identified.

Table 4- PCLM Article Review Table Continued

Cook et.al
(2005)
Sample- 51 male
Veterans

PCL α- 0.78

AUC- NR

PCL &MPTSD 0.70

Test-retestr = 0.88

PPV- NR
NPV-NR

-Medline

Lee, Westrup,
Ruzek, Keller
&Weitlauf
(2007)

Cut Off- NR
Sensitivity- 0.780.94
Specificity0.83- 0.86

PCL α- 0.96

AUC-NR

NR

Test-retestr =NR

Sample- 31 female
veterans
-CINHAL
Wilson et.al
(2009)
-

-

-

α- NR

PCL AUC.88

CAPS“strong”

-

Unable to obtain Article through
available resources

-CINHAL
Yeager, Magruder,
Knapp, Nicholas,
& Frueh (2007)
Sample- 1076
veterans
-CINHAL

Test-retestr = NR

SPAN- NR

Cut Off- 50
Sensitivity- .52
Specificity- .94
PPV- .56
NPV-.94

-Based on these findings, clinicians
and researchers should consider
lower cutoff scores for the PCL
when used in primary care settings.
It is important to consider the costs
of false-positive and false-negative
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Cut Off- 28-32
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-Although psychometric analysis
indicated that the PCL and M-PTSD
are potentially useful as screening
instruments, their format may not be
easily understood.
- M-PTSD complicated response
format.
- PCL's 5-point scale can be difficult
for the older cognitively impaired to
understand.
-Optimal cutoff scores for
identifying PTSD in women
veterans are 28–32.
- Studies report
excellent internal consistency for
this measure

Table 4- PCLM Article Review Table Continued

Katz, Cojucar,
Davenport, Pedram
& Lindl (2010)
Sample- 215
military
- Medline

PCL-M
α- 0.94

AUC- NR

Test-retestr = 0.88

M-PTSD &
PCLM
0.85, 0.93
BSI &
PCLM
0.82, 0.90

-

-

-

-Pilot
Forbes, Parslow,
Ceamer, Allen,
McHugh &
Hopwood (2008)

PCL-M
α- 0.97

AUC-NR

CAPS-NR

Sample- 103 male
veterans
-Pilot

Test-retestr = 0.97

-

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV- NR

Readjustment difficulties were still
evident when controlling for PTSD,
suggesting that those who were
exposed to various types of war
stress have unique patterns of
difficulties with readjustment even if
they do not have PTSD.

Unable to obtain Article through
available resources

-The PCL has demonstrated high
levels of diagnostic
accuracy when evaluated against the
gold standard structured
interview measures
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Cook,Thompson,
Coyne & Sheikh
(2003)

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV- NR
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PCL-M Findings
The literature search yielded 17 suitable articles, the greatest number out of the four
selected instruments. Of these, five were identified through Medline, five CINHAL and
seven through the PILOT database. Full text copies of three articles were unobtainable
through available sources, and are reflected as such in the table. The publishing dates of
these articles are from 2001 to 2010, the samples sizes range from 31 – 15,534
participants.
Internal Consistency
As was the case with the previous instrument, not every study reported statistic for
all of the areas of psychometric interest. Of the 15 studies, seven reported on internal
consistency, with a range of α 0.94 - 0.97, with one outlier of α- 0.78. The majority of
reported studies identified a high correlation between questions, and the possibility of
redundancy. However, the outlier suggests that the instrument may have a more favorable
moderate correlation.
Test- retest
The Test-retest reliability was reported within five of the articles, with a Pearson’s r
value ranging from 0.87-0.97, Scoring is very near to the +1 and indicates minimal
variance in scores from the first and second application at different periods.
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Discriminant Validity
The instrument AUC values were reported by four studies ranging from 0.86- 0.90.
All reported scores fall within the 0.80-0.90 and indicate “good” discriminant validity.
Convergent Validity
The convergent validity was referenced in seven of the studies but the Pearson’s r
value was reported in only six. In these, the instruments noted to be used for the
comparison include the: SPAN (r value not reported), CAPS (0.79-0.97), M-PTSD (0.700.93), CIDI (0.97) and the BSI (0.82-0.90). The seventh article reported the association
with the CAPS was “strong”. These compared instrument values are all near the r- +1,
indicative of a strong association in content.
Diagnostic Utility
The reporting of diagnostic utility was less consistent with this instrument. Only
five of the articles reported in every area, five others reported in several and one with
only the cut-off score. The cut-off score variation was considerable ranging from ≥2860, the score of ≥50 was utilized most frequently with five studies reporting. With the

