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Abstract
The Posttraumatic Stress Disorder Checklist is a commonly used measure, with military (PCL-M),
civilian (PCL-C), and specific trauma (PCL-S) versions. This synthesis of the psychometric
properties of all three versions found the PCL to be a well-validated measure. The PCL shows
good temporal stability, internal consistency, test-retest reliability, and convergent validity. The
majority of structural validity studies support four factor models. Little is available on
discriminant validity and sensitivity to change. Strengths, limitations, and future research
directions are discussed. Understanding the PCL's psychometric properties, strengths (e.g., items
map on to DSM-IV diagnostic criteria), and limitations (e.g., may overestimate PTSD prevalence)
will help clinicians and researchers make educated decisions regarding the appropriate use of this
measure in their particular setting.
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Awareness of posttraumatic stress disorder (PTSD) is growing due to recent events such as
wars and natural disasters. Psychometrically sound measures are essential to effectively
identify PTSD and quantify its symptoms. The PTSD Checklist (PCL)[1] is one of the most
commonly used self-report measures of PTSD[1,2]. For example, the Veterans
Administration (VA) requires PCL administration to Veterans with PTSD in active
treatment as part of an effort to establish national PTSD outcome measures[3]. The 17 Likert
items correspond to Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)[4]

PTSD symptoms. Respondents are asked to rate the degree to which they were bothered by
symptoms in the past month [1 (not at all) to 5 (extremely)]. Three PCL versions exist and
differ with regard to the event they are anchored to and the wording describing the event.
The PCL-military (PCL-M) anchors items to “stressful military experiences.”[5] The PCL-
civilian (PCL-C) anchors items to “stressful experiences.”[6] The PCL-specific (PCL-S) is
anchored to a specific traumatic event.[7]

McDonald and Calhoun[8] reviewed eighteen studies concerning the diagnostic utility of the
PCL. They noted that the PCL's operating characteristics (as seen in the vastly divergent cut-
scores of 30–60 that have been recommended) demonstrate significant variation across
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populations, settings, and research methods. The authors caution against using the three
versions of the PCL interchangeably and note the need for research that synthesizes findings
within and across versions of the PCL. Changing even minor aspects of an assessment item,
such as wording differences across PCL versions, can result in changes in study outcomes.[9]

As such, it is important to examine not only the psychometric properties of each version but
also the psychometric properties across all three versions. While McDonald and Calhoun
(2010) accomplished this synthesis of results in regard to diagnostic accuracy, there is no
review of the PCL's psychometric properties in regard to validity, reliability, and sensitivity
to change within or across versions of the PCL. Thus, it is necessary to review multiple
articles to gain psychometric information critical for research and clinical use. This study
sought to address this gap in the literature by synthesizing research evaluating the
psychometric properties of one or more versions of the PCL. Our goal was to provide a
summary of the literature evaluating the psychometric properties of each PCL version and a
discussion of the strengths and limitations of the measure.

Method
A search of peer reviewed journals in PsychInfo, Medline, and PILOTS using “PTSD
Checklist,” “PCL,” “PCL-M,” “PCL-C,” and “PCL-S” yielded 265 studies. PsychInfo was
searched using the “Anywhere” setting. PubMed was searched using the default “All Fields”
setting. PILOTS was searched using the default “Anywhere” setting. The first author of this
summary conducted the initial search and exclusion. Senior author S.N. reviewed and
discussed any articles that did not clearly fall into inclusion or exclusion categories.
Evaluations of translations, abbreviated, or modified versions (70 studies) were excluded
because such versions have different psychometrics; 115 studies were excluded because they
did not report psychometrics; 8 studies examining diagnostic utility only are discussed
elsewhere[8] and were thus excluded. A final group of 72 studies published 1993 to 2010
were reviewed.

If the version was not specified, we contacted authors and checked the National Center for
PTSD's (NCPTSD) PCL webpage[10]. Thus, versions for all except two studies are known.
Studies that reported modifying the measure to query about a specific event were considered
PCL-S, even if authors reported using the PCL-C (denoted in tables).

Reliability (Table 1), validity (Table 2), measure structure (Table 3) and sensitivity to
change are discussed by version.

The present evaluation of reliability (Table 1) included test-retest reliability and internal
consistency. Test-retest reliability evaluates a measure's temporal stability and examines
score consistency across administrations. Coefficients range from 0.0 (no relationship) to 1.0
(perfect consistency)[11] with a recommended level of .70[12]. Even in the presence of high
correlations, decreases in mean score across administrations detract from test-retest
reliability support. Internal consistency measures correlations among scale items, with high
intercorrelations suggesting items measure the same domain[13]. Internal consistency is often
measured by Cronbach's coefficient alpha, ranging from 0 to 1 with higher values indicating
higher correlations. It is recommended that a scale have an alpha ≥.80 during scale
development and ≥.75 thereafter[12]. Item-total correlations examine the relationship
between each item and all the other items on the scale. During scale development, item-total
correlations of ≥.40 are recommended[12].

The evaluation of validity included convergent and discriminant validity. Convergent
validity is the degree to which two scales measure the same construct. To establish
convergent validity, the PCL should correlate significantly and positively with other
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measures of PTSD[11], such as the Clinician Administered PTSD Scale (CAPS)[14].
Discriminant validity is evidenced by lack of strong correlations with measures of constructs
dissimilar to PTSD[11]. There is no specific rule regarding how high or low a correlation
needs to be to evidence convergent or discriminant validity. In studies assessing both,
correlations for convergent measures should be higher than discriminant measures. Findings
related to measure structure were also reviewed. Structural validity evaluates whether a
measure's internal structure, the factor structure returned in exploratory and/or confirmatory
factor analyses, parallels the external structure of the target construct[15], in this case the
three-symptom factor structure of PTSD (i.e., re-experiencing [cluster B], avoidance/
numbing [cluster C], and hyperarousal [cluster D])[16]. Of note, the three-factor structure of
PTSD has been called into question by theorists and empirical findings[17–19]. It has been
repeatedly suggested that a four-factor model may best represent the latent structure of
PTSD[17–19]. Sensitivity to change was also examined to determine the degree to which the
PCL-M, C, and S are able to measure symptomatic change as a function of treatment.

Results
Forty of the 72 studies reviewed had the specific goal of evaluating the psychometric
properties of a PCL version. The remaining 32 studies had alternative goals but included at
least one finding related to psychometric properties of the PCL (e.g., internal consistency,
correlations with other measures). Findings from all 72 studies are presented (results and
Tables 1–4) and taken into consideration in concluding remarks and discussion.

PCL-M
Test-Retest—Test-retest reliability with Vietnam Veterans was above the recommended
level .70 after 2–3 days[1] but change in mean scores was not reported. It is unknown if total
score or categorical values (i.e., PTSD screen positive/negative) were used.

Internal Consistency—The original investigation of the PCL-M in Vietnam and Persian
Gulf Veterans reported total score values above .80[1]. A later study of female Iraq and
Afghanistan Veterans reported total score values above .75[20]. Item-total correlations were
over .40 in Vietnam and Persian Gulf Veterans[1].

Convergent and Discriminant Validity—The PCL-M had a kappa of .64 with the
PTSD section of the SCID in Vietnam Veterans in PTSD treatment[1]. Table 2 shows further
evidence of convergent validity with both clinician and self-report measures in Vietnam and
Gulf War Veterans.

No studies were found with the goal of assessing the PCL-M's discriminant validity.
However, one study examined correlations between the PCL-M and non-PTSD mental
health symptoms without the specific goal of examining discriminant validity[20]. As these
measures were used to assess discriminant validity in other versions of the PCL (i.e., PCL-
S), they are discussed briefly here (Table 2). A study with Veterans in PTSD treatment[21]

reported correlations with measures of depression, anger, and guilt (.13–.49). The authors
did not include other measures of PTSD, thus it is unclear if correlations support
discriminant validity (i.e., if correlations with other PTSD measures would have been
stronger). When looking across studies of Veterans in PTSD treatment, these correlations
are generally lower than correlations between the PCL-M and other measures of PTSD
(Table 2). However, studies assessing both discriminant and convergent validity in the same
sample are needed to draw firm conclusions regarding discriminant validity.
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Structure—The initial PCL-M investigation of Persian Gulf Veterans[1] used a principal
component analysis with varimax rotation. Results suggested one large factor accounting for
59% and one smaller factor accounting for 7% of the variance. Reexperiencing, avoidance,
and hyperarousal items loaded onto the larger factor with numbing and other hyperarousal
items on the smaller factor. A confirmatory factor analysis, in a sample of Gulf War
Veterans and non-deployed controls failed to replicate initial findings, instead supporting a
four-factor model of re-experiencing, avoidance, hyperarousal, and dysphoria[22].

