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Abstract 

This study aimed to cross-validate and extend earlier findings regarding the diagnostic 

efficiency of the four-item Primary Care posttraumatic stress disorder screen (PC-PTSD) as a 

screening questionnaire for posttraumatic stress disorder (PTSD) among civilian patients with 

substance use disorder (SUD). The PC-PTSD was originally developed in a Veteran Affairs 

primary care setting and has been widely used in the U.S. army. The diagnostic efficiency of the 

screener was compared to those of an extended eight-item version of the PC-PTSD and the 

Posttraumatic Diagnostic Scale (PDS). The sample consisted of 142 participants with SUD and 

most of the participants (89%) were still using substances in the month preceding the assessment. 

Results showed a high sensitivity (.86) and moderate specificity (.57) for the PC-PTSD when 

using a cutoff score of 2. The diagnostic efficiency of the PC-PTSD was equivalent to the 

extended eight-item version and the 17-item PDS. Results suggest that the original PC-PTSD is a 

useful screening instrument for PTSD within a civilian SUD population. These findings have 

important clinical implications because screening for PTSD among patients with SUD is crucial 

to ascertain appropriate treatment allocation. 
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Introduction 

Posttraumatic stress disorder (PTSD) has been found to be a highly prevalent comorbid 

condition among patients with substance use disorder (SUD). However, the exact prevalence 

estimates reported in the literature vary markedly, ranging from 11% to 41%. This variation may 

at least partly be due to differences in assessment methods (e.g., questionnaire measures vs. 

diagnostic interviews) and differing population characteristics (Bonin, Norton, Asmundson, 

Dicurzio, & Pidlubney, 2000; Cacciola, Koppenhaver, Alterman, & McKay, 2009; Dansky, 

Saladin, Coffey, & Brady, 1997; Dragan & Lis-Turlejska, 2007; Driessen et al., 2008; Harrington 

& Newman, 2007; Kimerling, Trafton, & Nguyen, 2006; Najavits, 2003; Najavits, et al. 1998; 

Ouimette, Goodwin, & Brown, 2006; Reynolds et al., 2005; Triffleman, 1995). The high 

comorbidity between SUD and PTSD has important clinical implications. Compared to 

individuals with either disorder alone, patients with comorbid SUD and PTSD show more severe 

symptoms and worse treatment outcome (Back et al., 2000; Brown & Wolfe, 1994; Najavits, 

Weiss & Shaw, 1999; Ouimette, Brown & Najavits, 1998). It has been suggested that the 

treatment effects for this patient group can be improved by providing a combined treatment 

program for SUD and PTSD (Donovan, Padin-Rivera, & Kowaliw, 2001; Driessen et al., 2008; 

McGovern et al., 2009; Najavits et al., 2007; Rash, Coffey, Baschnagel, Drobes, & Saladin, 

2008). However, to ascertain appropriate treatment allocation, the identification of PTSD during 

pre-treatment assessment is crucial. Worryingly, despite the high prevalence of PTSD among 

patients with SUD, earlier research has shown a low detection rate of PTSD within substance 

abuse treatment centers (Kimerling et al., 2006; Reynolds et al., 2005). It appears to be that 

patients do not often report traumatic experiences and PTSD symptoms on their own accord. 

There is evidence that systematic screening can lead to a four-times-higher-detection of PTSD 

among patients with SUD (Kimerling et al., 2006). Therefore, screening for PTSD during intake 

for SUD treatment is of great clinical importance and seems to be a necessary first step to 

improve treatment results for this patient group.  

In addition to good diagnostic efficiency, screening instruments for PTSD should ideally 

consist of few items only and have simple response scales and simple scoring methods (Brewin, 

2005; National Collaborating Centre for Mental Health,  2005). The Primary Care posttraumatic 

stress disorder screen (PC-PTSD) (Prins et al., 2003) has been developed as a short and simple 
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screening questionnaire for PTSD (Davis & Whitworth, 2009). The list consists of four yes/ no 

questions representing the PTSD symptom clusters reexperiencing, avoidance/ numbing and 

increased arousal. The PC-PTSD was originally developed in a Veteran Affairs (VA) primary 

care setting (Prins et al., 2003) and has been widely used in the U.S. army (e.g. Chan, Cheadle, 