studies that used the ≥ 50 cut-off, the range of sensitivity was .34 - .52 and a specificity
of 0.91 - 0.94. This shows a moderate variability in sensitivity, but limited variability in
specificity. The study that used the cut-off of ≥ 60 showed a higher sensitivity (0.56), the
specificity remained consistent with the lower cut off (0.92). The small variation from the
smaller cut-off can likely be explained by how the 10 point increase calculates into the
instruments scoring system. The increase of 10 points calculates to only a .5 increase in
severity of the 17 questions, or approximately half of the questions scoring a four rather
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than a three. With a sample size of only 115, less than five true positives or false
negatives would account for the small variation. The studies using the lower cut-off
scores (44 and 28), showed the theoretically predicted increase in sensitivity (0.77 and
0.94) and (0.86 and 0.68).
Predictive Values: The positive and negative predictive values were reported in five
studies, three using the cut off score ≥50. With these, the PPV values ranged 0.34-0.85
and NPV 0.21-0.94. When comparing these ranges to the report from the study using the
smaller cut-off, it can be seen that the NPV (0.68) and the PPV (0.31) fall within the
same range. When the cut-off score is dropped to ≥28, the PPV (0.95) and NPV (0.82)
are both increased. This can possibly be explained as the PPV not being intrinsic to the
instrument; but being directly proportional to the prevalence of the condition in the
population. Thus, these terms become insignificant in studies where the population is
artificially recruited with a high prevalence ratio (Simon, 2008). In the referenced study,
the sample was comprised of 221 female veterans (Lang et.al, 2003). This increases the
likelihood that sample was selected strictly on the basis of gender and trauma exposure.
Annotations
Reviewing the studies revealed several notable factors related to the PCLM.
Forbes and associates (2008) identified that the instrument demonstrated high levels of
diagnostic accuracy when evaluated against the gold standard structured interview
measures. Keen et.al (2008) contradicted with the assertion that CAPS, as the gold
standard for comparison of psychometric validation, measures different aspects of
posttraumatic symptomatology than does the PCLM. Other significant reports included
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the suggestion that the PCL can successfully be reduced to very few items for use as a
screening instrument (Lang & Stein, 2005). Cook et.al (2005) reported that although
psychometric analysis indicates that although the PCL is potentially useful as a screening
instrument, the format may not be easily understood. The instrument’s complicated 5point scale can be difficult for older cognitively impaired patients to understand. Four of
the articles were in support of a lower cut-off score to improve diagnostic efficiency,
(Yeager, Magruder, Knapp, Nicholas, & Frueh, 2007) (Lee, Westrup, Ruzek, Keller
&Weitlauf, 2007) (Wilk et.al, 2010) (Gaylord et.al, 2008). Differing with this opinion,
Lang et.al (2003) reported that although the purpose of a screening tool is to maximize
the number of individuals who are identified, lowering the cut-off scores does have
implications as the gain in sensitivity means a loss in specificity.
Forbes, Ceamer & Biddle (2001) indentified that the PCL tended to underrate
improvements as a function of treatment, thus the adoption of this self-report measure to
measure treatment outcomes should be seen only as a conservative estimate of the degree
of change. Lang & Stein (2005) identify that as the health care system increases, the
emphasis on prevention and early recognition of illness, multiple behaviors and disorders
have begun to compete for screening time. Many patients do not arrive with sufficient
lead-time before their appointments to complete lengthy instruments. Those who were
exposed to various types of war stress have unique patterns of difficulties with
readjustment even if they do not have PTSD (Katz, Cojucar, Davenport, Pedram & Lindl,
2010).

Table 5 M-PTSD Article Review Table
Study, Sample &
Internal
Discriminant Convergent
Database
ConsistencyValidityValidity
Pearson's- r
α/ Test-Retest Area Under
Curve
Southwick et.al
(2000)
-Pilot
Hall &Hall
(2007)
-Medline

Sample-141 Male
veterans
-Medline
Elhi et.al (2003)

AUC-NR

CAPS- NR

Test-retestr =NR
α- NR

AUC-NR
BDI-NR

Test-retestr =NR

α- NR

MMPI-NR

AUC- NR
CAPS-NR

Sample- 126 Male
Veterans
-Medline

Test-retestr =NR

MMPI-NR

-

Annotations

Unable to obtain Article through
available resources

Cut Off- 121
Sensitivity- 0.95
Specificity“Low”
PPV- NR
NPV- NR
Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-Found to have high sensitivity and
low specificity, felt to be easy to
malinger.
- A score of 107 is supposed to be
indicative of PTSD in Vietnam
veterans.
- Hypothesized that high levels of
reported psychopathology among
treatment-seeking combat veterans
are related to secondary gain in the
form of service connection.

Cut Off- 107
Sensitivity-0 .93
Specificity-0 .89
PPV- 0.90
NPV- NR

-Given the high rates of co-morbid
psychiatric disorders among combat
veterans, trauma symptom specific
symptom measures may be
inadequate in comprehensively
assessing long-term traumatic after
effects.
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DeViva & Bloem
(2003)

α- NR

Diagnostic
Utility

Table 5- M-PTSD Article Review Table Continued

Cook et.al (2005)
Sample- 51 male
veterans
-CINHAL
Bolton et.al
(2006)
Sample- 552 US
Peacekeepers

M-PTSD
α- 0.78

AUC-NR
PCL &
M-PTSD=
0.70

Test-retestr = 0.97
α- NR

PCL-NR

AUC- NR

NR

Test-retestr =NR

M-PTSD complicated response
format, with response options
shifting direction and wording
potentially confusing and irritating
for the veterans

Cut Off- NR
Sensitivity- 0.93
Specificity-0.89
PPV- NR
NPV-NR

Because a diagnosis of
PTSD requires exposure to an
inordinately stressful event (i.e.,
trauma) and
because it is often the case that the
sole source of information about
such an
exposure is the individual being
diagnosed, such a relationship would
certainly hamper diagnostic efforts

Cut Off- 91
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-Scale is designed to measure PTSD
symptoms; demonstrates excellent
internal consistency, test–retest
reliability, sensitivity, and
specificity; and is widely used to
assess PTSD in clinical research
with combat veterans.

-Pilot

Rintamaki,
Weaver, Elbaum,
Kalama &
Miskevics (2006)
Sample- 157
Veterans
-CINHAL

α- NR
Test-retestr = NR
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AUC-NR

Cut Off- 89
Sensitivity- 0.93
Specificity- 0.89
PPV- NR
NPV- NR

Table 5- M-PTSD Article Review Table Continued

Elhai, Baugher,
Quevillon,
Sauvageot & Frueh
(2008)
-CINHAL
Novaco &
Chemtob
(2002)

-

-

-

α- .87

AUC- NR

CAPS

Cut Off- 107
Sensitivity- 0.93
Specificity- 0.89
PPV- 0.90
NPV- NR

- Analyses indicate that anger
accounts for a substantial proportion
of variation in the Mississippi Scale
PTSD scores.

AUC- NR

M-PTSD &
CAPS=
0.70-0.91

Cut Off- NR
Sensitivity- .093
Specificity- 0.90
PPV- NR
NPV-NR

-There is a well-documented over
reporting response style among
veterans evaluated for PTSD, which
hampers evaluation of individual
veterans and colors our
understanding of the disorder.

