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Introduction to our Spring 2017 Issue 
This issue of The Behavioral Measurement Letter marks the 
32nd year of the Health and Psychosocial Instruments (HaPI) 
database, which first appeared in electronic form in 1985. The 
HaPI database is the brainchild of Dr. Evelyn Perloff, emerita 
professor at the University of Pittsburgh, who first conceived of 
the idea for a bibliographic collection of health and behavioral 
measurement instruments in the early 1970s. HaPI was 
sponsored initially by the Division of Nursing and then by the  
National Institute of Nursing Research (NINR). Over the past 
three decades, HaPI has become the most comprehensive 
international database of bibliographic information about 
behavioral measurement instruments the fields of medicine, 
nursing, public health, allied health, dentistry, psychology, 
sociology, communication, and social work.  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The Benefits of HaPI 
HaPI:  

1. Enables faculty and researchers to locate 
instruments for research studies, journal 
articles, convention papers, class and 
laboratory exercises, workshops, grant 
proposals, and consulting activities. 

2. Offers students easy access to measures 
for papers, projects, theses, and 
dissertations, thereby enhancing learning 
and performance. 

3. Helps practitioners identify instruments to 
facilitate assessment of client/patient 
problems and outcomes at individual and 
organizational levels. 

4. Gives librarians and information specialists 
a measurement resource that cuts across 
disciplines and professions to meet user 
needs. 

5. Allows authors to track use of their 
measures by others. 

Information Brought to Light
Most instruments are buried in avalanches of 
published literature and are hence difficult to 
discover. Worse still, scientists in one field 
(e.g., medicine, nursing, public health) may 
be unfamiliar with instruments in other fields 
(e.g., psychology, sociology, or social work). 
Most users do not have access to instruments 
that either have been recently developed or 
are described in unpublished manuscripts. 
These measures are generally known only by 
those in a particular field or subspecialty. By 
maintaining information on instruments from 
these diverse sources, HaPI enables users to 
retrieve relevant measures about which they 
might otherwise be unaware. Thus, HaPI helps 
researchers avoid “reinventing the wheel.” 

HaPI places existing information on 
measurement instruments at users’ fingertips, 
no farther away than their keyboard. 

The Contents of This Issue
In this issue of The Behavioral Measurement 
Letter, we showcase an invited article on the 
“state of the science” in conceptualizing and 
measuring posttraumatic stress disorder 
(PTSD), co-authored by Dr. Leeza Struwe, 
Assistant Professor in the Niedfelt Nursing 
Research Center at the University of Nebraska 
Medical Center, College of Nursing (Omaha, 
NE) and Dr. Marlene Z. Cohen, Kenneth E. 
Morehead Endowed Chair in Nursing and 
Professor at the University of Nebraska 
Medical Center, College of Nursing (Omaha, 
NE).  Entitled “The History, Prevalence, and 
Measurement of Posttraumatic Stress 
Disorder,” this article provides a fascinating 
historical overview of the ways in which 
practitioners and researchers have defined 
and assessed this serious and often 
debilitating disorder from the time of the Civil 
War to modern-day conflicts. 

The authors also consider how PTSD affects 
the general population, in terms of 
precipitating stressors and prevalence among 
different subgroups. 

Diagnosing PTSD and developing effective 
therapeutic treatments require valid and re-
liable assessment tools. Psychometrically 
sound ways of measuring PTSD are essential 
not only in identifying individuals who are 
affected by the disorder, but also in gauging 
the progress of ongoing treatment and 
facilitating research on the causes of PTSD, on 
its comorbidities, and on the refinement of 
treatment and prevention protocols. Further  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complicating the challenging task of mea-
surement is the fact that clinical definitions of 
PTSD and criteria for psychiatric diagnosis are 
continually evolving over time. The 
highlighted article addresses these important 
matters, which are sure to be of interest to 
both practitioners and researchers alike. 

A Reminder
As a reminder, most college and university 
libraries in the US, as well as many colleges 
and universities in Canada, subscribe to both 
the HaPI database service and the newsletter. 
If you have questions with regard to how you 
might be able to take advantage of these 
services, please don’t hesitate to contact the 
staff at Behavioral Measurement Database 
Services (BMDS). 