Sensitivity to Change—Two studies examined the PCL-M's ability to measure
symptomatic change as a function of treatment. Forbes and colleagues[22] compared the
PCL-M to the CAPS pre-treatment and 9-months post-treatment in Vietnam Veterans. Effect
sizes showed a CAPS (.84) advantage over the PCL-M (.59) with 17.5% change on the
CAPS versus 8.4% change on the PCL-M. Thus, the PCL provided a more conservative
estimate of change. Monson and colleagues[23] examined two treatment studies, one using
the PCL-M (Vietnam Veterans) and one the PCL-S (male and female Veterans), both
compared to the CAPS. The CAPS and the PCL-M differed in level of change reported.
Patients reported greater change on the PCL-M than clinicians on the CAPS; every standard
deviation change in total PCL-M was paralleled by a .75 change in total CAPS score.
However, there were no differences in the percentages of agreement between clinicians and
patients in improvement and exacerbation when comparing categorization of clinically
significant change on the CAPS and PCL. This suggests that the two measures were in fact
capturing change consistently.

PCL-C
Test-Retest—Acceptable reliability was found after one week using computerized PCL-C
total scores with a civilian community population with slightly lower reliability found using
mixed administration (computer administration then paper or vice versa)[24]. Average PCL-
C scores were reported for the computerized administration only and did not differ by a
meaningful amount (i.e., 1.5 points).

Internal Consistency—Internal consistency was found in 14 studies examining
psychometrics in military samples, adults with severe mental illness, dually diagnosed
patients with HIV, women with substance use disorders, women treated for breast cancer,
adults with recent limb loss, female undergraduates, and community adults. All reported
total score values above .75 (Table 2).

Item-total correlations were over the recommended level of .40 in male Veterans[25]. No
other studies investigated this property.

Convergent and Discriminant Validity—In a sample of male Veterans in PTSD
treatment, correlations were .79 with the CAPS and .90 with the Mississippi PTSD Scale[25].
Correlation with the CAPS was .63 in a sample of 57 HIV+ patients[26] (Table 2). Cuevas
and colleagues[27] reported moderate to high correlations with anxiety, depression, hostility,
and physical and emotional functioning. Authors reported these correlations as evidence of
convergent validity as these are measures of psychological constructs often related to PTSD.
Given that they did not give any measures of PTSD other than the PCL, it is not possible to
assess whether the PCL-C would have been more highly correlated with other PTSD
measures (evidence of convergent validity) than measures of related but separate
psychological constructs (evidence of discriminant validity). Several studies have reported
correlations for reasons other than evaluation of discriminant validity.[28–30] Correlations
with measures of other mental health symptoms and quality of life were generally moderate
to high. These results raise concern regarding whether the PCL discriminates well between
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PTSD and other constructs related to affect/distress. Studies assessing both types of validity
in one sample are needed to draw conclusions.

Structure—Investigations using the PCL-C differ from initial PCL-M findings. In both
primary care[31] and older adult[32] samples, four-factor models of re-experiencing,
avoidance, hyperarousal, and numbing were supported.

PCL-S
Test-Retest—Test-retest reliability values for total PCL-S score were found in three
investigations. Results were above the recommended level at immediate[33] and one week
re-testing[33,34] but slightly below at 2 weeks[33] with undergraduates. One study reported
change in mean PCL-S scores after one week; the means did not differ meaningfully
(decreased 3.3).[34] There was modest agreement in the presence vs. absence of presumptive
PTSD at two weeks in adults with severe mental illness.[35] A correlation of .66 (slightly
below the recommended cutoff) was found for PCL-S total score. Change in mean scores
between administrations decreased by 7. This change may be due to the longer time between
administrations or to greater symptom fluctuation, which could occur in individuals with
severe mental illness.

Internal Consistency—Nineteen studies examined total score internal consistency and all
returned values above .75. Populations included Veteran samples, victims of interpersonal
violence, patients with cancer, patients with severe mental illness, and community adults
(Table 1).

Item-total correlations were over .40, with the exception of one study reporting item 13
(trouble falling or staying asleep) correlated below .40[36] and another reporting a range of .
28–.72 but failing to specify which items were problematic.[34]

Four investigations evaluating psychometrics calculated inter-item correlations (i.e.,
examining consistency across item responses, with more homogenous domains having
higher inter-item consistency[11] ranging from .16 to .70 with the exception of item 13,
which correlated at .1 or less with seven other items in one investigation.[37]

Convergent and Discriminant Validity—High convergent validity with the CAPS was
shown with motor vehicle accident and sexual trauma survivors[38], and patients with severe
mental illness.[35] Additional evidence of convergent validity using self-report scales with
undergraduates, peacekeepers, and older adults can be found in Table 2. Two studies
assessed convergent and discriminant validity.[33,34] In both, the PCL-S correlated
significantly more highly with measures of PTSD than with measures assessing depression,
other domains of psychopathology or physical pain. Adkins and colleagues[34] found that the
PCL-S correlated significantly more highly with the CAPS than PTSD measures that were
not anchored to DSM-IV PTSD symptom criteria, which they considered further evidence of
discriminant validity.

Structure—Investigations with WWII POWs[39], cancer patients and survivors[40–42],
undergraduates[43], victims of intimate partner violence[44], female victims of sexual
harassment[45], and adults exposed to Ground Zero[46] most often supported a four-factor
model of re-experiencing, avoidance, hyperarousal, and dysphoria or re-experiencing,
avoidance, hyperarousal, and numbing.

Sensitivity to Change—Monson and colleagues[23] compared the PCL-S to the CAPS.
As with the PCL-M, the two measures differed in level of change, but percentages of
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agreement regarding change did not differ significantly. Patients again reported greater
change than did clinicians; for every standard deviation change in total PCL-S there was a .
82 change in total CAPS.

Discussion
The goal of this review was to summarize the psychometric properties of the PCL, a
commonly used measure of PTSD symptoms. In general, the measure is psychometrically
sound. The PCL shows good temporal stability and internal consistency. Test-retest
correlations diminish somewhat with longer intervals between administrations, but this is
unsurprising. Convergent validity is strong, but little is available on discriminant validity.
The PCL tends to correlate moderately-highly with measures of anxiety, depression, quality
of life, and a number of other constructs that capture aspects of negative affect or
comorbidity common in PTSD.

Questions remain regarding how well the PCL can discriminate PTSD symptoms from
similar symptoms of other disorders as discriminant validity has thus far only been evaluated
in the PCL-S. We conjecture that the three versions may differ in this regard. The PCL-S, by
being anchored to a specific trauma, may be more likely to capture PTSD than the other
versions, which may be interpreted more broadly by respondents. Of note, Adkins and
colleagues[34] showed that relative to six other self-report measures of PTSD, the PCL-S
was among the strongest in discriminating PTSD from depression, social phobia and
anxiety. Discriminant validity may be a challenge for self-report PTSD measures due to the
overlap in symptoms and high rates of comorbidity between PTSD and both depression and
other anxiety disorders. The majority of structural validity studies have supported four factor
models. Discrepancies in factor structures could be due to sample differences,
methodological differences, and/or random error; however, the inconsistency in the factor
structure of the PCL is consistent with literature questioning the three-factor PTSD structure
of DSM-IV.[19].

Only three studies have investigated the PCL's ability to detect symptom change. These have
provided conflicting results, all were done in Veterans, and none used the PCL-C.[22,23] This
is an important area for future research, particularly given the VA's selection of the PCL as a
national outcome measure.[47] The lack of such work using the PCL-C may reflect the
version's lack of a specified anchor. Without an anchoring event, respondents may reference
a different event in subsequent administrations.

In their review of the diagnostic accuracy of the PCL, McDonald and Calhoun[8] drew
several conclusions regarding selecting a cut-off and best uses of the PCL. Specifically, the
range of recommended cut-offs reported in their review underscores that the use of the PCL
cannot be separated from the population in which it will be used or the need that it
addresses. A universal cut-off will not exist as the score used depends on the base rate of
PTSD in the population being measured (e.g., a treatment-seeking combat veteran sample
would likely have a higher cut-off score than a community based sample with lower
prevalence of PTSD) and the needs of a given setting (e.g., selecting a low cut-off for high
sensitivity if the goal is not to miss anyone who may have PTSD). With the PCL, it appears
the highest recommended cut-offs are generally in treatment seeking populations, ones with
high base rates of PTSD such as veterans, and ones in treatment for comorbidities that may
elevate distress (HIV, substance use). Lower cutoffs are useful with populations with lower
base rates of PTSD, when it's important that no PTSD case be missed, and when there is
likely to be symptom underreporting.[8] A clinician or researcher needs to evaluate their
needs (e.g., maximizing sensitivity or specificity) and go back to relevant literature to select
a value. The authors emphasized that the PCL was not intended as a diagnostic instrument,
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so should be supplemented with additional assessment to establish diagnosis. In
circumstances where diagnostic assessment is not feasible (e.g., epidemiological studies),
multiple forms of assessment are still recommended.[48]. These findings, together with the
results of the present review, suggest that the PCL has several strengths but also limitations
that should be considered.