Test-retestr =.97

Sample-Pilot

α0.73-0.85
Test-retestr = 0.97
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-

Sample- 143
Veterans
-Pilot
Frueh, Gold &
Dammeyer (2000)

Unable to obtain Article through
available resources
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M-PTSD
The search produced 10 articles meeting criteria and referencing the Mississippi
PTSD Scale (M-PTSD). Of these, three were identified through Medline, three CINHAL
and four through the PILOT database. For two of the articles, a full text copy was
unobtainable through available sources, and is reflected as such in the table. The
publishing dates of the articles are from 2000 to 2008, the samples sizes ranged between
51 – 552 participants. Of the eight full text articles, none reported in all areas.
Internal Consistency
In three studies, internal consistency was reported as ranging from α 0.73 - 0.87.
This gives some indication for a moderate to high correlation between questions and
potential for redundancy.
Test-retest
The test-retest reliability was reported in three of the articles, with a Pearson’s r
value of 0.97 from each. Scoring is very close to the +1 and indicates very minimal
difference in scores from subsequent attempts at different times.
Discriminant Validity
Surprisingly, the instrument AUC values were not identified in any of the studies.
This may have some relation to the age of the instrument. The discriminate validity may
have been an area of extensive previous research, thereby not an area of interest for
current research.
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Convergent Validity
Convergent validity comparison was reported in seven of the eight studies.
However, the r value was reported in only two. The matched instruments included the:
PCL (0.70), CAPS (0.70-0.91) and the MMPI (NR). The numerical value for the PCL
(0.70) illustrates a moderate correlation, whereas the higher values of the CAPS range
(0.70-0.91) is very near the r- +1 and indicative of a stronger relationship.
Diagnostic Utility
Diagnostic utility for this instrument was more consistently reported, with all 8
eight of the studies providing information in at least one of the areas of interest.
However, none of the articles reported in every area. The cut-off score ranged from ≥89121, only the score of ≥107 was utilized in multiple studies. With these, the sensitivity

was a consistent 0.93, and a specificity of .89. Sensitivity within the other articles ranged
0.93-0.95. Specificity remained at the .89, one article recorded it only as “low” (Hall &
Hall, 2007). Overall, there was little variability in either the sensitivity or specificity. The
study that reported only as “low,” provided no real measure for comparison.
Predictive Values: The positive value (PPV) was reported in only two of the eight
studies, both using the cutoff of ≥107 and scoring at 0.90. Report of the negative
predictive value was not reported in any of the articles. The PPV value of 0.90 indicates
a high likelihood that positive results on the instrument are reflective of true cases of
PTSD.
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Annotations
Reviewing the studies, revealed several notable factors in regards to the M-PTSD.
Rintamaki, Weaver, Elbaum, Kalama & Miskevics (2006) reported that this instrument
demonstrates excellent internal consistency, test–retest reliability, sensitivity, and
specificity; and is widely used to assess PTSD in clinical research with combat veterans.
Hall & Hall (2007) also recognized the high sensitivity but identified low specificity and
a perceived ease in the ability to malinger. Cook et.al (2005) concluded that the M-PTSD
has a complicated response format, with response options shifting direction and wording
that is potentially confusing and irritating. Novaco & Chemtob’s (2002) analyses point
out that anger accounts for a substantial proportion of variation in the M- PTSD scores.
Additional passages are not specific to the instrument. Bolton et.al (2006)
concluded that because a diagnosis of PTSD requires exposure to an extremely stressful
or traumatic event, the source of information about the experience is often the individual
being diagnosed and the association can likely impede diagnostic efforts. Frueh, Gold &
Dammeyer (2000) identified a well-documented over-reporting among veterans evaluated
for PTSD, which hampers the evaluation of individual veterans and impairs
understanding of the disorder. DeViva & Bloem (2003) hypothesized that high levels of
reported psychopathology among treatment-seeking combat veterans are possibly related
to secondary gain in the form of service connection.

Table 6- CAPS Article Review Table
Study, Sample &
Internal
Discriminant Convergent
Database
ConsistencyValidityValidity
Pearson's- r
α/ Test-Retest Area Under
Curve
CAPS
Frueh, Gold &
CAPS αAUC-NR
M-PTSD &
Dammeyer (2000)
0.73- 0.85
CAPS=
0.70-0.91
SampleTest-retestr =NR
MMPI &
0.77-0.84
-Pilot

Sample- 97 male
veterans

α- NR

AUC- NR

CAPS &
PCL =
0.97-0.70

-

-

-

α- NR

AUC- NR

CAPS &
SIRS=
0.94

Test-retestr = NR

Annotations

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-The symptom over reporting
response style of veterans evaluated
for PTSD is a puzzling phenomenon
and is likely driven by multiple
factors, including mental illness
severity, chronicity, and comorbidity, as well as the influence
of disability incentives.

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

- The context of a good therapeutic
relationship, social desirability and
other demand characteristics may
influence the validity of patient selfrating of symptomatic improvement
over the course of treatment and
follow-up.

-Pilot
Pocari, Amdur,
Koch & Richard
(2009)
-Pilot
Freeman, Powell
& Kimbrell (2008)
Sample- 74
Veterans
-Medline

Test-retestr = NR

-

Cut Off- 71
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

Unable to obtain Article through
available resources.

-Factors such as compensation
seeking, intelligence and variance of
neuroanatomical structures may play
A significant role in symptom
exaggeration.
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Forbes, Ceamer &
Biddle (2001)

Diagnostic
Utility

Table 6- CAPS Article Review Table Continued

Forbes, Parslow,
Fletcher, McHugh
& Creamer (2010)
-CINHAL
Freed et.al
(2009)
Sample-

-

-

α- NR

AUC-NR

CAPS &
PCL=
0.74

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-The PCL may not discriminate
between PTSD and depression in the
same way that the CAPS can,
because the CAPS specifically asks
the interviewer to rate whether the
symptom is trauma related.
- There is no way to determine the
reliability or validity of the
provider’s diagnosis and has been
shown to be unreliable.

AUC- NR

CAPS &
BSS=
0.86

Cut Off- ≥70
Sensitivity- NR
Specificity- NR
PPV- NR
NPVNR

AUC-

CAPS &
DTS=
0.70

Cut Off- NR
Sensitivity- NR
Specificity- NR
PPV- NR
NPV-NR

-The CAPS has been argued to
address the validity and reliability
questions regarding both clinical
Judgment and self-report
instruments and also provides
detailed specific evaluation of
particular PTSD symptoms.
-Most PTSD assessment instruments
evaluate either symptom frequency
or intensity. The ClinicianAdministered PTSD Scale is the
only interviewer administered PTSD
instrument that separately assesses
both symptom formats for each
PTSD symptom.