Please address comments and suggestions 
to: 

The Editor 
The Behavioral Measurement Letter 
Behavioral Measurement Database Services 
PO Box 110287 
Pittsburgh, PA 15232-0787 

We also accept short manuscripts for The 
BML. Submit, at any time, a brief article, 
opinion piece, or book review on a BML-
relevant topic to The Editor at the above 
address. Each submission will be given 
careful consideration for possible publication. 

HaPI reading… 

Fred B. Bryant, PhD 
Editor 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BMDS OFFERS MEASUREMENT ASSISTANCE 
As always, we are available to answer your questions on 
behavioral measurement instrumentation. We can help locate 
instruments of special interest for your research, practice, 
teaching, assessment, evaluation, and, of course, dissertations, 
theses, and projects. If you would like measurement help, 
please contact us during normal business hours: 

Behavioral Measurement Database Services 
Phone: (412) 687-6859    Fax: (412) 687-5213 

E-mail: eperloff@bmdshapi.com

mailto:eperloff@bmdshapi.com
mailto:eperloff@bmdshapi.com
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Abstract
Posttraumatic Stress Disorder (PTSD) has 
evolved from an unrecognized sequela of the 
battlefield to a widely recognized and treated 
disorder that develops in response to a 
variety of stressors that manifest across 
multiple populations. Because clinicians from 
a variety of backgrounds (physicians, 
psychologists, nurses, social workers and 
others) will encounter people living with and 
seeking treatment for PTSD, a better 
understanding of its history, prevalence and 
measurement can greatly enhance clinical 
knowledge and practice. In this article, we 
trace the U.S. history of PTSD from the Civil 
War to modern-day conflicts and consider 
how PTSD also affects the general 
population, in terms of precipitating stressors 
and prevalence among different subgroups. 
Finally, we review recent developments in the 
measurement of PTSD. 

Background
More than three decades have passed since 
the American Psychiatric Association (1980) 
introduced the diagnosis of posttraumatic 

stress disorder (PTSD) in the third edition of 
the Diagnostic and Statistical Manual of 
Mental Disorders. Since then, a proliferation 
of books, screening and diagnostic 
instruments, curricula, and social policy have 
been created to evaluate and care for those 
affected with PTSD (Wilson & Moran, 2004). 
Researchers and clinicians have paid 
particular attention to specific groups of 
relevant individuals, including war veterans 
and victims of sexual assault. Most recently, 
researchers have focused on PTSD symptoms 
resulting from medical treatment itself and 
from surviving cancer. This extensive attention 
contrasts starkly to the American Psychiatric 
Association’s 1968 elimination of “gross stress 
reaction” from the DSM-II (at the height of the 
Vietnam War), which left this type of disorder 
with no diagnostic label until 1980 (Elhai & 
Palmieri, 2011; Wilson & Moran, 2004). 

When PTSD was first operationalized in the 
DSM-III in 1980 (American Psychiatric 
Association [APA], 1980), traumatic stress was 
defined as, “a catastrophic event beyond the 
range of normal human experience” (p. 250). 
The inclusion of PTSD was as controversial 
then as it is today. Some critics saw this  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diagnosis either as an illness fabricated from 
what is actually an adaptive reaction to life 
events or as a ploy designed by feminist and 
veteran special-interest groups to serve the 
needs of those groups to support 
multimillion-dollar lawsuits and disability 
claims. Even today, one limitation of research 
into PTSD is the potential bias toward people 
eligible for financial or material gain from the 
diagnosis (Elhai & Palmieri, 2011). Even with 
these issues of potential bias, including PTSD 
as a diagnostic category gave clinicians a 
vehicle for diagnosis, treatment, and perhaps 
more importantly, research into the process 
and treatment of PTSD (Friedman, Resick, & 
Keane, 2007). 