Strengths of the PCL
The PCL appears to be a psychometrically sound measure of PTSD symptoms. Because it is
one of the most commonly used measures of PTSD, clinicians and researchers are assured
comparability of their data with other findings.

What are the best uses of the PCL? The PCL follows DSM-IV PTSD diagnostic criteria, and
self-report measures that map directly onto DSM criteria generally outperform those that do
not with regard to convergent and discriminant validity.[34] It can be useful as a guide to
diagnostic assessment. With three versions, the PCL can be used to assess military trauma,
traumatic events in general, or a specific event of the assessor or participants' choosing. Ease
of administration is another strength; completion takes approximately 5–7 minutes.

Limitations of the PCL
The PCL may overestimate PTSD prevalence. Using the PCL-C, Del Ben and colleagues[45]

found that prevalence rates decreased when criteria A1,A2, and F were added. Thus, studies
basing PTSD prevalence solely on the PCL may be reporting overinflated rates of PTSD.
The PCL-C correlates highly with measures of depression and general anxiety, suggesting
that without the anchor to a specific trauma, it may pick up negative emotionality rather than
PTSD in specific.[46] Given the apparent importance of anchoring the measure to a specific
event, it may be useful to develop guidelines for anchoring the measure. We found
considerable variability in administration of the PCL. Investigators referenced an event
when administering the PCL-C, administered the PCL-C to military populations, changed
item wording, pre-specified events using the PCL-S, and/or allowed the participant to fill an
the event on the PCL-S. This variability raises potential problems. For example, even minor
changes to an instrument can affect study outcomes[9]. Additionally, allowing a participant
to fill in the trauma may result in the individual using an event that is not traumatic as
defined in criterion A or selecting a different event during subsequent administrations. In the
factor analysis of Smith and colleagues,[41] who modified items to reflect a traumatic event,
it appears that items grouped by wording. Their factors one and three consisted of items not
directly referencing the trauma, factor two included all items where the trauma was termed
“cancer treatment,” and factor four included all items where the trauma was termed “cancer
experience.”

The PCL is linked to DSM-IV criteria. Although this has advantages as described, it is also a
disadvantage when substantive DSM revisions occur, such as those proposed for DSM-
V.[47] Such changes necessitate revision and revalidation of the measure and create
difficulty in comparing data across measures.

Another limitation is that the reading level of the PCL may be above the ability of some
adults. One study suggested the PCL is appropriate for someone with a 10th grade
education[49] while another suggested it was appropriate for someone with 13.2 years of
schooling.[50]
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Key Issues for Future Research
• Evaluation of the PCL's ability to assess treatment related change. Many studies

and clinical programs rely on the PCL as an outcome measure, but there is little
evidence regarding its sensitivity to change.

• Evaluation of the PCL's ability to discriminate PTSD from other disorders,
particularly those characterized by negative emotionality such as anxiety and
depression.

• Many studies have used male veteran samples. Validation in female military,
veteran, and civilian populations is needed.

• Evaluation of the impact of the way in which the measure is anchored and
guidelines for selecting a version and for anchoring the PCL-S.

• Reporting PCL version used in future studies.

Limitations—The primary limitation of this review is the variability in available data. For
example, test-retest reliability is commonly reported using correlation coefficients, but
change in mean scores is not always reported. There is good information supporting
convergent validity but little regarding discriminant validity. Differences in time elapsed
since trauma may affect findings. Many studies do not include sample information regarding
comorbidities (e.g., depression, substance use) leaving the possibility of unrecognized
comorbidity affecting the results. There are only two studies of sensitivity to change which
provide conflicting results regarding whether the PCL provides a lenient or conservative
estimate of change. We were not always certain which measure was used and may have
misclassified some studies.

Conclusions
Overall the results of this review indicate that the PCL is a well-validated measure, but that
caution should be used if it is expected to differentiate PTSD from similar disorders or when
it is the primary outcome assessing treatment-related change. Understanding the measure
was designed as a screening rather than diagnostic tool, knowledge of factors such as
psychometric properties, strengths, and limitations will help clinicians and researchers make
educated decisions regarding the appropriate use of the PCL in their particular setting. This
knowledge will allow for the reliable and valid measurement of PTSD symptoms vital to
effectively studying and treating PTSD.

Acknowledgments
We would like to thank Dr. Vanessa Malcarne for her guidance during the early phase of this project as well as
Ursula Myers, Kelly McCullough and Zian Huang for their assistance. This work was supported by an NIAAA T32
(AA013525-08) fellowship and an NIAAA F31 (AA 18909-01A1) supporting KCW, grant K23 AA015707 to
SBN, and the San Diego VA Center of Excellence for Stress and Mental Health (CESAMH).

References
1. Weathers, F.; Litz, B.; Herman, D.; Huska, J.; Keane, T. The PTSD Checklist: Reliability, validity,

& diagnositic utility. Annual Meeting of the Internation Society of Traumatic Stress Studies; San
Antonio, TX. 1993.

2. Elhai J, Gray M, Kashdan T, Franklin C. Which instruments are most commonly used to assess
traumatic event exposure and posttraumatic effects?: A survey of traumatic stress professionals.
Journal of Traumatic Stress. 2005; 18(5):541–545. [PubMed: 16281252]

3. Shelby R, Golden-Kreutz D, Andersen B. Mismatch of posttraumatic stress disorder (PTSD)
symptoms and DSM-IV symptom clusters in a cancer sample: Exploratory factor analysis of the

Wilkins et al. Page 8

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



PTSD Checklist-Civilian Version. Journal of Traumatic Stress. 2005; 18(4):347–357. [PubMed:
16281232]

4. DSM-IV, A. Diagnostic and statistic manual of mental disorders. American Psychiatric Association;
Washington, DC: 1994.

5. Weathers, F.; Litz, B.; Huska, J.; Keane, T. PTSD Checklist-Military version. In: PTSD NCf. ,
editor. Behavioral Sciences Division. Boston: 1994.

6. Weathers, F.; Litz, B.; Huska, J.; Keane, T. PTSD Checklist-Civilian version. In: NCfPBS. , editor.
Division. Boston: 1994.

7. Weathers, F.; Litz, B.; Huska, J.; Keane, T. PTSD Checklist-Specific version. In: NCfPBS. , editor.
Division. Boston: 1994.

8. McDonald SD, Calhoun PS. The diagnostic accuracy of the PTSD checklist: A critical review.
Clinical Psychology Review. 2010

9. Schwarz N. Self-reports. American Psychologist. 1999; 54:93–105.
10. Disorder NCfPS. PTSD Checklist (PCL). 2009.

http://www.ptsd.va.gov/professional/pages/assessments/ptsd-checklist.asp
11. Anastasia, A.; Urbina, S. Psychological Testing. 7th ed.. Prentice Hall; Upper Saddle River, NJ:

1997.
12. Leong, F.; Austin, J. The psychology research handbook: A guide for graduate students and

research assistants. Sage Publications, Inc; 2006.
13. DeVellis, R. Scale development: Theory and applications. Sage Publications, Inc; 2003.
14. Blake D, Weathers F, Nagy L, et al. The development of a clinician-administered PTSD scale.

Journal of Traumatic Stress. 1995; 8(1):75–90. [PubMed: 7712061]
15. Clark LA, Watson D. Constructing validity: Basic issues in objective scale development.

Psychological Assessment. 1995; 7(3):309–319.
16. Association AP. Diagnostic and statistical manual of mental disorders. 3rd ed. Rev. Washington,

DC: 1987.
17. Krause E, Kaltman S, Goodman L, Dutton M. Longitudinal factor structure of posttraumatic stress

symptoms related to intimate partner violence. Psychological Assessment. 2007; 19(2):165–175.
[PubMed: 17563198]

18. Palmieri P, Fitzgerald L. Confirmatory factor analysis of posttraumatic stress symptoms in sexually
harassed women. Journal of Traumatic Stress. 2005; 18(6):657–666. [PubMed: 16382424]

19. Simms L, Watson D, Doebbeling B. Confirmatory factor analyses of posttraumatic stress
symptoms in deployed and nondeployed veterans of the Gulf War. Journal of Abnormal
Psychology. 2002; 111(4):637–647. [PubMed: 12428777]

20. Owens G, Herrera C, Whitesell A. A Preliminary Investigation of Mental Health Needs and
Barriers to Mental Health Care for Female Veterans of Iraq and Afghanistan. Traumatology. 2009;
15(2):31.