Reiber, Unutzer, & Chaney, 2009; Gore, Engel, Freed, Liu, & Armstrong, 2008; Hoge, 

Auchterlonie, & Milliken, 2006; Milliken, Auchterlonie, & Hoge, 2007; Seal et al., 2008). To 

date, its diagnostic qualities have exclusively been studied within VA settings, showing high 

sensitivity and specificity values for cutoff scores 2 (sensitivity >.84; specificity >.70) and 3 

(sensitivity >.75; specificity >.86) in this population (Bliese et al., 2008; Prins et al., 2003). 

Initially, a cutoff of 2 was recommended for the PC-PTSD. In 2005, the VA increased the 

thresh (Seal et al., 2008). 

In a recent study, the diagnostic efficiency of the PC-PTSD for diagnosing PTSD was 

investigated among VA patients with SUD (Kimerling et al., 2006). Results suggest that the 

instrument is also suitable as a screener for an SUD population. Cutoff 3 showed high sensitivity 

(.91) and specificity (.80) in this group. When applying cutoff 2, even higher sensitivity but lower 

specificity were found (sensitivity = .97; specificity = .57)   

A number of other questionnaires have been evaluated as screening measures for PTSD in 

SUD populations, including the Impact of Event Scale (Weiss & Marmar, 1997; 15 items), PTSD 

Checklist Civilian Version (Weathers, Litz, Huska, & Keane, 1994;  17 items), the Penn 

Inventory (Hammarberg, 1992; 26 items), and the modified version of the PTSD Symptom Scale 

- Self-Report (Falsetti, Resnick, Resick, & Kilpatrick; 17 items). However, the utility of these 

measures for screening purposes appears questionable because all four questionnaires are rather 

long (15-26 items).  

Given its high diagnostic efficiency and the fact that the questionnaire is brief and easy to 

use, the PC-PTSD is currently the most promising screening measure for PTSD in SUD samples. 

Nevertheless, more research is needed before it can be recommended for use in routine clinical 

care. The diagnostic efficiency of the measure in SUD samples has only been tested in one study 

to date (Kimerling et al., 2006), whereas screening measures often show much poorer properties 

in replication samples than in the original samples (Ehring, Kleim, Clark, Foa, & Ehlers, 2007). 

In addition, particular caution is required when generalizing results from military to civilian 
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populations. For example, earlier studies found a higher diagnostic cutoff point of the PTSD 

Checklist (PCL) in veteran samples than in civilian samples (Forbes, Creamer, & Biddle, 2001; 

Prins et al., 2003; Walker, Newman, Dobie, Ciechanowski, & Katon, 2002), and there are 

indications that VA subjects report relatively more PTSD symptoms compared to civilians 

(Bliese et al., 2008; Frueh, Hamner, Cahill, Gold, & Hamlin, 2000).  

The first aim of the current study was to replicate and cross-validate the PC-PTSD in a 

civilian sample of patients with SUD. Second, we aimed to test whether the capacity of the short 

PC-PTSD to detect PTSD is as good as the longer Posttraumatic Diagnostic Scale (PDS) (Foa, 

Cashman, Jaycox, & Perry, 1997), a widely used self-report questionnaire assessing all 17 PTSD 

symptoms that has been shown to have high diagnostic efficiency for diagnosing PTSD (Ehring 

et al., 2007). Final aim of this study was to evaluate an extended version of the PC-PTSD. Earlier 

research has shown arousal and numbing to be linked to substance use in PTSD samples 

(Najavits, 2003; Saladin, Brady, Dansky, & Kilpatrick, 1995; Shipherd, Stafford, & Tanner, 

2005; Stewart, Conrod, Pihl, & Dongier, 1999). A possible explanation for this relationship is 

that high levels of hyperarousal may motivate PTSD patients to abuse alcohol or drugs in an 

attempt to self-medicate (Stewart & Conrod, 2003). Substance abuse in turn may maintain 

emotional numbing in PTSD (Stewart, 1996). On the basis of this evidence, we aimed to test 

whether an addition of arousal and numbing items to the PC-PTSD may increase the sensitivity 

and/or specificity of the screener within a SUD population. Four extra items were added to the 

original list, assessing increased physiological responding to trauma reminders (1 item), 

hyperarousal (2 items) and numbing (1 item). 