Risk Factors and Prevalence Rates for 
PTSD
Studies conducted after PTSD was defined 
show that more than half of American adults 
have exposure to traumatic events in their 
lifetimes. When comparing U.S. exposure and 
diagnosis rates to those in other countries, 
U.S. diagnosis rates are higher than countries 
with greater rates of exposure. Prevalence 
rates for PTSD vary across different types of 
traumatic stress. In a study of university 
students (Kelley, Weathers, McDevitt-Murphy, 
Eakin, & Flood, 2009), the highest prevalence 
of PTSD was among sexual assault survivors 
(39.5%), followed by those who experienced 
the sudden unexpected death of a loved one 
(15.1%) and those involved in a motor vehicle 
accident (11.1%). Research has shown a dose-
response relationship between trauma and 
PTSD, with an increase in severity of trauma 
exposure associated with higher rates of 
PTSD. Other risk factors besides exposure to 
trauma are key to the development of PTSD. 
For example, feeling betrayed—that is, feeling 
that a person involved in the incident should 

have supported or protected you—explains 
higher levels of avoidance and of numbing 
symptoms among undergraduates with PTSD 
(Kelley, Weathers, Mason, & Pruneau, 2012). 

The known etiology of PTSD makes it 
different from other psychiatric diagnoses. 
Traumatic events, such as being in a war, 
being sexually assaulted, or experiencing 
childhood physical abuse, are among the root 
causes of PTSD. Unlike other disorders, with 
PTSD a person’s normal reaction to a life 
event becomes maladaptive.  The traumatic 
event, coupled with maladaptive reactions, 
disrupts the 
individual’s life 
and makes it 
uncontrollable. 
Posttraumatic 
stress disorder 
is often severe 
and disabling, 
associated with 
significant 
comorbidity, 
poor health, and 
functional impairment (Hoge, et al., 2008). 

Risk factors that consistently predict PTSD 
include low socioeconomic status, lack of 
education, low intelligence, other previous 
trauma, adverse childhood experiences, 
trauma severity, lack of social support, and life 
stress. In a meta-analysis of 77 studies, 
Brewin, Andrews, and Valentine (2000) found 
that the impact of trauma severity was greater 
among combat veterans than among civilian 
victims of trauma. Although the risk factors of 
social, educational, and intellectual 
disadvantage, female gender, psychiatric 
history, and previous adversity had less 
impact on the development of PTSD in 
combat samples, these effects were not 
consistent across studies except in the areas  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of psychiatric history, childhood abuse, and 
family history of psychiatric illness. Clear risk 
factors for the later development of PTSD are 
previous traumas and how well persons 
adapted to the trauma. An investigation of 
the effect of military sexual trauma while on 
active duty (Kelly, Skelton, Patel, & Bradley, 
2011), a traumatic event reported by 20-40% 
of female Veterans, found that 95.4% of 
female Veterans who experienced military 
sexual trauma had experienced a previous 
trauma when they were a civilian (77%) or a 
child (52.6%). Thus, previous trauma was a 
substantial risk factor in this sample.  

Additional research over the past twenty 
years has discovered that the type of combat 
soldiers experienced is also a risk factor for 
PTSD. Veterans who killed had twice the rate 
of PTSD compared to those who did not kill; 

and those who 
killed a non-
combatant 
(woman, child, 
or elderly), or 
killed in the 
context of rage 
or revenge, 
had the most 
severe 
symptoms of 
PTSD and were 

more than 4.5 times more likely to experience 
PTSD than a veteran who did not kill (Maguen 
et al., 2013). These risk factors were called 
“abusive violence” when first seen in Vietnam 
veterans. Current research further refines the 
importance of soldiers’ state of mind of while 
killing in understating the etiology of PTSD. 
Military and civilian populations vary widely 
with respect to not only type and level of 
PTSD, but also treatment modalities and 
outcomes (Foa, Keane, Friedman, & Cohen, 

2009; Norris & Hamblen, 2004), with more 
research and known prevalence rates in 
veterans and active military members than in 
the civilian population. 

American General Population
Two National Comorbidity Studies were 
conducted, one in the 1990s and another 
between 2001 and 2003. The first study of 
8,098 Americans aged 15 to 54 years found 
the lifetime prevalence of PTSD to be 7.8%, 
with women being twice as likely (10.4%) as 
men (5%) to have PTSD at some point in their 
lives (Kessler, Sonnega, Bromet, Hughes, & 
Nelson, 1995). The second study of 5,962 
Americans aged 18 and older estimated the 
lifetime prevalence of PTSD among men was 
3.6% and among women was 9.7% (Sledjeski, 
Speisman, & Dierker, 2008). 