21. Owens G, Chard K, Cox T. The relationship between maladaptive cognitions, anger expression,
and posttraumatic stress disorder among veterans in residential treatment. Journal of Aggression,
Maltreatment & Trauma. 2008; 17(4):439–452.

22. Forbes D, Creamer M, Biddle D. The validity of the PTSD checklist as a measure of symptomatic
change in combat-related PTSD. Behaviour Research and Therapy. 2001; 39(8):977–986.
[PubMed: 11480838]

23. Monson C, Gradus J, Young-Xu Y, Schnurr P, Price J, Schumm J. Change in Posttraumatic Stress
Disorder Symptoms: Do Clinicians and Patients Agree? Psychological Assessment. 2008; 20(2):
131–138. [PubMed: 18557690]

24. Campbell K, Rohlman D, Storzbach D, et al. Test-retest reliability of psychological and
neurobehavioral tests self-administered by computer. Assessment. 1999; 6(1):21. [PubMed:
9971880]

25. Keen S, Kutter C, Niles B, Krinsley K. Psychometric properties of PTSD Checklist in sample of
male veterans. cancer. 2008; 1:82.

Wilkins et al. Page 9

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.ptsd.va.gov/professional/pages/assessments/ptsd-checklist.asp


26. Bollinger A, Cuevas C, Vielhauer M, Morgan E, Keane T. The operating characteristics of the
PTSD Checklist in detecting PTSD in HIV+ substance abusers. Journal of Psychological Trauma.
2008; 7(4):213–234.

27. Cuevas C, Bollinger A, Vielhauer M, Morgan E, Sohler N, Brief D. HIV/AIDS Cost Study:
construct validity and factor structure of the PTSD Checklist in dually diagnosed HIV-seropositive
adults. Journal of Trauma Practice. 2006; 5(4):29–51.

28. Kornblith A, Herndon I, James E, et al. Long term adjustment of survivors of early stage breast
carcinoma, 20 years after adjuvant chemotherapy. cancer. 2003; 98(4):679–689. [PubMed:
12910510]

29. Mirabeau-Beale K, Kornblith A, Penson R, et al. Comparison of the quality of life of early and
advanced stage ovarian cancer survivors. Gynecologic oncology. 2009; 114(2):353–359.
[PubMed: 19481244]

30. Phelps L, Williams R, Raichle K, Turner A, Ehde D. The importance of cognitive processing to
adjustment in the 1st year following amputation. Rehabilitation Psychology. 2008; 53(1):28–38.

31. Asmundson G, Frombach I, McQuaid J, Pedrelli P, Lenox R, Stein M. Dimensionality of
posttraumatic stress symptoms: a confirmatory factor analysis of DSM-IV symptom clusters and
other symptom models. Behaviour Research and Therapy. 2000; 38(2):203–214. [PubMed:
10661004]

32. Schinka J, Brown L, Borenstein A, Mortimer J. Confirmatory factor analysis of the PTSD checklist
in the elderly. Journal of Traumatic Stress. 2007; 20(3):281–289. [PubMed: 17597125]

33. Ruggiero K, Ben K, Scotti J, Rabalais A. Psychometric properties of the PTSD checklist—Civilian
version. Journal of Traumatic Stress. 2003; 16(5):495–502. [PubMed: 14584634]

34. Adkins J, Weathers F, McDevitt-Murphy M, Daniels J. Psychometric properties of seven self-
report measures of posttraumatic stress disorder in college students with mixed civilian trauma
exposure. Journal of anxiety disorders. 2008; 22(8):1393–1402. [PubMed: 18436427]

35. Mueser K, Salyers M, Rosenberg S, Ford J, Fox L, Carty P. Psychometric evaluation of trauma and
posttraumatic stress disorder assessments in persons with severe mental illness. Psychological
Assessment. 2001; 13(1):110–117. [PubMed: 11281032]

36. Cook J, Elhai J, Cassidy E, Ruzek J, Ram G, Sheikh J. Assessment of Trauma Exposure and Post-
Traumatic Stress in Long-Term Care Veterans-Preliminary Data on Psychometrics and Post-
Traumatic Stress Disorder Prevalence. Military medicine. 2005; 170(10):862–866. [PubMed:
16435760]

37. Cook J, Elhai J, Areán P. Psychometric properties of the PTSD Checklist with older primary care
patients. Journal of Traumatic Stress. 2005; 18(4):371–376. [PubMed: 16281234]

38. Blanchard E, Jones-Alexander J, Buckley T, Forneris C. Psychometric properties of the PTSD
Checklist (PCL). Behaviour Research and Therapy. 1996; 34(8):669–673. [PubMed: 8870294]

39. Cordova M, Studts J, Hann D, Jacobsen P, Andrykowski M. Symptom structure of PTSD
following breast cancer. Journal of Traumatic Stress. 2000; 13(2):301–319. [PubMed: 10838677]

40. DuHamel K, Ostroff J, Ashman T, et al. Construct Validity of the Posttraumatic Stress Disorder
Checklist in Cancer Survivors: Analyses Based on Two Samples* 1. Psychological Assessment.
2004; 16(3):255–266. [PubMed: 15456381]

41. Smith M, Redd W, DuHamel K, Vickberg S, Ricketts P. Validation of the PTSD Checklist-
Civilian Version in survivors of bone marrow transplantation. Journal of Traumatic Stress. 1999;
12(3):485–499. [PubMed: 10467557]

42. Elhai J, Gray M, Docherty A, Kashdan T, Kose S. Structural validity of the Posttraumatic Stress
Disorder Checklist among college students with a trauma history. Journal of interpersonal
violence. 2007; 22(11):1471. [PubMed: 17925293]

43. Palmieri P, Weathers F, Difede J, King D. Confirmatory factor analysis of the PTSD Checklist and
the Clinician-Administered PTSD Scale in disaster workers exposed to the World Trade Center
Ground Zero. Journal of Abnormal Psychology. 2007; 116(2):329–341. [PubMed: 17516765]

44. Affairs DoV. Implementation of Posttraumatic Stress Disorder (PTSD) (Memorandum).
Washington, DC: 2009.

45. Del Ben K, Scotti J, Chen Y, Fortson B. Prevalence of posttraumatic stress disorder symptoms in
firefighters. Work & Stress. 2006; 20(1):37–48.

Wilkins et al. Page 10

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



46. Shapinsky A, Rapport L, Henderson M, Axelrod B. Civilian PTSD Scales. Assessment. 2005;
12(2):220. [PubMed: 15914723]

47. Association AP. Posttraumatic Stress Disorder. 2010.
http://www.dsm5.org/ProposedRevisions/Pages/proposedrevision.aspx?rid=165#

48. Kulka RA, Schlenger WE, Fairbank JA, Jordan BK, Hough RL, Marmar CR, et al. Assessment of
posttraumatic stress disorder in the community: Prospects and pitfalls from recent studies of
Vietnam veterans. Psychological Assessment: A Journal of Consulting and Clinical Psychology.
1991; 3(4):547. 1991.