 

Method 

Participants 

Participants were (self-) referrals to the Jellinek, a large substance abuse treatment center 

in Amsterdam, The Netherlands. Subjects participated in the study during the intake phase, 

before entering formal treatment. Inclusion criteria were the following: (a) a diagnosis of 

substance abuse or substance dependence according to the Diagnostic and Statistical Manual of 

Mental Disorders, Fourth Edition (DSM-IV, American Psychiatric Association, 1994); (b) being 

18 years or older, and (c) having sufficient fluency in Dutch to understand research procedures. 
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Exclusion criteria were (a) nicotine dependency as the only SUD, (b) severe psychiatric problems 

that required acute clinical care (e.g., psychotic symptoms, manic episode, and depression with 

suicidal ideation), and (c) severe cognitive disorders. In addition, patients showing prominent 

intoxication or withdrawal that obstructed routine intake procedures were not asked to fill out the 

screener. After completing the screener patients were referred to the diagnostic interview by the 

psychologist/social worker doing the intake. 

 

Measures 

Diagnostic interviews. SUD diagnoses were assessed during the intake. Additional DSM-

IV axis I disorders, including PTSD, were assessed with the Structured Clinical Interview for 

DSM-IV axis I Disorders (First, Spitzer, Gibbon, & Williams, 1996). The SCID incorporates the 

use of obligatory questions, operational criteria from the DSM-IV, a categorical system for rating 

symptoms, and an algorithm for arriving at a final diagnosis.  

Screening questionnaires. The Dutch version of the PC-PTSD (Prins et al., 2003) was 

used to screen for PTSD. The questionnaire consists of four items with a yes/no response format, 

whereby the symptom clusters reexperiencing (

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? ), avoidance 2. Tried hard 

not to think about it or went out of your way to avoid situations that reminded you of it? , 

hyperarousal 3. Were constantly on guard, watchful, or easily startled?  and numbing 4. Felt 

) are represented by one item 

each. The screener has been validated in a VA primary care population (Prins et al., 2003) and a 

VA SUD population (Kimerling et al., 2006) and has shown good diagnostic efficiency in both 

settings. In this study, four extra items were added to the PC-PTSD assessing physiological 

 Have experienced physical reactions, for example, 

break out in a sweat, heart beats fast  numbing (1 item 6. Felt that your future plans or hopes 

will not come true as a consequence of the experience? ), and increased arousal (2 items 7. Had 

trouble falling or staying asleep as a consequence of the experience?  Had trouble 

concentrating as a consequence of the experience? s of a pilot study (N = 49) among 

civilian patients with SUD, which was run by the authors in preparation for this study, suggested 
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that a substantial proportion of participants did not understand that the screener referred to 

traumatic experiences instead of stressful life events (divorce, job loss, homelessness). Therefore, 

it appeared necessary to modify the instruction for the PC-PTSD. The modified PC-PTSD used in 

this study first provides participants with a list of potentially traumatizing events (e.g., serious 

accident, rape, sexual abuse), and participants are instructed to mark the events they have 

experienced in the past.  

The PDS (Foa et al., 1997) was used as a second measure for PTSD. The questionnaire 

consists of 17 items corresponding to the DSM-IV PTSD symptoms that are rated on a 4-point 

Likert-scale (0 = not at all or only one time; 3 = five or more times a week/almost always). The 

questionnaire furthermore consisted of nine yes/no items assessing impairment in different life areas. 

Symptom severity scores are obtained by summing the 17 symptom items, with higher scores 

indicating greater symptomatology. The PDS has shown good reliability and validity in the past (Foa 

et al., 1997; Sheeran & Zimmerman, 2002), including high sensitivity and specificity (Ehring et al., 

2007). The PDS was included in this study to test whether the diagnostic efficiency of the short PC-

PTSD is comparable to that of a more comprehensive measure assessing all 17 PTSD symptoms.  