Civil War Veterans
The set of symptoms known as PTSD has 
always been a part of the military experience. 
For example, although anecdotal, ambiguous, 
and fragmentary, evidence of Civil War 
combat trauma exists in soldiers’ diaries, 
journals, and letters written to loved ones. The 
U.S. Sanitary Commission, which was charged 
with caring for the veterans of the Civil War, 
stated that the involvement in treatment, 
“should incur as little outside interference 
with natural laws and self-help as 
possible” (Marten, 2001, p. 60). Although the 
Sanitary Commission cared for soldiers with 
all types of physical injuries from the war, they 
noted that 6% of the soldiers in their care did 
not have physical injuries but were 
hospitalized because of “exposure” to the war 
environment. Suicide and alcoholism were 
problematic among these veterans (Marten 
2001; Talbott, 1996). 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World War I Veterans
Dr. Sigmund Freud and his colleagues who 
treated veterans from the First World War 
postulated that war neurosis symptoms arose 
subsequent to combat exposure in soldiers 
whose psychosexual development conflicts 
were unresolved, thus giving us the first 
precursor to combat exposure in the 
development of PTSD. In accounts in the 
British medical literature, a number of cases 
of “shell shock” were researched, and while 
many followed a pattern of unrelenting fear, 
other cases involved patients who developed 
physical collapse, night terrors, or low self-
esteem. A doctor at the time wrote that he 
believed these problems were “due, in part, 
to a sense of unworthiness which develops 
with a feeling of cowardice” (Feudtner, 1993, 
p. 379). In this era, shell shock was thought to 
be a physical manifestation of neurological 
damage from the heavy bombardment of 
high explosives, poisoned gases, and flame 
throwers. In 1915, The Lancet published an 
article comparing a railroad injury of “railway 
spine” that was a type of traumatic neur-
asthenia to the neurological problems of the 
incapacitated soldiers. Veterans from this era 
suffered from PTSD type symptoms at an 
estimated rate of 10%-15% (Feudtner, 1993; 
Foy, Carroll & Donahoe, 1987). 

World War II Veterans
Estimated prevalence of PTSD in the cohort 
of World War II veterans is about 9%-10%, 
with much higher rates of 56%-84% in the 
soldiers involved in the Dutch Resistance (Foy 
et al., 1987). Although these Veterans from 
the Greatest Generation suffered from PTSD 
symptoms, which at the time were still 
considered “war neurosis” symptoms, they 
received little empathy or support. In August 
of 1943, General Patton struck and berated 

soldiers in an evacuation hospital away from 
the front lines when he found out they had no 
physical injuries. He apologized for his 
behavior only later and with much urging by 
General Eisenhower, but he never retracted 
his order that 
“battle 
fatigue” not 
be recognized 
in the Seventh 
Army because 
he did not 
believe in 
diagnoses of 
battle fatigue 
or shell shock. 
In his mind, 
such 
diagnoses 
were simply 
cowardice 
(Grumet, 2009). Later in this era, combat 
stress reaction replaced the labels of battle 
fatigue and shell shock. 

Research into PTSD started in earnest among 
veterans of World War II. Although the first 
published research examined risk factors and 
etiologies, the outcome of this research is 
questioned today, as it was found that among 
Naval men, “domestic difficulties” caused 
soldiers to breakdown. Other risk factors 
were number of days in combat, marital 
status, rank, nervous parents, parental 
divorce, enuresis as a child, and family 
alcoholism (Phillips, 1947a, 1947b). 

Korean War Veterans
Surprisingly, there was very little research on 
the etiology and treatment of PTSD among 
Korean War veterans. The limited existing 
literature shows a very high rate of PTSD 
among prisoners of war (POWs). Korean War 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POWs suffered from PTSD at a much greater 
rate (96%), compared to both World War II 
Pacific Theatre POWs (86%) and World War II 
European Theatre POWs (55%). Decades 
later, an estimated 7% of the combat veterans 
from the Korean War suffered from PTSD at 
some time after their service (Sutker & Allain, 
1996). In the middle of the Korean War, 1952, 
the American Psychiatric Association 
produced the first Diagnostic and Statistical 
Manual of Mental Disorders, which included 
“gross stress reaction.” This first DSM 
structured the diagnosis for people who were 
normal but had PTSD-type symptoms from 
experiences such as combat or disaster. 
Unfortunately, the diagnosis was only valid for 
6 months; if the patient did not improve 
within that time, a different diagnosis was 
required. 