49. Terhakopian A, Sinaii N, Engel CC, Schnurr PP, Hoge CW. Estimating population prevalence of
posttraumatic stress disorder: An example using the PTSD checklist. Journal of Traumatic Stress.
2008; 21(3):290–300. [PubMed: 18553416]

50. Carlson EB. Psychometric Study of a Brief Screen for PTSD:Assessing the Impact of Multiple
Traumatic Events. Assessment. December 1; 2001 8(4):431–441. 2001. [PubMed: 11785587]

51. Booth-Kewley S, Larson G, Highfill-McRoy R, Garland C, Gerskin T. Correlates of Posttraumatic
Stress Disorder Symptoms in Marines Back from War. J Trauma Stress. 2010; 23(1):69–77.
[PubMed: 20104587]

52. Carter Visscher R, Polusny M, Murdoch M, Thuras P, Erbes C, Kehle S. Predeployment gender
differences in stressors and mental health among US National Guard troops poised for Operation
Iraqi Freedom deployment. Journal of Traumatic Stress. 2010; 23(1):78–85. [PubMed: 20135681]

53. Cusack K, Grubaugh A, Knapp R, Frueh B. Unrecognized trauma and PTSD among public mental
health consumers with chronic and severe mental illness. Community mental health journal. 2006;
42(5):487–500. [PubMed: 16868841]

54. Harrington T, Newman E. The psychometric utility of two self-report measures of PTSD among
women substance users. Addictive Behaviors. 2007; 32(12):2788–2798. [PubMed: 17507172]

55. Lang A, Laffaye C, Satz L, Dresselhaus T, Stein M. Sensitivity and specificity of the PTSD
checklist in detecting PTSD in female veterans in primary care. Journal of Traumatic Stress. 2003;
16(3):257–264. [PubMed: 12816338]

56. Morrill E, Brewer N, O'Neill S, et al. The interaction of post traumatic growth and post traumatic
stress symptoms in predicting depressive symptoms and quality of life. Psycho Oncology. 2008;
17(9):948–953. [PubMed: 18213677]

57. Salters-Pedneault K, Vine V, Mills M, Park C, Litz B. The experience of intrusions scale: A
preliminary examination. Anxiety, Stress & Coping. 2009; 22(1):27–37.

58. Smith T, Smith B, Jacobson I, Corbeil T, Ryan M. Reliability of standard health assessment
instruments in a large, population-based cohort study. Annals of epidemiology. 2007; 17(7):525–
532. [PubMed: 17433714]

59. Stoppelbein L, Greening L. Brief report: the risk of posttraumatic stress disorder in mothers of
children diagnosed with pediatric cancer and type I diabetes. Journal of pediatric psychology.
2007; 32(2):223. [PubMed: 16641479]

60. Wilson J, Jones M, Hull L, et al. Does prior psychological health influence recall of military
experiences? A prospective stuy. Journal of Traumatic Stress. 2008; 21:385–393. [PubMed:
18720395]

61. Andrykowski M, Cordova M. Factors associated with PTSD symptoms following treatment for
breast cancer: test of the Andersen model. Journal of Traumatic Stress. 1998; 11(2):189–203.
[PubMed: 9565911]

62. Andrykowski M, Cordova M, Mcgrath P, Sloan D, Kenady D. Stability and change in
posttraumatic stress disorder symptoms following breast cancer treatment: a 1-year follow-up.
Psycho-oncology. 2000; 9(1):69–78. [PubMed: 10668061]

63. Butler L, Blasey C, Garlan R, et al. Posttraumatic growth following the terrorist attacks of
September 11, 2001: Cognitive, coping, and trauma symptom predictors in an internet
convenience sample. Traumatology. 2005; 11(4):247.

64. Hyre A, Cohen A, Kutner N, Alper A, Muntner P. Prevalence and predictors of posttraumatic
stress disorder among hemodialysis patients following Hurricane Katrina. American Journal of
Kidney Diseases. 2007; 50(4):585–593. [PubMed: 17900458]

Wilkins et al. Page 11

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.dsm5.org/ProposedRevisions/Pages/proposedrevision.aspx?rid=165#


65. Mager W, Andrykowski M. Communication in the cancer `bad news' consultation: patient
perceptions and psychological adjustment. Psycho-oncology. 2002; 11(1):35–46. [PubMed:
11835591]

66. Piotrkowski C, Brannen S. Exposure, threat appraisal, and lost confidence as predictors of PTSD
symptoms following September 11, 2001. American Journal of Orthopsychiatry. 2002; 72(4):476–
785. [PubMed: 15792033]

67. Ruggiero K, Rheingold A, Resnick H, Kilpatrick D, Galea S. Comparison of two widely used
PTSD-screening instruments: implications for public mental health planning. Journal of Traumatic
Stress. 2006; 19(5):699–707. [PubMed: 17075907]

68. Schnider K, Elhai J, Gray M. Coping style use predicts posttraumatic stress and complicated grief
symptom severity among college students reporting a traumatic loss. Journal of Counseling
Psychology. 2007; 54(3):344.

69. Sherman J, Carlson C, Wilson J, Okeson J, McCubbin J. Post-traumatic stress disorder among
patients with orofacial pain. Journal of orofacial pain. 2005; 19(4):309. [PubMed: 16279482]

70. Vernon L, Dillon J, Steiner A. Proactive coping, gratitude, and posttraumatic stress disorder in
college women. Anxiety, Stress & Coping. 2009; 22(1):117–127.

71. Grubaugh A, Elhai J, Cusack K, Wells C, Frueh B. Screening for PTSD in public-sector mental
health settings: the diagnostic utility of the PTSD checklist. Depression and Anxiety. 2007; 24(2):
124–129. [PubMed: 16892418]

72. Monnier J, Grubaugh A, Knapp R, Magruder K, Frueha B. US female veterans in VA primary
care: post traumatic stress disorder symptoms and functional status. International Journal of
Psychiatry in Clinical Practice. 2004; 9(4):145–150.

73. Creamer M, Bell R, Failla S. Psychometric properties of the Impact of Event Scale--Revised.
Behaviour Research and Therapy. 2003; 41(12):1489–1496. [PubMed: 14705607]

74. Dobie D, Maynard C, Kivlahan D, et al. Posttraumatic stress disorder screening status is associated
with increased VA medical and surgical utilization in women. Journal of general internal
medicine. 2006; 21(S3):S58–S64. [PubMed: 16637948]

75. Bolton E, Gray M, Litz B. A cross-lagged analysis of the relationship between symptoms of PTSD
and retrospective reports of exposure. Journal of anxiety disorders. 2006; 20(7):877–895.
[PubMed: 16530379]

Wilkins et al. Page 12

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 13

Ta
bl

e 
1

R
el

ia
bi

lit
y

T
es

t-r
et

es
t

In
te

rn
al

 C
on

si
st

en
cy

M
ea

su
re

St
ud

y
Sa

m
pl

e
In

te
rv

al
r

k
T

ot
al

 (α
)

B
 (α

)
C

 (α
)

D
 (α

)
It

em

PC
L-

M
O

w
en

s e
t a

l.,
 2

00
9[1

6]
50

 fe
m

al
e 

V
et

er
an

s
.9

8

W
ea

th
er

s e
t a

l.,
 1

99
3[1

]
12

3 
m

al
e 

V
et

er
an

s
2–

3 
da

ys
.9

6
.9

7
.9

3
.9

2
.9

2
.6

2–
.8

7

10
06

 V
et

er
an

s
.9

6
.9

0
.8

9
.9

1
.5

2–
.8

0

PC
L-

C
B

ol
lin

ge
r e

t a
l.,

 2
00

8[2
6]

57
 d

ua
lly

 d
ia

gn
os

ed
 H

IV
 p

os
iti

ve
 p

at
ie

nt
s

.9
4

.9
0

.8
6

.8
2

B
oo

th
-K

ew
le

y 
et

 a
l.,

 2
01

0[1
]

1,
56

9 
M

ar
in

es
.9

5

C
am

pb
el

l e
t a

l.,
 1

99
9[2

4]
66

 a
du

lts
1 

w
ee

k
.8

8a

1 
w

ee
k

.7
5b

C
ar

te
r-

V
is

sc
he

r, 
20

10
[5

2]
52

2 
U

S 
U

S 
A

rm
y 

&
 N

at
io

na
l G

ua
rd

.9
2

C
ue

va
s e

t a
l.,

 2
00

6[2
7]

22
4 

du
al

ly
 d

ia
gn

os
ed

 H
IV

-p
os

iti
ve

 p
at

ie
nt

s
.9

2
.8

5
.8

1
.8

0

C
us

ac
k 

et
 a

l.,
 2

00
6[5

3]
14

2 
ad

ul
ts

 w
ith

 S
M

I
.9

3
.8

6
.8

4
.8

2

H
ar

rin
gt

on
 &

 N
ew

m
an

, 2
00

7[5
4]

44
 w

om
en

 w
ith

 S
U

D
.9

2

K
ee

n 
et

 a
l.,

 2
00

8[2
5]

11
4 

m
al

e 
V

et
er

an
s

.9
6

.9
4

.9
1

.9
2

.6
5–

.8
8c

.8
6–

.9
3c

.7
2–

.8
8c

.8
5–

.8
8c

La
ng

 e
t a

l.,
 2

00
3[5

5]
41

9 
fe

m
al

e 
V

et
er

an
s

.9
6

.9
4

.9
0

.8
7

M
or

ril
 e

t a
l.,

 2
00

8[5
6]

16
1 

w
om

en
 w

ith
 b

re
as

t c
an

ce
r

.9
6

Ph
el

ps
 e

t a
l.,

 2
00

8[3
0]