Test-retestr =NR

-

-CINHAL

Nye & Bell (2007)
Sample-

α- NR
Test-retestr =NR

-CINHAL

Elhai, Palmieri,
Biehn, Frueh &
Magruder
(2010)
Sample-747 male
veterans
-CINHAL

CAPS α.98
Test-retestr =NR

Unable to obtain Article through
available resources.
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-

Table 6- CAPS Article Review Table Continued

Mancino et.al
(2008)

-

-

-

-

Unable to obtain Article through
available resources.

α- NR

AUC- NR

MMPI-NR

Cut Off- 71
Sensitivity- 0.48
Specificity-0.96
PPV- NR
NPV-NR

-An interview is required to make
the diagnosis of PTSD. It allows for
first-hand observation and the ability
to correlate what is reported by
psychometric testing.
- It is considered by many to be the
gold standard for diagnosing PTSD
and the one against which other
psychometric assessments and selfreport tests are compare.

AUC- NR

PCLM-NR
MMPI-NR

Cut Off- 71
Sensitivity- 0.48
Specificity-0.96
PPV- NR
NPV-NR

-Has strong inter-rater reliability,
high internal consistency and high
convergent validity.

-CINHAL
Hall &Hall
(2007)

Test-retestr = NR

-Medline

Sample- 126 Male
Veterans
-Medline

CAPS α0.73-0.85
Test-retestr = NR
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Elhi et.al (2003)
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CAPS Findings
The exploration of literature, acknowledged 11 articles meeting criteria and
referencing the Clinician Administered PTSD Scale (CAPS). Of these, three were
identified through Medline, five CINHAL and three through the PILOT database. For
three articles, a full text copy was unobtainable through available sources, and is reflected
as such in the table. The publishing dates of the articles are from 2000 to 2010, the
population samples are between 74 – 747 participants. For three studies, sample size was
not reported. For 8 full text articles, no study reported in all sections.
Internal Consistency
Internal consistency from the two reporting studies, ranged α 0.73 - 0.85. All scores
in this range are between the 0.70-0.90, indicating a functional consistency with a
moderate correlation among questions.
Test retest
The test-retest reliability was not reported in the articles reviewed. This may be
associated with the interview format of the instrument. Calculation would need to
consider the variability in the professional as well as the patient.
Discriminant Validity
The AUC values were not reported by any of the reviewed studies. It may be related
to the instruments “gold standard status”, and difficulty finding an instrument that would
be a comparable standard for false positives and false negatives.
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Convergent Validity
The convergent validity was referenced in all eight of the studies. The Pearson’s r
value was reported in six of these. The instruments identified for the comparison include
the: MMPI (0.77-0.84), M-PTSD (0.70-0.91), DTS (0.70), PCL (0.70, 0.97) SIRS (0.94)
and the BSS (0.86). The MMPI, BSS and DTS values are a shown to have a moderate
association, whereas the M-PTSD and PCL have a stronger association with values
nearer the r- +1.
Diagnostic Utility
The reporting of diagnostic utility was limited for this instrument. Only four of the
articles indicated statistics related to diagnostic utility and none of those provided
statistics in every measure of diagnostic utility. The cut-off score remained consistent
with three studies using the score of 71, the remaining study reported ≥70. The sensitivity
and specificity were reported by two studies, 0.48 and 0.96 respectively. This makes
sense as the instrument is recognized for its diagnostic abilities represented by the high
(0.96) specificity and the lengthy time requirements would make a poor screening
instrument represented by the low (0.48) sensitivity.
Predictive Values: The positive and negative predictive values were not reported in
any of the 8 eight studies. It is assumed that this is a reflection of the instruments
recognition as the “gold standard” for diagnosis. This would make comparison by another
instrument for identification of false positive or negatives unfeasible.
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Annotations
Through the process of reviewing studies, several noteworthy implications related
to the CAPS were identified. Hall and Hall (2007) suggested that an interview is required
to make an accurate diagnosis of PTSD. The format allows for a first-hand observation
and correlation between the report and psychological testing. It is considered by many to
be the gold standard for diagnosing PTSD and the one against which other psychometric
assessments and self-report tests are compared. Elhai, Palmieri, Biehn, Frueh &
Magruder (2010) acknowledged that most assessment instruments evaluate either the
symptom frequency or intensity. However, the CAPS is the only interviewer
administered instrument that separately assesses both symptom formats for each PTSD
symptom. Nye & Bell (2007) identified that the CAPS is thought to address the validity
and reliability questions regarding both clinical judgment and self-report instruments and
also provides detailed specific evaluation of particular PTSD symptoms. Freed et.al
(2009) suggested that the PCL may not discriminate between PTSD and depression in the
same way that the CAPS can, because the CAPS specifically asks the interviewer to rate
whether the symptom is trauma related. Conversely, there is no way to determine the
reliability or validity of the provider’s diagnosis, which research has shown to vary in its
reliability.
There were comments in the CAPS related articles, but not specific to the CAPS
that are of importance. Frueh, Gold & Dammeyer (2000) suggested that symptom overreporting by veterans assessed for PTSD is a phenomenon and is likely driven by
multiple factors that include: mental illness severity, chronicity, and co-morbidity, as well
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as the influence of disability incentives. Freeman, Powell & Kimbrell (2008), reported
that compensation seeking, intelligence and variance of neuroanatomical structures may
play a significant role in symptom exaggeration. Forbes, Ceamer & Biddle (2001)
distinguished that the context of a good therapeutic relationship, social desirability, and
other demand characteristics may influence the validity of patient self-rating of
symptomatic improvement over the course of treatment and follow-up.
Compilation
Upon completion of the evaluation of the 44 articles, the data findings from all four
instruments have been compiled for ease of comparison. (Please see Table 7)