 

Procedure 

Patients meeting inclusion criteria received the extended version of the PC-PTSD and the 

PDS during the intake. Regardless of their PC-PTSD score, all patients were invited to participate 

in the SCID-I interview to establish diagnoses of PTSD and comorbid disorders. Before the 

interview, written informed consent was obtained. To prevent bias, interviewers were kept blind 

ostic information from the 

patient file. Patients were blind for the exact purpose of the interview. They were told that the 

interview aimed to assess psychological complaints in general for research purposes, without 

specifically mentioning traumatic events or PTSD. The SCID-I interview was administered by 

received intensive training on 

how to conduct state-of-the-art SCID-I interviews. New assessors observed a large number of 

SCID-I interviews and received one-to-one supervision by experienced assessors before they 

were allowed to perform SCID-I assessments on their own. Furthermore, SCID-I assessments 
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were monitored in weekly supervision sessions by a licensed supervisor. Discrepancies were 

resolved during supervision meetings.  

 

Data analyses 

To establish the diagnostic properties of the screener, sensitivity (chance of screening 

positive while having a true diagnosis), specificity (chance of screening negative while not 

having a diagnosis), positive predictive power (PPP: chance of having a positive diagnosis after 

screening positive), negative predictive power (NPP: chance of having a negative diagnosis after 

screening negative) and overall efficiency (OE: chance of being classified appropriately) were 

computed. Receiver operating characteristic (ROC) analyses were conducted considering 

different cutoffs weighing sensitivity versus specificity. Results were compared against the 

minimum quality standards suggested by Ehring et al. (2007), which were defined as a minimum 

sensitivity and specificity of .75 and an OE of at least .80. Considering the purpose of the screener 

in SUD treatment settings, a high sensitivity can be regarded as the most important quality 

(Baldessarini, Finkelstein, & Arana, 1983) .  

 

Results 

Sample characteristics  

A total of 147 participants were recruited to participate in the study. Five participants 

were excluded because they reported psychotic symptoms (N = 4) or showed insufficient 

knowledge of the Dutch language (N = 1). Four participants omitted one item of the (extended) 

PC-PTSD (Item 3, N = 1; Item 6, N = 3), but were nevertheless included in the analyses 

(excluding these participants did not change the results). The final sample therefore consisted of 

142 participants. Most participants (89%) had used substances in the last month prior to the 

diagnostic interview. According to the SCID-I, 14.8% of the sample (N = 21) met full DSM-IV 

criteria for PTSD, and an additional 10.6% (N = 15) met criteria for partial PTSD (subthreshold 

PTSD; defined as meeting symptom criteria for the reexperiencing cluster and for either the 

avoidance/numbing cluster or the hyperarousal cluster) (Blanchard, Hickling, Taylor, Loos, & 

Gerardi, 1994).  
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Sample characteristics are displayed in Tables 1 and 2. The diagnostic groups did not 

differ regarding age, F(2, 139) = 1.54, p = .22, type of substance use (all ² p

or ethnicity, relationship status, education and source of income (all ² p ). 

However, a significant difference was found for gender, ² (2, N = 142) = 21.85, p < .001. The 

percentage of women was higher in the PTSD and subthreshold PTSD groups than in the group 

without clinically significant PTSD symptoms. Frequencies of reported traumatic experiences are 

also presented in Table 2. Most participants with PTSD had experienced multiple traumas, with 

physical violence/ assault and physical intimidation as the most frequent events.  

 

Diagnostic efficiency of the original PC-PTSD 

First, the diagnostic efficiency of the original PC-PTSD in identifying PTSD according to 

the SCID was tested. The area under the curve (AUC) obtained from the ROC was .80 in 

detecting a diagnosis of PTSD. In earlier research, a cutoff score of 3 has been recommended 

(Kimerling et al., 2006; Prins et al, 2003). When applying this cutoff in this study, only moderate 

values for sensitivity (.67) and specificity (.72) were found.  

To check whether the diagnostic efficiency of the PC-PTSD can be improved by choosing 

a different cutoff, analyses were repeated for a range of cutoffs (see Table 3). A cutoff score of 2 

was found to be optimal, increasing the sensitivity to .86 while showing moderate specificity (.57).  