83
 a

du
lts

 w
ith

 li
m

b 
lo

ss
.9

2–
.9

3

Sa
lte

rs
-P

ed
ne

au
lt 

et
 a

l.,
 2

00
9[5

7]
16

0 
fe

m
al

e 
un

de
rg

ra
du

at
es

.8
3d

Sm
ith

 e
t a

l.,
 2

00
7[5

8]
47

0 
m

ili
ta

ry
 p

er
so

nn
el

.9
4

St
op

pe
lb

ei
n 

&
 G

re
en

in
g,

 2
00

7[5
9]

99
 m

ot
he

rs
 o

f c
hi

ld
re

n 
w

ith
 c

an
ce

r/d
ia

be
te

s
.9

5

W
ils

on
 e

t a
l.,

 2
00

8[6
0]

68
1 

U
K

 m
ili

ta
ry

 p
er

so
nn

el
.9

2

PC
L-

S
A

dk
in

s e
t a

l.,
 2

00
8[3

4]
23

9 
un

de
rg

ra
du

at
es

 (≥
 1

 c
rit

er
io

n 
A

)
1 

w
ee

k
.8

7
.9

1
.2

8–
.7

2

A
nd

ry
ko

w
sk

i &
 C

or
do

va
, 1

99
8e [

61
]

84
 fe

m
al

es
 tr

ea
tm

en
te

d 
br

ea
st

 c
an

ce
r

.9
0

A
nd

ry
ko

w
sk

i e
t a

l.,
 2

00
0e [

62
]

62
 p

at
ie

nt
s t

re
at

ed
 fo

r b
re

as
t c

an
ce

r
.8

7–
.9

2
.7

3–
.7

7
.7

1–
.9

1
.6

9–
.8

6

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 14

T
es

t-r
et

es
t

In
te

rn
al

 C
on

si
st

en
cy

M
ea

su
re

St
ud

y
Sa

m
pl

e
In

te
rv

al
r

k
T

ot
al

 (α
)

B
 (α

)
C

 (α
)

D
 (α

)
It

em

B
la

nc
ha

rd
 e

t a
l.,

 1
99

6[3
8]

40
 m

ot
or

 v
eh

ic
le

 a
cc

id
en

t a
nd

 se
xu

al
 a

ss
au

lt 
vi

ct
im

s
.9

4
.9

4
.8

2
.8

4

B
ut

le
r e

t a
l.,

 2
00

5[6
3]

15
05

 a
du

lts
.9

1

C
oo

k,
 E

lh
ai

, C
as

si
dy

 e
t a

l.,
 2

00
5e [

36
]

35
 o

ld
er

 m
al

e 
V

et
er

an
s

.8
7

C
oo

k,
 E

lh
ai

, &
 A

re
an

, 2
00

5e [
37

]
18

7 
ol

de
r a

du
lts

.8
5

>.
50

f

C
or

do
va

 e
t a

l.,
 2

00
0e [

39
]

14
2 

fe
m

al
e 

br
ea

st
 c

an
ce

r s
ur

vi
vo

rs
.9

3
.8

6
.8

5
.8

1

H
yr

e 
et

 a
l.,

 2
00

7e [
64

]
39

1 
he

m
od

ia
ly

si
s p

at
ie

nt
s

.9
3

.8
5

.8
5

.8
1

K
ra

us
e 

et
 a

l.,
 2

00
7e [

17
]

80
1 

vi
ct

im
s o

f i
nt

im
at

e 
pa

rtn
er

 v
io

le
nc

e
.9

3

M
ag

er
 &

 A
nd

ry
ko

w
sk

i, 
20

02
e [

65
]

60
 w

om
en

 w
ith

 b
re

as
t c

an
ce

r
.9

3

M
ue

se
r e

t a
l.,

 2
00

1e [
35

]2
30

 c
lie

nt
s w

ith
 S

M
I

2 
w

ee
ks

.6
6g

.6
0h

.9
3–

.9
4

i
i

i

Pi
ot

rk
ow

sk
i &

 B
ra

nn
en

, 2
00

2[6
6]

12
4 

N
Y

C
 re

si
de

nt
s a

fte
r 9

/1
1

.9
1

R
ug

gi
er

o 
et

 a
l.,

 2
00

6[6
7]

23
3 

N
Y

C
 re

si
de

nt
s a

fte
r 9

/1
1

.9
0

.4
7–

.7
0j

.1
6–

70
k

R
ug

gi
er

o 
et

 a
l.,

 2
00

3[3
3]

39
2 

un
de

rg
ra

du
at

es
Im

m
ed

ia
te

.9
2

1 
w

ee
k

.8
8

2 
w

ee
ks

.6
8

.9
4

.8
5

.8
5

.8
7

.4
0–

.7
4j

.6
0–

.7
4j

.3
9–

.7
4j

.6
3–

.7
6j

.2
2–

.6
9k

.4
7–

.6
7k

.2
8–

.6
9k

.4
7–

.6
9k

Sc
hn

id
er

 e
t a

l.,
 2

00
7[6

8]
12

3 
un

de
rg

ra
ds

 re
po

rti
ng

 u
ne

xp
ec

te
d 

de
at

h 
of

 lo
ve

d 
on

e
.9

5

Sh
er

m
an

 e
t a

l.,
 2

00
5[6

9]
14

1 
or

of
ac

ia
l p

ai
n 

pa
tie

nt
s

.9
2

.9
0

.8
6

.9
5

Sm
ith

 e
t a

l.,
 1

99
9[4

1]
11

1 
ca

nc
er

 p
at

ie
nt

s
.8

9
.7

4
.7

6
.7

8

V
er

no
n 

et
 a

l.,
 2

00
9[7

0]
18

2 
fe

m
al

e 
un

de
rg

ra
du

at
es

.9
1

U
nk

no
w

n
G

ru
ba

ug
h 

et
 a

l.,
 2

00
7[7

1]
44

 a
du

lts
 w

ith
 S

M
I

.8
7

.7
5

.8
1

.6
5

M
on

ni
er

 e
t a

l.,
 2

00
4[7

2]
19

1 
fe

m
al

e 
V

et
er

an
s

.9
5

N
ot

e.
 N

Y
C

= 
N

ew
 Y

or
k 

C
ity

. S
M

I=
Se

ve
re

 m
en

ta
l i

lln
es

s. 
C

oo
k,

 E
lh

ai
, &

 A
re

an
, 2

00
5 

re
po

rte
d 

m
od

er
at

e 
in

te
rit

em
 c

or
re

la
tio

ns
, e

xc
lu

si
ve

 o
f 1

3.
 K

ra
us

e 
et

 a
l.,

 2
00

8 
re

po
rte

d 
av

er
ag

e 
in

te
r-

ite
m

 r=
.4

4.

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 15
a C

om
pu

te
r b

as
ed

.

b C
om

pu
te

r a
nd

 p
ap

er
 b

as
ed

.

c Ite
m

 sc
al

e.

d C
lu

st
er

 B
 o

nl
y.

e In
st

ru
ct

io
ns

 m
od

ifi
ed

 fo
r s

pe
ci

fic
 e

ve
nt

.

f Ite
m

 1
3 

lo
w

er
.

g In
te

rc
la

ss
 C

or
re

la
tio

n.

h 80
%

 a
gr

ee
m

en
t.

i A
lp

ha
s f

or
 p

re
se

nc
e 

or
 a

bs
en

ce
 o

f s
ym

pt
om

s a
nd

 sy
m

pt
om

 se
ve

rit
y 

(.7
2–

.8
7)

.

j C
or

re
ct

ed
 it

em
.

k In
te

rit
em

.

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 16

Ta
bl

e 
2

V
al

id
ity

C
on

ve
rg

en
t

D
is

cr
im

in
an

t

M
ea

su
re

G
oa

l t
o 

as
se

ss
va

lid
ity

?
St

ud
y

Sa
m

pl
e

M
ea

su
re

r
k

M
ea

su
re

r

PC
L-

M
N

o
C

re
am

er
 e

t a
l.,

 2
00

3[7
3]

27
4 

V
et

er
an

s
IE

S-
R

.8
4*

**

N
o

Fo
rb

es
 e

t a
l.,

 2
00

1[2
2]

97
 m

al
e 

V
et

er
an

s
C

A
PS

 b
as

el
in

e/
 9

-m
on

th
.3

0*
**

/.6
2*

**

Ite
m

 to
 it

em
.0

6ns
–.