Table 7 – Data Compilation for the Four Instruments
Instrument

PC-PTSD
5- Articles

Internal
Consistency- α/
Test-Retest -r
α0.94

Discriminant
ValidityArea Under Curve
AUCrange
0.87- 0.89

Test-retest
(r) range0.63-0.80

PCL-M
17 –Articles

α0.94-0.97
Test-retest
r- 0.87-0.97

AUC0.86-0.90

Convergent
Validity
Pearson's- r
SPAN- NR
SIPS-0.59
GHQ-NR
PCL-NR
CAPS-NR

SPAN- NR
CAPS- 0.79-0.97
M-PTSD- 0.700.93
CIDI- .97
BSI- 0.82-0.90

Diagnostic Utility
Cut Off- ≥ 2-3
Sensitivity- 0.76-0.91
Specificity- 0.80-0.88
PPV- 0.46-.069
NPV-0.94-0.96

Cut Off- ≥ 28-60
Sensitivity- 0.34-0.56
Specificity-0.91-0.94
PPV- 0.34-0.85
NPV-0.21-0.94
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Table 7 – Data Compilation for the Four Instruments Continued
α0.73-0.87

M-PTSD
11- Articles

AUCNR

PCL- 0.70
CAPS- 0.70-0.91
MMPI- NR

Cut Off- ≥ 89-121
Sensitivity- 0.93
Specificity- 0.89
PPV-0.90
NPV- NR

AUCNR

MMPI- 0.77.084
M-PTSD- 0.700.91
DTS- 0.70
PCL- 0.70-0.97
SIRS- .94

Cut Off- ≥ 70
Sensitivity- 0.48
Specificity- 0.96
PPV- NR
NPV- NR

Test-retest
r-0.97

α0.73-0.85

CAPS
11- Articles

Test-retest
r- NR

Psychometric properties do not represent all essential aspects of an instrument to
consider when making a decision regarding the appropriate instrument for use. The
practitioner should additionally reflect on the complexity (# of items), adaptability (# of
traumas), consistence to criterion (corresponds to DSM-IV), time (time to admin) and
resources required to administer (self/professional). In effort to assemble a
comprehensive assessment, these areas have been collected and are represented in table
form. (Please see Table 8)
Administration Details
Table 8 Administration Details
Instrument

# of items

Time to
Admin

PC-PTSD
PCL-M
M-PTSD
CAPS

4
17
17
30

2min
5-10min
10-15min
40-60min

Allows
Multiple
Trauma
Yes
Yes
Yes
Up to 3

Corresponds to
DSM-IV Criteria

Administered by
Self or Professional

No
Yes
No
Yes

both
both
both
Masters level
Professional

(Data retrieved from: National Center for PTSD, 2010)
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It can be seen, that the PC-PTSD is the shortest instrument and takes only two
minutes to administer. There are no identified trauma quantity or administration
restrictions, alluding to a potential versatility. The M-PTSD also allows for multiple
traumas and can be self or professionally administered. However, the design and time to
administer is considerably longer. It should be noted, neither of the instruments items
coincide to the DSM IV TR criteria. The PCL-M falls between the PC-PTSD and the MPTSD in terms of administration time despite its extended question design. It also has the
benefit of self-administration and multiple trauma recognition. Unlike the others, its
questions do coincide with the DSM IV TR. The CAPS also possesses this benefit with
its comprehensive 30 question format. However, the CAPS takes 4 to 30 times longer to
administer, is restricted to administration by a master’s level practitioner, and is
functionally applicable to no more than three traumas.
Summary
In this chapter, an introduction was provided regarding the collection and analysis
of the data that were discussed and in the order of the identified instruments. Literature
search results were assembled into table form, articles separated by instrument (please
see Tables 3-6). The information collected from the five categories of interest was
evaluated. These results were assembled into a single table for ease of comparison.
(Please see Table 7) An account of instrument specific findings was then conveyed.
Further influential and distinctive administration details were located for every tool and
compiled into table form. (Please see Table 7). Subsequent discussion ensued. The
comparison of results, seem to illustrate significant dissimilarities of psychometric