 

Diagnostic efficiency of the extended PC-PTSD  

Second, the diagnostic efficiency of the extended PC-PTSD comprising eight items was 

tested (AUC = .79). Table 3 shows the sensitivities, specificities, PPP, NPP and OE for different 

cutoffs applied to the extended PC-PTSD. The best results were found for a cutoff of 3. However, 

the diagnostic efficiency did not exceed the one found for the original PC-PTSD with a cutoff of 

2.  

Next, we tested whether a new combination of items from the extended PC-PTSD would 

improve the diagnostic efficiency. The sensitivities, specificities, PPP, and NPP were calculated 

for each item separately (see Table 3). Four items (items 1, 2, 3, and 6) were found to show 

sensitivities greater than .75 (and specificities >.61), and these items were combined to form a 

new screening instrument. The diagnostic efficiency for this new measure at different cutoffs is 



29_Untitled-2.job29_Proefschrift Debora van Dam.job

 

 

29 

shown in Table 3. The best results were found for a cutoff of 2, which resulted in slightly higher 

sensitivity, specificity, and OE than the original PC-PTSD. 

 

Diagnostic efficiency of the PDS 

To test how well the PC-PTSD compares to the diagnostic efficiency of a self-report 

measure including all 17 DSM-IV PTSD symptoms, the diagnostic efficiency of the PDS for 

detecting PTSD according to the SCID-I was calculated considering cutoffs on the PDS total 

severity scale (AUC = .81). Diagnostic efficiencies for cutoffs with sensitivities greater than .75 

are displayed in Table 4. Optimal results were found for a cutoff of 14 (sensitivity, .86; 

specificity, .61). This is equivalent to the diagnostic efficiency of the original PC-PTSD and 

slightly inferior to the newly assorted scale, comprising Items 1, 2, 3 and 6 of the extended PC-

PTSD. 

 

Diagnostic efficiency in detecting subthreshold PTSD 

To test diagnostic efficiency of the different criteria in detecting subthreshold PTSD, all 

analyses were repeated using a diagnosis of subthreshold PTSD according to the SCID-I instead 

of full-blown PTSD as the criterion. Results are shown in Table 5. Optimal cutoff scores and 

values for sensitivity and specificity (Table 5) were similar to those found for detecting a 

conventional PTSD diagnosis (cutoff = 2 for the original PC-PTSD, cutoff = 3 for the extended 

PC-PTSD). Again, the extended PC-PTSD did not exceed diagnostic efficiency compared to the 

original PC-PTSD, and the new item combination of Items 1, 2, 3 and 6 showed a slight 

improvement in diagnostic efficiency. In all analyses, PPP and OE values were substantially 

higher for detecting subtreshold PTSD than for full-blown PTSD. 

Diagnostic qualities of the PDS for detecting subthreshold PTSD were similar to the 

original PC-PTSD, the extended PC-PTSD, and the new item combination (Items 1, 2, 3 and 6).  
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Table 1. Sample Characteristics: Demographics. 

 

Demographics 

Total sample 

(N = 142) 

SUD/ PTSD  

(N = 21) 

SUD/ Partial PTSD  

(N = 15) 

SUD/ No PTSD 

(N =  106) 

Mean age (SD) 43.3 (10.21) 44.1 (9.10) 38.9 (7.7) 43.7 (10.6) 

Gender, n (%)     

      Male  105 (73.9) 9 (42.9) 7(46.7) 89 (84.0) 

      Female  37 (26.1) 12 (57.1) 8 (53.3)  17 (16) 

Ethnicity, n (%)     

     Caucasian/ Dutch 93 (65.5) 11 (52.4)  9 (60) 73 (68.9) 

     Caucasian/ European (other)  9 (6.3) 0 (0) 2 (13.3) 7 (6.6) 

     Arabic/ Moroccan/ Turkish  8 (5.6) 1 (4.8)  0 (0) 7 (6.6) 

     Black/ Surinamese/ Caribbean  13 (9.2) 3 (14.3)  1 (6.7)  9 (8.5) 

     Black/ African (other)  4 (2.8) 2 (9.5) 1 (6.7) 1 (0.9) 