57
**

*

N
o

O
w

en
s e

t a
l.,

 2
00

8[1
8]

99
 V

et
er

an
s

(p
re

/p
os

t)

B
D

I-
II

.4
9*

**
/.4

3*
**

C
D

S
.1

7ns
/.4

7*
**

ST
A

X
I2

.3
6*

**
/.3

5*
**

TR
G

I
−
.1
3/

.2
9*
*

Y
es

W
ea

th
er

s e
t a

l.,
 1

99
3[1

]
12

3 
m

al
e 

V
et

er
an

s
SC

ID
.6

4a

IE
S

.9
0a

M
S

.8
5–

.9
3a

PK
.7

7a

PC
L-

C
Y

es
B

ol
lin

ge
r e

t a
l.,

 2
00

8[2
6]

57
 d

ua
lly

 d
ia

gn
os

ed
 H

IV
 p

at
ie

nt
s

C
A

PS
.6

3*
**

N
o

C
ar

te
r-

V
is

sc
he

r e
t a

l.,
 2

01
0[5

2]
52

2 
so

ld
ie

rs
(m

en
/w

om
en

)

B
D

I-
II

.7
6*

/.7
1*

*

Y
es

C
ue

va
s, 

et
 a

l.,
 2

00
6[2

7]
22

4 
du

al
ly

 d
ia

gn
os

ed
 H

IV
-p

os
iti

ve
pa

tie
nt

B
PR

S-
A

/D
.5

5*
**

B
PR

S-
H

.4
8*

**

SF
-3

6-
M

H
−
.5
2*
**

SF
-3

6-
R

E
−
.5
2*
**

N
o

D
ob

ie
 e

t a
l.,

 2
00

6[7
4]

2,
57

8 
fe

m
al

e 
V

et
er

an
s

M
H

-5
D

.7
8a

Y
es

K
ee

n 
et

 a
l.,

 2
00

8[2
5]

11
4 

m
al

e 
V

et
er

an
s

C
A

PS
.7

9*
**

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 17

C
on

ve
rg

en
t

D
is

cr
im

in
an

t

M
ea

su
re

G
oa

l t
o 

as
se

ss
va

lid
ity

?
St

ud
y

Sa
m

pl
e

M
ea

su
re

r
k

M
ea

su
re

r

M
S

.9
0*

**

N
o

K
or

nb
lit

h 
et

 a
l.,

 2
00

3[2
8]

15
3 

br
ea

st
 c

an
ce

r s
ur

vi
vo

rs
B

SI
-A

.5
8*

**

B
SI

-D
.5

1*
**

EO
R

TC
-P

−
.2
5*
*

EO
R

TC
-R

−
.1
7

N
o

M
ira

be
au

-B
ea

le
 e

t a
l.,

20
09

[2
9]

10
0 

br
ea

st
 c

an
ce

r s
ur

vi
vo

rs
M

H
I-

17
−
.7
3*
**
–
.7
6*
**

N
o

Ph
el

ps
 e

t a
l.,

 2
00

8[3
0]

83
 a

du
lts

 w
ith

 li
m

b 
lo

ss
PT

G
I

.0
7a –.

20
a

PH
Q

-9
.7

0*
* –

.7
7*

*

PC
L-

S
Y

es
A

dk
in

s e
t a

l.,
 2

00
8[3

4]
23

9 
un

de
rg

ra
du

at
es

 (≥
 1

 c
rit

er
io

n 
A

)
C

M
S

.6
8*

*
B

A
I

.4
8*

*

IE
S-

R
.7

0*
*

B
D

I-
II

.6
3*

*

PD
S

.7
8*

*
C

C
L-

A
.5

6*
*

Pe
nn

.6
6*

*
C

C
L-

D
.5

2*
*

PK
.5

8*
*

FN
E

.3
4*

*

C
A

PS
.6

5*
*

SA
D

.4
0*

*

D
TS

.7
4*

*
SI

A
S

.4
5*

*

SP
S

.4
1*

*

ST
A

I-
S

.5
7*

*

ST
A

I-
T

.5
8*

*

Y
es

B
la

nc
ha

rd
 e

t a
l.,

 1
99

6[3
8]

40
 m

ot
or

 v
eh

ic
le

 a
cc

id
en

t a
nd

 se
xu

al
as

sa
ul

t v
ic

tim
s

C
A

PS
.9

3*
**

N
o

B
ol

to
n,

 G
ra

y,
 L

itz
, 2

00
6b [

75
]

52
2 

U
.S

. p
ea

ce
ke

ep
er

s
M

S
.8

1*
* –

.8
5*

*

Y
es

C
oo

k,
 E

lh
ai

, C
as

si
dy

 e
t a

l.,

20
05

b [
37

]

35
 o

ld
er

 m
al

e 
V

et
er

an
s

M
S

.7
0*

**

N
o

M
ag

er
 e

t a
l.,

 2
00

2[6
5]

60
 w

om
en

 w
ith

 b
re

as
t c

an
ce

r
H

A
D

S-
A

.8
7*

*

C
ES

-D
.7

9*
*

Y
es

M
ue

se
r e

t a
l.,

 2
00

1[3
5]

30
 c

lie
nt

s w
ith

 S
M

I
C

A
PS

.6
7*

* –
.8

5*
**

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 18

C
on

ve
rg

en
t

D
is

cr
im

in
an

t

M
ea

su
re

G
oa

l t
o 

as
se

ss
va

lid
ity

?
St

ud
y

Sa
m

pl
e

M
ea

su
re

r
k

M
ea

su
re

r

Y
es

R
ug

gi
er

o 
et

 a
l.,

 2
00

3[3
3]

39
2 

un
de

rg
ra

du
at

es
C

M
S

.8
2*

**
C

ES
-D

.6
7*

**

IE
S

.7
7*

**
SC

L-
90

-R
.7

0*
**

ST
A

I-
S

.4
1*

**

ST
A

I-
T

.6
0*

**

N
o

Sc
hn

id
er

 e
t a

l.,
 2

00
7[6

8]
12

3 
un

de
rg

ra
ds

 re
po

rti
ng

 u
ne

xp
ec

te
d

de
at

h 
of

 lo
ve

d 
on

e
IC

G
-R

.8
1*

**

N
ot

e.
 F

or
 m

ea
su

re
 re

fe
re

nc
es

 c
on

ta
ct

 c
or

re
sp

on
di

ng
 a

ut
ho

r. 
B

A
I=

B
ec

k 
A

nx
ie

ty
 In

ve
nt

or
y 

(B
ec

k 
&

 S
te

er
, 1

99
0)

; B
D

I-
II

=B
ec

k 
D

ep
re

ss
io

n 
In

ve
nt

or
y-

Se
co

nd
 E

di
tio

n 
(B

ec
k 

et
 a

l.,
 1

99
6)

; B
PR

S-
A

/D
=B

rie
f

Ps
yc

hi
at

ric
 R

at
in

g 
Sc

al
e-

A
nx

ie
ty

/D
ep

re
ss

io
n 

Su
bs

ca
le

 (V
an

 d
er

 D
oe

s e
t a

l.,
 1

99
3)

; B
PR

S-
H

=B
rie

f P
sy

ch
ia

tri
c 

R
at

in
g 

Sc
al

e-
H

os
til

ity
 S

ub
sc

al
e 

(V
an

 d
er

 D
oe

s e
t a

l.,
 1

99
3)

; B
SI

-A
=B

rie
f S

ym
pt

om
In

ve
nt

or
y-

A
nx

ie
ty

 S
ub

sc
al

e 
(D

er
og

at
is

 &
 M

el
is

ar
at

os
, 1

98
3)

; B
SI

-D
=B

rie
f S

ym
pt

om
 In

ve
nt

or
y-

D
ep

re
ss

io
n 

Su
bs

ca
le

 (D
er

og
at

is
 &

 M
el

is
ar

at
os

, 1
98

3)
; C

A
PS

=C
lin

ic
ia

n 
A

dm
in

is
te

re
d 

PT
SD

 S
ca

le
 (B

la
ke

 e
t

al
., 

19
95

); 
C

C
L-

A
=C

og
ni

tio
n 

C
he

ck
lis

t A
nx

ie
ty

 S
ub

sc
al

e 
(B

ec
k 

et
 a

l.,
 1

98
7)

; C
C

L-
D

=C
og

ni
tio

n 
C

he
ck

lis
t D

ep
re

ss
io

n 
Su

bs
ca

le
 (B

ec
k 

et
 a

l.,
 1

98
7)

; C
D

S=
C

og
ni

tiv
e 

D
is

to
rti

on
s S

ca
le

 S
ub

sc
al

es
 (B

rie
re

,
20

00
); 