61
properties and application minutiae between instruments. The next chapter will present a
review of project findings and resulting conclusions, implications for practice, and
recommendations for future research.
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CHAPTER 5
DISCUSSION
In the preceding chapter, the results of the project were reported. In this chapter a
summary and discussion of the findings, and limitations are presented. Also included are
implications for practice, research, and policy as well as recommendations for future
research with conclusions gleaned from the present study. Finally, a synthesizing
statement is offered in attempt to capture the substance and scope of the project. The
purpose of the latter sections is to expand upon the concepts that were studied in an effort
to provide further understanding of their possible influence on clinical practice, to present
suggestion for future research and inspire the development of instruments with evident
utility and limitations.
Summary of the Project
It was the intent of this project to identify and analyze factors related to the accurate
identification of PTSD through exploration of contemporary literature evaluating
psychometric properties of a collection of commonly used screening tools used within the
Veterans Administration (VA) system. Focus was placed on current screening tools used
to identify presenting behaviors and patient responses that can assist or impede detection
efforts.
A term directed search was performed on the selected instruments of the Primary
Care PTSD Screen (PC-PTSD), Posttraumatic Stress Disorder Checklist -Military
(PCLM), Mississippi PTSD Scale (M-PTSD) and the Clinician Administered PTSD
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Scale (CAPS), using three commonly utilized medical/nursing bibliographic databases,
CINHAL, Medline & Pilot. In order to ensure relevancy and feasibility, articles were
limited to a publication date between 2000 and 2010, written in English, and having a
focus on the U.S. veteran population. Psychometric variables specifically explored
included frequently reported psychometric properties of internal consistency, test-retest
reliability, diagnostic utility, and discriminant and convergent validity.
The literature search yielded 44 studies meeting all established criteria. Attempts
were made to identify individual full text copies. During the scrupulous examination of
the established articles, recognized data of interest were recorded. Findings were
tabularized and separated by instrument for the purpose of analysis and comparison.
Discussion
Significant disparities between the instruments were found, with the greatest
being between the simple four question PC-PTSD and the comprehensive CAPS
instruments, and the others falling in-between. This is of greatest significance if one
instrument is used for the purpose of the other.
The internal consistency for the PC-PTSD and the PCLM was found to have a
very high item correlation and alludes to the possibility item redundancy for these
instruments. The M-PTSD and the CAPS showed a more moderate correlation and
therefore a stronger internal consistency. The test-retest reliability was acknowledged by
three of the instruments. Test-retest reliability was not relevant for the CAPS because its
format is that of interview style. Variation of scores between applications for this
instrument would likely be seen within the interpretation by separate administrators. The
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M-PTSD and the PCLM both showed a high value in this area, signifying the
instruments’ ability to perform similarly on separate occasions. Conversely, the PCPTSD showed only moderate scores in this area, which may be a result of its brief format.
A change in even a single question would create a 25% adjustment in overall results.
The discriminant validity, represented by AUC scores, was identified for only two
of the four instruments. In both the PC-PTSD and the PCLM the elevated scores
suggested that each instrument had a high probability of correctly classifying patients as
true positives or true negatives. The CAPS, being widely accepted as the “gold standard”
due to its broad scope and depth enabling the examiner to properly obtain an accurate
diagnosis, was representative of observations as the most commonly compared
instrument within the studies in terms of convergent validity. The other three instruments
showed fair to moderate positive correlations when compared to various other
instruments as well as to each other.
What could be considered to be the area of principle importance is that of
diagnostic utility, represented by cut-off, sensitivity, specificity, PPV and NPV. There
were several unexpected findings, seen specifically within the PC-PTSD. The sensitivity
and specificity and NPV for this instrument were relatively high, whereas the PPV was
lower as would be expected for a screening instrument. The PCLM was found to have a
significantly wide variation in cut-off scores used within the reviewed studies with
subsequent variations for sensitivity, NPV and PPV. Oddly enough, the specificity
varied very little between these dimensions. The low sensitivity and high specificity of
this instrument would suggest greater strength in diagnostic value as opposed to
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screening value. The M-PTSD like the PCLM used a divergent inclusionary threshold,
but unlike the PCLM, its sensitivity and specificity were consistently high. This is
representative of a possible strength in diagnostic as well screening usage. The CAPS
used a set cut-off and consistent reporting of both specificity and sensitivity. With the
CAPS usage as the diagnostic standard, the NPV and PPV values become meaningless,
as the confirmed diagnosis would not be compared to another instrument. As would be
expected with a diagnostic instrument, the sensitivity is very low and the specificity very
high, thus making it a poor instrument for screening purposes.
Other notable areas of comparison were found within the administration specifics of
the instruments. Time to administer varied greatly, with the four question PC-PTSD
requiring only two minutes to administer and progressing on up to the CAPS’s 30
question format designed to be completed in about one hour. Additional significant
considerations include the resources needed to administer. A Masters prepared clinician
is required to administer the CAPS. Finally, two instruments, PC-PTSD and the MPTSD, showed poor correspondence to the DSM-IV-TR criteria, thus being into question
their suitability for diagnostic purposes.
Limitations
Limitations to this study included:
1. The number of instruments selected for this study was only a small sample
of the many instruments in common use. A more extensive inclusion of
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PTSD assessment instruments would have provided a more thorough
review.
2. The four instruments have been in use for longer than the 10 year period
used as one inclusion criterion. This reduced the number of articles
reviewed and possibly excluded reliable information that could have
expanded the scope of the analysis.
3. Only one research study was identified with similar intent to that of this
project, thus a limited foundation exists for a comparative approach to
investigating the concept of interest.
4. Because PTSD is not exclusive to combat experiences, excluding nonveteran and non- US populations may have significantly narrowed
generalization.
5. Finally, the scope and depth of the investigation were limited to remain
within time constraints set by the due dates the program.
Conclusions
Through the literature review, comparative analyses, and assessment of utility,
several conclusions were reached.
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Implications for Practice
Symptom detection and recognition can be crucial for the development of an
appropriate treatment plan and can be the key factor to the success or failure of an
intervention. Sound tools are available to aid clinicians but contain multiple variations
with regard to the length, reflective, and inclusionary content. Practical use of a measure
that leads to successful results requires awareness of individual complexities, limitations
and resource requirement.
The results of this investigation highlight some of the fundamental differences of
just a few of the available instruments used to screen for and diagnose PTSD. Depending
on the instrument, diagnostic utility differs; short form screening tools do not show
adequate specificity to function as a diagnostic measure. When used improperly there is a
significant increase in false positive results. The same is true when attempting to use a
diagnostic design for screening. The sensitivity is inadequate to guarantee recognition of
PTSD in a sizeable population and will result in an elevation of false positives.
Not all existing instruments are readily accessible for all providers. Unlike the
four instruments represented in this project which are considered public domain, some do
require monetary compensation before use. Time and resource constraints may also play
a factor. For this reason, facilities may select specific instruments that meet the needs of
their staff and population. What is critical is not which particular instrument is used;
rather that providers understand its strengths and limitations. When unable to expend the
time, resources, or it is beyond the capacity of the provider and/or facility to administer
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the suitable instrument to establish diagnosis, it would then be necessary to make a
referral where the appropriate instrument can be used.
Policy Implications
The current requisites of a diagnosis of PTSD are outlined through criteria
established by the DSMV-IV-TR. The criteria are arranged by symptom grouping from
sections A-F, with a minimum existence confirmation in each of the areas as described in
Chapter Two. Since its original 106 page version was released in 1956, the DSM has seen
significant revisions and expansions to its current 886 page DSM-IV-TR version released
in 2000. Over this same time, the field of “traumatology” has evolved and expanded the
description and understanding of PTSD.
The initial DSM –I attempted to address the phenomenon under the heading of
“gross stress reaction” which involved the exposure to stressors comparable to the
severity that one would see within a combat or catastrophe context. However, for reasons
that are now unclear, the trauma category was removed from the DSM-II (Spitzer, First,
& Wakefield , 2007, p. 234). The release of the DSM –III, reestablished the classification
but with the added requirement of an identifiable stressor or event from which the
pathology was initiated. In response to criticism of the vagueness, unreliability, and
claims of inaccuracy of the DSM-III diagnostic criteria, the new criteria in the DSM-IV
versions included the experience of situations that “would cause stress in almost anyone,
or beyond the range of normal human experience (Spitzer, First, & Wakefield , 2007, p.
235).
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There is growing anticipation for the release of the DSM-V and how PTSD will
be addressed. Committees have already been established and are in deliberation as to the
specifics of the criteria that will define pathological stress induced conditions in the
future. As was the case with the previous versions, experts in the field are debating the
appropriateness of the current criteria and providing recommendations for future practice.
The strongest relates to what has always been the challenge for this diagnosis: criterion A
or causal event. Some authorities believe that revisions are needed to bring clarity while
others argue that criterion A should be eliminated altogether (Annestis , 2009).
Regardless of the outcome, current instruments will need to be revamped, or new
ones developed, to meet the new DSM-V criteria. As represented through the process and
results of this project, it is apparent that not all instruments are created equal and no one
format will serve all purposes. If new recognized condition modifiers or expanses on the
condition requiring additional clinical attention (currently known as V codes) are added
to the diagnosis e.g. combat vs. captivity related, instruments with greater precision will
need to be developed to accommodate. Appropriate training of clinicians about the
strengths and weakness of the new instruments will provide understanding of the limits of
the instruments and their ability to detect and evaluate the newly defined diagnosis of
PTSD and possible sub-categories.
What cannot be ignored is the question of “malingering” and how extensive it
might be. The term relates to the intentional production of false or grossly exaggerated
symptoms motivated by the external incentive for entitlement to financial disability
compensation (Spitzer, First, & Wakefield , 2007).
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The CAPS, is the only well disseminated instrument that has high potential for
detecting malingering. It is largely deemed throughout the field of psychiatry as the
“gold standard” of PTSD detection instruments. Recently, it was also adopted by the VA
as the “gold standard” in PTSD screening. With its already renowned acceptance, it
stands to reason that the CAPS will be the standard to which new instruments will be
compared.
Future Research
The field of traumatology is in the process of progressive development on all
fronts; implications go beyond the need for clarity of diagnosis and highlight the need for
greater understanding of effective treatments. It is in this area that increased efforts need
to be placed in order to assist victims in achieving recovery.
Research is already underway, attempting to link the mind-body-stress
experience that through a combination of processes, results in pathologic response in
some but not in others. Convergence and collaboration of nosological, epidemiological,
and biological lines of investigation are needed to identify the true correspondence
between clinical and biological indicators, and differentiating the contrast between what
is normal and what is pathologic (North, Suris, Davis, & Smith, 2009).
It would be equally as advantageous to use these collective findings in terms of
advancing the capabilities of screening and detection. Collecting patient data beyond selfreport, to include already linked biological processes such as decreased baseline cortisol
levels, negative biofeedback regulation, electrophysiological, and neurochemical changes
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as seen through procedures such as positron emission tomography would help to advance
the scientific knowledge (North, Suris, Davis, & Smith, 2009).
Whatever direction research takes, it is of vital importance to remember that it is
not the diagnosis that is to be focus of treatment, but rather the individual and their
unique situation, within the context of their symptom affliction. It is within the holistic
spirit of nursing, that thinking should spark the drive toward future preventive
interventions and patient centered approaches.
Synthesizing Statements
It was the intent of this project to explore the characteristics of four instruments
related to the accurate identification of PTSD through a review of contemporary
literature. The instruments were selected because they are commonly used screening
tools used within the VA system. Significant dissimilarities were found among the
instruments in their psychometric properties and measures of diagnostic utility. This
study identified a significantly higher sensitivity with respect to the brief format in
contrast to the greater specificity of longer formats. The shorter instruments
demonstrated somewhat reduced diagnostic capabilities when compared to the longer
tools, making them an inappropriate option for diagnostic purposes.
In summary, with suitable instruments available to assist providers with
diagnostic efforts, it is superfluous and indecorous to attempt to attain equivalent results
through the use of instruments with inferior psychometric abilities. It becomes the
responsibility of the practitioner to ensure that the strengths and limitations of an
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instrument are considered before making diagnoses based upon results from the
administration of any given instrument.
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Table 1- Database
Search