     Other  5 (3.5) 2 (9.5) 0 (0) 3 (2.8) 

     Missing  10 (7.0) 2 (9.5) 6 (5.7) 

Education (certificate), n (%) 
 

   

    No education, primary school  19 (13.4) 3 (14.3)  3 (20.0) 13 (12.2) 

    Secondary school, lower level* 35 (24.6) 4 (19)  4 (26.7) 27 (25.5) 

    Secondary school, higher level * 37 (26.1) 8 (38.1) 4 (26.7)) 25 (23.6) 

    Postsecondary* 36 (25.4) 2 (9.5) 2 (13.3) 32 (30.2) 

    Missing   15 (10.6) 4 (19)  2 (13.3) 9 (8.4) 

Relationship status, n (%)     

     Single  78 (54.9) 11 (52.4)  11 (73.3) 56 (52.8) 

     Married/ living with partner   25 (17.6) 1 (4.8)  1 (6.7) 24 (22.7) 

     Separated/ divorced 21 (14.8) 5 (23.8)  0 (0) 15 (14.2) 

      Missing  18 (12.7) 4 (19) 3 (20.0) 11 (10.3) 

Source of income, n (%)     

      None 10 (7) 2 (9.5) 0 (0) 8 (7.5) 

      Benefits  51 (35.9) 5 (23.8)  6 (40.0) 38 (35.9) 

      Work 65 (45.8) 10 (47.6) 5 (33.3) 50 (47.2) 

      Other  4 (2.8) 1 (4.8) 2 (13.3) 3 (2.8) 

      Missing  12 (8.5) 3 (14.3) 2 (13.3) 7 (6.6) 

 
Note. SUD = Substance use disorder. PTSD = Posttraumatic stress disorder. * Level of education: secondary school, lower level = 
VBO/LBO/MAVO/Avo; secondary school, higher level = HAVO, VWO, MBO; postsecondary = HBO, university, doctor of 
philosophy. 

2

 

(13

.

3)
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Table 2. Sample Characteristics: Substance Use Disorders and Traumatic Events. 

 

Characteristics 

Total sample 

(N = 142) 

SUD/ PTSD  

(N = 21) 

SUD/ Partial PTSD  

(N = 15) 

SUD/ No PTSD 

(N =  106) 

Substance use disorders, n (%)     

      Alcohol dependence  89 (62.7) 12 (57.1) 8 (53.3) 69 (65.1) 

      Alcohol abuse  31 (21.8) 6 (28.6) 3 (20.0) 22 (79.2) 

      Cannabis dependence  52 (37.0) 8 (38.1) 8 (53.3) 36 (34.0) 

      Cannabis abuse  2 (1.0) 0 (0) 0 (0) 2 (1.9) 

      Cocaine dependence  21 (14.7) 4 (19.0) 3 (20.0) 14 (13.2) 

      Cocaine abuse  12 (8.5) 2 (9.5) 2 (13.3) 8 (7.5) 

      Sedative dependence  10 (7.0) 1 (4.8) 3 (20.0) 6 (5.7) 

      Sedative abuse  7 (4.9) 0 (0) 1 (6.7) 6 (5.7) 

      Opiate dependence 0 (0) 0 (0) 0 (0) 0 (0) 

      Opiate abuse  1 (0.7) 0 (0) 0 (0) 1 (0.9) 

      Amphetamine dependence  3 (2.1) 1 (4.8) 0 (0) 2 (1.9) 

      Amphetamine abuse  0 (0) 0 (0) 0 (0) 0 (0) 

Traumatic events, n (%)     

      Any trauma reported  104 (73.2) 21 (100) 15 (100) 68 (64.2) 

      Single trauma  36 (25.4) 4 (19.0) 2 (13.3) 30 (28.3) 

      Multiple trauma  68 (47.9) 17 (81.0) 13 (86.7) 38 (35.8) 

      Physical intimidation  44 (31) 13 (61.9) 7 (46.7) 24 (22.6)  

      Serious accident  26 (18.3) 4 (19) 5 (33.3) 17 (16.0) 

      Disaster  3 (2.1) 1 (4.8) 0 (0) 2 (1.9) 

      Physical violence/assault   61 (43.0) 18 (85.7) 11 (73.3) 32 (30.2) 

      Rape/ sexual violence/ sexual abuse  34 (23.9) 12 (57.1) 10 (66.7) 12 (11.3) 

      War   6 (4.2) 3 (14.3) 1 (6.7) 2 (1.9) 

      Other traumatic events   43 (30.3) 6 (28.6) 3 (20.0) 34 (32.1) 

 
Note. SUD = Substance use disorder. PTSD = Posttraumatic stress disorder. 
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 Table 3. Diagnostic Efficiency of the PC-PTSD Detecting a Diagnosis of PTSD.  