Vietnam Veterans
A congressional mandate in 1983 for an 
investigation of PTSD and other postwar 
psychological problems among Vietnam 
veterans resulted in The National Vietnam 
Veterans' Readjustment Study. An estimated 
15.2% of male and 8.5% of female Vietnam 
theater veterans met criteria for PTSD as it is 
currently defined . Those with high levels of 
war-zone exposure had significantly higher 
rates, with 35.8% of men and 17.5% of 
women meeting criteria for current PTSD 
(Kulka et al., 1988). Rates of PTSD were 
consistently higher for Vietnam Theater 
veterans than for Vietnam era veterans and 
civilians. Overall, the researchers found that in 
1983 approximately 830,000 male and 
female Vietnam Theater veterans (26%) had 
symptoms and related functional impairment 
associated with PTSD (Kulka et al., 1988). The 
lifetime prevalence of PTSD in The National 
Vietnam Veterans' Readjustment Study 

sample was 30.9% for men and 26.9% for 
women (Kulka, Schlenger, Fairbank, & Hough, 
1990). This research showed that PTSD 
etiology has a strong association with prewar 
factors: age, education, family stability, 
minority status, and authority problems. 
However, a dose-response relationship exists 
in developing PTSD. More severe or 
prolonged exposure to combat or to stress, 
greater drug use, and greater loss of 
perceived control predicted higher rates of 
PTSD. Of particular interest is “abusive 
violence” (i.e., killing while in a rage or 
revenge killing), which was associated with 
the highest rates of PTSD (Foy et al., 1987).  

Gulf War Veterans
An assessment of 11,441 Gulf War veterans 
from 1995 to 1997 found the current 
prevalence of PTSD to be 12.1% (Kang, 
Natelson, Mahan, Lee, & Murphy, 2003). 
Conducted five to seven years post-
deployment, The National Health Survey of 
Gulf War Era Veterans and their Families 
found 10.1% of deployed Gulf War troops 
(compared to 4.2% of non-deployed era 
veterans) reported PTSD symptoms during 
the prior month. About 10 years after 
deployment, the estimated war-onset 
prevalence of PTSD was 6.3% among Gulf-
deployed veterans and 1.1% among non-Gulf 
deployed era veterans. Ten years after the 
Gulf War, 1.8% of deployed veterans who had 
war-onset PTSD remained symptomatic 
(Richardson, Frueh, & Acierno, 2010). These 
veterans are the first recent cohort to 
experience war from an all-volunteer force. 
Investigating many factors identified during 
the Vietnam era including theater experience 
and combat time and type, research during 
the Gulf War era found that direct war-zone 
factors explained the largest proportion of  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variance in PTSD (Vogt & Tanner, 2007). 

Veterans of Operation Enduring Freedom/
Operation Iraqi Freedom /Operation New 
Dawn (OEF/OIF/OND)
In 2008, a Gulf War Veterans study of 1,938 
service members deployed during OEF and 
OIF (Afghanistan and Iraq) found the 
prevalence of PTSD to be 13.8% (Tanielian & 
Jaycox, 2008). A prospective study sampling 
all deployed personnel who were OEF/OIF 
Veterans enrolled at the Veterans 
Administration (VA) between 2001-2005 (N = 
103,788) found a current PTSD prevalence 
rate of 13% (Seal, Bertenthal, Miner, Sen, & 
Marmar, 2007). In a 2012 study of veterans 
from the first 10 years of the Afghanistan and 
Iraq wars, PTSD was almost twice as prevalent 
among those who had separated or retired 
from the military as among current active duty 
service members. Additionally, National 
Guardsmen and reservists had twice the risk 

of PTSD as 
active duty 
service 
members. 
Compared to 
soldiers and 
Marines, 
sailors had 
less than half 
the risk of 
PTSD, whereas 
airmen had 

less than one-tenth the risk (Hermann, Shiner, 
& Friedman, 2012). 