Database:
Search Term
› Primary Care
PTSD Screen
+ Psychometric
Δ Veterans
» Combined Terms
› PC-PTSD Screen
› PC-PTSD
+ Psychometric
Δ Veterans
» Combined Terms
› Posttraumatic
Stress Disorder
Checklist
+Psychometric
Δ Military
» Combined Terms
Δ Veterans
»Combined Terms
› PCL
+ Psychometric
Δ Military
» Combined Terms
Δ Veterans
» Combined Terms
› PCL-M
+Psychometric
Δ Veterans
» Combined Terms
›Mississippi PTSD
Scale
+ Psychometric
Δ Veterans
» Combined Terms
› M-PTSD
+ Psychometric
Δ Veterans
» Combined Terms

Pilot
Results Releva
nt
48
10

Medline
Results
Relevan
t
36
10

CINHAL
Results
Relevant
0

-

0
34
0
0
10
0
8
0
32

9
7
6
11

1
10
0
7
10
0
3
0
316

0
3
5
6
2
-

0
0
0
0
1
0
1
0
19

1
1
7

2
8
0
12
0
115
10
32
2
42
5
7
1
4
1
4

2
6
9
22
4
18
2
13
3
5
1
2
1
4

21
49
0
14
0
120
10
26
0
20
0
17
0
6
0
94

11
3
7
16
6
3
6
0
0
20

2
7
0
2
0
241
3
15
1
6
1
7
1
1
0
4

1
4
2
3
5
1
3
1
1
1
0
4

0
4
0
3
0
3
0

4
3
3
-

15
64
7
9
1
8
0

6
16
2
5
1
5
-

0
4
0
2
1
1
0

4
2
1
1
-
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Table 1- Database Search
Continued
Search Term
Results
› Clinician
Administered PTSD
Scale
+ Psychometric
Δ Veterans
» Combined Terms
›CAPS
+ Psychometric
Δ Veterans
» Combined Terms