C
ES

-D
=C

en
te

r f
or

 E
pi

de
m

io
lo

gi
ca

l S
tu

di
es

-D
ep

re
ss

io
n 

Sc
al

e 
(R

ad
lo

ff
, 1

97
7)

; C
M

S=
C

iv
ili

an
 M

is
si

ss
ip

pi
 S

ca
le

 (V
re

ve
n 

et
 a

l.,
 1

99
5;

); 
D

TS
=D

av
id

so
n 

Tr
au

m
a 

Sc
al

e 
(D

av
id

so
n,

 1
99

6)
; E

O
R

TC
-

P=
Eu

ro
pe

an
 O

rg
an

iz
at

io
n 

fo
r R

es
ea

rc
h 

an
d 

Tr
ea

tm
en

t o
f C

an
ce

r-
Ph

ys
ic

al
 S

ub
sc

al
e 

(A
ar

on
so

n 
et

 a
l.,

 1
99

3)
; E

O
R

TC
-R

=E
ur

op
ea

n 
O

rg
an

iz
at

io
n 

fo
r R

es
ea

rc
h 

an
d 

Tr
ea

tm
en

t o
f C

an
ce

r-
R

ol
e 

Su
bs

ca
le

(A
ar

on
so

n 
et

 a
l.,

 1
99

3)
; F

N
E=

Fe
ar

 o
f N

eg
at

iv
e 

Ev
al

ua
tio

ns
 (W

at
so

n 
&

 F
rie

nd
, 1

96
9)

; H
A

D
S-

A
=H

os
pi

ta
l A

nx
ie

ty
 &

 D
ep

re
ss

io
n 

Sc
al

e-
A

nx
ie

ty
 S

ub
sc

al
e 

(Z
ig

m
on

d 
&

 S
na

ith
, 1

98
3)

; I
C

G
-R

=I
nv

en
to

ry
 o

f
C

om
pl

ic
at

ed
 G

rie
f-

R
ev

is
ed

 (P
rig

er
so

n 
&

 Ja
co

bs
, 2

00
1)

; I
ES

=I
m

pa
ct

 o
f E

ve
nt

s S
ca

le
 (H

or
ow

itz
 e

t a
l.,

 1
97

9)
; I

ES
-R

=I
m

pa
ct

 o
f E

ve
nt

s S
ca

le
-R

ev
is

ed
 (W

ei
ss

, 2
00

4)
; M

H
-5

 D
=M

en
ta

l H
ea

lth
 In

de
x 

5
D

ep
re

ss
io

n 
Sc

al
e 

(B
er

w
ic

k 
et

 a
l.,

 1
99

1)
; M

H
I-

17
= 

ite
m

s a
ss

es
si

ng
 a

nx
ie

ty
, d

ep
re

ss
io

n 
an

d 
po

si
tiv

e 
af

fe
ct

 (W
ar

e 
et

 a
l.,

 1
97

9)
; M

S=
M

is
si

ss
ip

pi
 S

ca
le

 fo
r C

om
ba

t R
el

at
ed

 P
TS

D
 (K

ea
ne

 e
t a

l.,
 1

98
8)

;
PD

S=
Po

st
tra

um
at

ic
 S

tre
ss

 D
ia

gn
os

tic
 S

ca
le

 (F
oa

, 1
99

5)
; P

en
n=

Pe
nn

 In
ve

nt
or

y 
fo

r P
os

ttr
au

m
at

ic
 S

tre
ss

 D
is

or
de

r (
H

am
m

ar
be

rg
, 1

99
2)

; P
H

Q
-9

=P
at

ie
nt

 H
ea

lth
 Q

ue
st

io
nn

ai
re

-9
 (S

pi
tz

er
 e

t a
l.,

 1
99

9)
; P

K
=P

K
sc

al
e 

of
 th

e 
M

M
PI

 (K
ea

ne
 e

t a
l.,

 1
98

4)
; P

TG
I=

Po
st

tra
um

at
ic

 G
ro

w
th

 In
ve

nt
or

y 
(T

ed
es

ch
i &

 C
al

ho
un

, 1
99

6)
; S

A
D

=S
oc

ia
l A

vo
id

an
ce

 a
nd

 D
is

tre
ss

 (W
at

so
n 

&
 F

rie
nd

, 1
96

9)
; S

C
ID

=S
tru

ct
ur

ed
 C

lin
ic

al
In

te
rv

ie
w

 fo
r D

SM
-I

II
-R

 (S
pi

tz
er

 e
t a

l.,
 1

99
2)

; S
C

L-
90

-R
=S

ym
pt

om
 C

he
ck

lis
t 9

0-
R

ev
is

ed
 (D

er
og

at
is

, 1
98

3)
; S

F-
36

-M
H

=S
F-

36
-M

en
ta

l H
ea

lth
 S

ub
sc

al
e 

(W
ar

e 
&

 K
os

in
sk

i, 
20

01
); 

SF
-3

6-
R

E=
SF

-3
6-

R
ol

e-
Em

ot
io

na
l S

ub
sc

al
e 

(W
ar

e 
&

 K
os

in
sk

i, 
20

01
); 

SI
A

S=
So

ci
al

 In
te

ra
ct

io
n 

A
nx

ie
ty

 S
ca

le
 (H

ei
m

be
rg

 e
t a

l.,
 1

99
2)

; S
M

I=
Se

ve
r m

en
ta

l i
lln

es
s. 

SP
S=

So
ci

al
 P

ho
bi

a 
Sc

al
e 

(H
ei

m
be

rg
, 1

99
2)

; S
TA

I-
S=

St
at

e-
Tr

ai
t

A
nx

ie
ty

 In
ve

nt
or

y-
St

at
e 

(S
pi

el
be

rg
er

, 1
98

3)
; S

TA
I-

T=
St

at
e-

Tr
ai

t A
nx

ie
ty

 In
ve

nt
or

y-
Tr

ai
t (

Sp
ie

lb
er

ge
r, 

19
83

); 
ST

A
X

I-
2=

St
at

e-
Tr

ai
t A

nx
ie

ty
 E

xp
re

ss
io

n 
In

ve
nt

or
y-

2 
A

ng
er

 E
xp

re
ss

io
n 

In
de

x 
(S

pi
el

be
rg

er
,

19
88

); 
TR

G
I=

Tr
au

m
a-

R
el

at
ed

 G
ui

lt 
In

ve
nt

or
y 

(K
ub

an
y 

et
 a

l.,
 1

99
6)

.

a p-
va

lu
e 

no
t a

va
ila

bl
e.

b In
st

ru
ct

io
ns

 m
od

ifi
ed

 fo
r s

pe
ci

fic
 e

ve
nt

.

* p 
< 

.0
5.

**
p 

< 
.0

1.

**
* p 

< 
.0

01
.

Depress Anxiety. Author manuscript; available in PMC 2012 July 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wilkins et al. Page 19

Table 3

Structure

Measure Study # of Models Tested Best Fitting Model

PCL-M Weathers et al., 1993[1]
NAa Factor 1: 9 items, Factor 2: 7 items

Simms et al., 2002[19] Six 1–4 factor models Four-Factors: Intrusion, Avoidance, Hyperarousal,
Dysphoria

PCL-C Asmundon et al., 2000[31] Four 3–4 factor models Four-Factors: Reexperiencing, Avoidance, Numbing,
Hyperarousal

Schinka et al., 2007[31] Nine 1–4 factor models Four-Factors: Reexperiencing, Avoidance, Numbing,
Arousal

PCL-S Cordova et al., 2000b[39] Second-order model, three first-order
factors vs. first-order model, one factor

Second order model

Duhamel et al., 2004b[40] Seven 1–4 factor models Four-Factors: Reexperiencing, Avoidance, Numbing,
Arousal

Elhai et al., 2007[42] Two 3–4 factor models Four-Factors: Reexperiencing, Avoidance, Numbing,
Hyperarousal

Krause et al., 2007b[17] Six 2–4 factor models Four-Factors: Intrusion, Avoidance, Hyperarousal,
Dysphoria

Palmieri & Fitzgerald, 2005b[18] Seven 1–4 factor models Four Factors: Reexperiencing, Avoidance, Numbing,
Hyperarousal

Palmieri et al, 2007[43] Five 1–4 factor models Four-Factors: Reexperiencing, Avoidance,
Hyperarousal, Dysphoria

Shelby et al., 2005b[3] NAc Four-factors: Reexperiencing, Avoidance, Numbing,
Arousal

Smith et al., 1999[41]
NAc (see text)

Note. Confirmatory Factor Analysis unless noted.

a
Principal component analysis.

b
Instructions modified for specific event.

c
Exploratory Factor Analysis.
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