Current research continues the work from the 
Vietnam and Gulf war eras with an emphasis 
on risk factors and etiology with new areas of 
genetic polymorphisms. Based on work with 
Vietnam veterans who are twins, up to one-
third of the variance in PTSD risk factors is 

believed to be due to genetic predispositions 
(Wolf, Mitchell, Koenen, & Miller, 2014). Of 
particular interest is the work toward 
preventing PTSD in soldiers entering combat. 
Resilience has been linked to lower rates of 
PTSD, and when reviewing the history of 
PTSD, risk factors such as poor family support 
and doing poorly in school are likely 
indicators of low resilience. Within the last 
decade, the military has adopted a number of 
approaches, from early intervention with 
cognitive behavioral therapy, to soldier 
resilience programs that teach and promote 
enhanced physical, emotional, social, 
spiritual, and family skills. However, the 
efficacy of these approaches has not yet been 
evaluated (Hermann et al., 2012). 

Although the history of PTSD reveals trends in 
diagnostic accuracy and treatment, PTSD 
remains an elusive diagnosis today. In May 
2013, the American Psychiatric Association 
once again changed the criteria for PTSD, 
making it no longer an anxiety disorder, but 
rather part of a new category of trauma and 
stressor-related disorders (APA, 2013). The 
APA reworked the dimensionality of clinical 
diagnoses, adding a fourth dimension, 
dysphoria, which clinicians have long seen in 
practice. A plethora of research in the years 
between the fourth (APA, 1994) and fifth 
editions (APA, 2000) of the DSM gave rise to 
the current diagnostic criteria (King, King, 
Leskin, & Weathers, 1998; Simms, Watson, & 
Doebbeling, 2002; Pietrzak, Goldstein, 
Malley, Rivers, & Southwick, 2010; Maestas, 
Benge, Pastorek, LeMaire, & Darrow, 2011). 

Measurement of PTSD
The psychological assessment of people 
traumatized by extreme stressors is challeng-
ing. The diversity of stressful events and the 
myriad of ways people cope with traumatic  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events makes such assessment particularly 
difficult. It is far easier to describe a phenom-
enon subjectively than it is to develop valid 
and reliable measurement instruments for 
use in assessing the phenomenon across a 
large range of etiological events, populations, 
and sequelae. Although the clinical interview 
remains the gold standard for definitive 
diagnosis, a clinician can see only a limited 
number of people per day, whereas a large 
population of veterans and civilians have 
experienced traumatic events and could 
benefit from treatment if they were screened 
and identified. 

Numerous self-report instruments have been 
developed to assess PTSD. Among the most 
widely used instruments is the PTSD Checklist 
(PCL), which is available in three versions—
military (PCL-M), civilian (PCL-C), and specific 
event (PCL-S)—each of which has been well 
validated and shows good internal 
consistency, test-retest reliability, and 
convergent validity (Wilkins, Lang, & Norman, 
2011). With the changes in the criteria for 
diagnosing PTSD in the DSM-5, however, the 
PCL revision now has only one tool, the 
PCL-5, available in three formats including 
one without a trauma exposure measure, one 
with a trauma exposure measure, and one 
with the Life Events Checklist and a measure 
of extended trauma exposure. Clinicians can 
interpret responses to the PCL-5 in three 
ways, using: (1) a total “severity” score; (2) a 
subscale score for each of the dimensions 
that are referred to as “clusters” in the diag-
nostic criteria; (3) or the DSM diagnostic rules 
(U.S. Department of Veterans Affairs, 2016). 

Validation work for the PCL-5 is underway 
and a few studies have reported 
psychometric analyses within veteran 
(Wortmann et al., 2016), active duty (Hoge, 
Riviere, Wilk, Herrell, & Weathers, 2014), and 

community (Armour, Contractor, Shea, Elhai, 
& Pietrzak, 2016) populations. Additional 
research has examined the effects of different 
modes of administration on responses to the 
PCL-5 (Boal, Vaughan, Sims, & Miles, 2017). 
Initial reports of the instrument’s performance 
show acceptable levels of internal 
consistency at baseline and follow up, with 
Cronbach’s alpha values of 0.75 to 0.96 in 
veteran samples (Bovin et al., 2016; 
Wortmann et al., 2016) and 0.95 in a 
community sample (Seligowski, Rogers, & 
Orcutt, 2016). Convergent and discriminant 
validity coefficients were 0.87 with the PCL-C 
(Bovin et al., 2016) and 0.87 with the PCL-S 
(Wortmann et al., 2016). 