Results

Relevant

1291

Relevan
t
-

Results

Relevant

341

-

37

11

48
587
25
192
19
74
11

17
16
13
17
8

26
94
6
6,772
19
57
1

8
10
0
10
4
0

1
13
0
615
7
5
0

1
9
1
5
-
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JUXTAPOSED INSTRUMENTS FORTESTING DISCRIMINANT &
CONVERGENT VALIDITY
Startle, Physically upset, Anger, Numbness (SPAN): is a 4-item self-report screen
derived from the Davidson Trauma Scale. Its name is an acronym for the 4 symptoms
assessed startle, physically upset by reminders, anger, and numbness (Davidson, SPAN
Addendum to DTS Manual, 2002).
The General Health Questionnaire (GHQ) : is a widely used instrument designed to
screen for psychological disturbance defined as the inability to carry out normal
psychological functions or the emergence of new distressing phenomena, in a variety of
populations (Gore, Engal, Freed, Lieu, & Armstrong, 2006).
Beck's Depression Inventory (BDI): also known as Beck Depression Scale is a standard
measure of depression used mainly in research and for the evaluation of the effectiveness
of depression therapies and treatments (Beck, Steer, Ball, & Ranari, 1996). The BDI is a
21-item self-report instrument intended to assess the existence and severity of symptoms
of depression (Beck & Steer, 1987; Beck, Steer, & Brown, 1996).
The Composite International Diagnostic Interview (CIDI:) is a comprehensive, fullystructured interview designed to be used by trained lay interviewers for the assessment of
mental disorders according to the definitions and criteria of diagnoses are exclusively
based on the definitions and criteria of the DSM-IV, while the international standard
diagnostic system used is the World Health Organization International Classification of
Disease (ICD) (Robins, Helzer, Croughan and Ratcliff, 1981).
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The Minnesota Multiphasic Personality Inventory (MMPI), created in 1942 with the goal
of defining a normal personality and detecting specific deviances. The test produces
profiles that can predict class inclusion for such psychological disorders as schizophrenia,
sociopathy, depression, and hysteria (McKinley & Hathaway, 1944).
Davidson Trauma Scale (DTS): is a 17-item self-report measure that assesses the 17
DSM-IV symptoms of PTSD. Items are rated on 5-point frequency and severity scales
Respondents are asked to identify the trauma that is most disturbing to them and to rate,
in the past week, how much trouble they have had with each symptom. The DTS yields a
frequency score (ranging from 0 to 68), severity score (ranging from 0 to 68), and total
score (ranging from 0 to 136). It can be used to make a preliminary determination about
whether the symptoms meet DSM criteria for PTSD (Davidson et.al, 1997). The scale
provides scores for severity, intensity and extensiveness of symptoms and has been
shown to have superior sensitivity to competing scales (Mattick, Oliphant, Bell, & Hall,
1996).
Brief Symptom Inventory (BSI): Is a shorter form of the SCL-90-R, correlations of the
BSI dimensions with the SCL-90-R range from .92 to .99. The BSI has demonstrated
adequate internal consistency ranging from .70 (phobic anxiety) to .89 (depression) and
test-retest reliability ranging from .68 (somatisation) to .91 (phobic anxiety) over a twoweek period (Boulet & Boss, 1991; Derogatis & Meilisaratos, 1983). The scale provides
scores for severity, intensity and extensiveness of symptoms and has been shown to have
superior sensitivity to competing scales (Mattick, Oliphant, Bell, & Hall, 1996).
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Assessment (SA-45), each of which show adequate reliability and validity. Correlations
of the BSI dimensions with the SCL-90-R
The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I): is a semistructured interview for making the major DSM-IV Axis I diagnoses. The instrument is
designed to be administered by a clinician or trained mental health professional. Ideally,
this will be someone who has had experience performing unstructured diagnostic
evaluations. ( Spitzer, Gibbon, & Williams,1996).
The Beck Hopelessness Scale (BHS): is a 20-item scale designed to detect negative
feelings about the future and has been found to be a good predictor of suicide attempts
(Beck & Steer, 1988). This can be helpful in ongoing treatment where particular thoughts
can continue to be monitored.
The Beck Scale for Suicidal Ideation (BSSI); is a 21-item scale assessing intention to
commit suicide (Beck & Steer, 1991).
The Beck Anxiety Inventory (BAI): consists of 21 items, each describing a common
symptom of anxiety (Beck & Steer, 1990)
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PERMISSION TO USE

Feb 28,2011
Barnett, Erin

To: Ronald Sheppard
Greetings,
Thank you for your assessment instrument request.
You may access these instruments by click on:
https://downloads.va.gov
Step 1: Click “multiple files” link.
Step 2: Once file browser window opens, double click to open “PTSD info” folder
Step 3: Double click to open “PTSD Assessments”
Step 4: Select the trauma measure or measures you are looking for
Please let us know if you have any trouble downloading these instruments.
Sincerely,
National Center for PTSD Staff

I have access to this e-mail account on Tuesdays, Wednesdays, and Thursdays only.
Thank you for your patience in returning your e-mail.
Erin R. Barnett, Ph. D.
Psychologist
National Center for PTSD/Dartmouth Medical School
Erin.R.Barnett@Dartmouth.Edu
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PRIMARY CARE PTSD SCREEN (PC-PTSD)
In your life, have you ever had any experience that was so frightening, horrible, or
upsetting that, in the past month, you:
1. Have had nightmares about it or thought about it when you did not want to?
YES / NO

2. Tried hard not to think about it or went out of your way to avoid situations that
reminded you of it?
YES / NO

3. Were constantly on guard, watchful, or easily startled?
YES / NO

4. Felt numb or detached from others, activities, or your surroundings?
YES / NO

(Prins, Ouimette, Kimerling et al., 2003)
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PTSD CHECKLIST MILITARY (PCL-M)
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MISSISSIPPI SCALE FOR COMBAT RELATED PTSD (M-PTSD)
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(Keane, T. M., Caddell, J. M., Taylor, K. L., 1988)
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CLINICIAN ADMINISTERED PTSD SCALE
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