Confirmatory factor analysis has been used to 
investigate the structure of PTSD. For years, 
the symptom structure of PTSD was explored 
in terms of multiple versions of three-
dimensional models—consisting of intrusion 
(unwanted trauma-related memories or 
dreams), avoidance/emotional numbing 
(avoiding thoughts related to the trauma, 
restricted range of affect), and hyperarousal 
(sleep or concentration problems, 
hypervigilance)—as structured in the DSM-IV-
TR (APA, 2000). However, little evidence 
supported this structure. This lack of empirical 
support led researchers to examine 
alternative four- and five-factor models. For 
example, King, King, Leskin, and Weathers 
(1998) proposed a correlated four-factor 
model that created a fourth dimension by 
separating avoidance and emotional 
numbing symptoms. Four years later, Simms, 
Watson, and Doebbeling (2002) proposed an 
alternative four-factor model that included a 
fourth dimension of dysphoria. 

As research has continued to evolve, 
conflicting results have emerged concerning 
which measurement model best fits the new  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DSM-5 diagnostic criteria (APA, 2013). 
Models that have received empirical support 
in the literature include the five-factor 
“anhedonia model” that encompasses 
intrusion, avoidance, negative alterations in 
cognition and mood, anhedonia, anxious 
arousal and dysphoric arousal (Liu et al., 
2014); and the seven-factor “hybrid model” 
that separates negative cognitions and mood 
into negative alterations and anhedonia 
symptoms (Armour et al., 2015). In a sample 
of active duty military personnel who sought 
treatment for PTSD, a six-factor model that 
included anhedonia best fit the data 
(Wortmann et al., 2016). In a sample of 
veterans receiving care at a VA facility, the 
DSM-5 model had adequate fit; however, 
when adding anhedonia to the model, the 
seven-factor model provided the best fit 
(Bovin et al., 2016). In a sample of trauma-
exposed college students, both the six-factor 
anhedonia model and the seven-factor hybrid 
model provided excellent fit to the data 
(Armour et al., 2016). 

In addition to studies assessing the relevance 
of the DSM-5 criteria for different 
populations, other research has investigated 
appropriate scoring methods for the various 
versions of the PCL-5. Although total 
symptom severity scores on the PCL-5 range 
from 0 to 80, a cut-off value of 33 is often 
used in clinical diagnosis (U.S. Department of 
Veterans Affairs, 2016). However, in 2013 a 
more stringent cut-score of 38 was 
recommended (Weathers, Litz, Keane, 
Palmieri, Marx, & Schnurr, 2013). When 
assessing sensitivity to clinical change, a cut 
score that represented (a) clinically 
meaningful improvement was 24 and (b) 
clinically significant exacerbation was 76 
(Wortmann et al., 2016), while a less precise 
measure of the previous standard used from 

the PCL for the DSM-IV was 5-10 points as 
“reliable change” and 10-20 points as 
“clinically significant change” (U.S. 
Department of Veterans Affairs, 2016). 
Additional studies of sensitivity and specificity 
have been published to suggest diagnostic 
utility at differing levels of total score on the 
PCL-5 (Wortmann et al., 2016). 

This discussion of the history of PTSD from 
the early battlefield to modern-day civilian 
populations is merely an overview; much 
further work with patients who have 
experienced a wider range of traumatic 
events, across countries and continents, is 
available to the interested reader. Although 
current research shows that the PCL-5 does 
not conform optimally to any DSM-5 
proposed structure, the PCL-5 is psycho-
metrically sound and provides numerous 
benefits to clinicians trained in its use. 
Additional information on the PCL-5 and 
other measures that reflect the DSM-5 PTSD 
criteria can be obtained from the National 
Center for PTSD at www.ptsd.va.gov/
professional. 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