Criterion Cutoff Sensitivity Specificity PPP NPP OE 

PC-PTSD 2 .86 .57 .26 .96 .61 

 3 .67 .72 .29 .93 .71 

 4 .52 .88 .42 .91 .82 

Extended PC-PTSD (8 items) 3 .86 .56 .25 .96 .61 

 4 .76 .60 .25 .94 .63 

 5 .62 .68 .25 .91 .67 

 6 .62 .73 .28 .92 .71 

 7 .62 .79 .34 .92 .77 

Individual items        

      Item 1 - .81 .67 .30 .95 .69 

      Item 2 - .76 .71 .31 .94 .72 

      Item 3 - .76 .61 .25 .94 .63 

      Item 4 - .71 .58 .23 .92 .60 

      Item 5 - .71 .64 .26 .93 .65 

      Item 6 - .80 .61 .26 .95 .64 

      Item 7 - .71 .61 .24 .92 .62 

      Item 8 - .67 .64 .24 .92 .64 

Combination of items 1, 2, 3, 6 2 .91 .62 .29 .97 .66 

 3 .67 .70 .28 .92 .70 

 4 .52 .84 .37 .92 .80 

 
Note. PC-PTSD = Primary Care posttraumatic stress disorder screen. PTSD = Posttraumatic stress disorder. PPP = Positive 
predictive power. NPP = Negative predictive power. OE = Overall efficiency. The table presents results for all cutoffs resulting in 
sensitivity and specificity values exceeding .50 (i.e., greater than chance) in detecting positive or negative cases. 
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Table 4. Diagnostic Efficiency of the PDS Detecting a Diagnosis of PTSD. 

Criterion Cutoff Sensitivity Specificity PPP NPP OE 

PDS 12 .86 .57 .26 .96 .61 

 13 .86 .59 .27 .96 .62 

 14 .86 .61 .28 .96 .65 

 15 .81 .61 .27 .95 .65 

 18 .77 .67 .29 .94 .68 

 19 .76 .68 .30 .94 .70 

 20 .76 .71 .31 .94 .72 

 
Note. PDS = Posttraumatic Diagnostic Scale. PTSD = Posttraumatic stress disorder. PPP = Positive predictive power. NPP = 
Negative predictive power. OE = Overall efficiency. 

 

 

Table 5. Diagnostic Efficiency of Different Criteria for Detecting Partial PTSD.  

Criterion Cutoff Sensitivity Specificity PPP NPP OE 

PC-PTSD 2 .86 .63 .44 .93 .69 

 3 .67 .77 .50 .87 .75 

 4 .50 .92 .69 .84 .82 

Extended PC-PTSD (8 items) 3 .86 .62 .44 .93 .68 

 4 .81 .67 .45 .91 .70 

 5 .67 .74 .46 .87 .72 

 6 .67 .79 .52 .88 .76 

 7 .58 .84 .55 .86 .77 

 8 .67 .93 .39 .82 .80 

Combination of items 1, 2, 3, 6 1 .97 .50 .40 .98 .62 

 2 .89 .69 .49 .95 .74 

 3 .67 .75 .48 .87 .73 

 4 .53 .90 .63 .85 .80 

PDS 12 .83 .62 .43 .92 .73 

 13 .83 .65 .45 .92 .70 

 14 .81 .66 .45 .91 .70 

 15 .75 .66 .43 .89 .68 

 
Note. PC-PTSD = Primary Care PTSD screen. PTSD = Posttraumatic stress disorder. PPP = Postive predictive power. NPP = 
Negative predictive power. OE = Overall efficiency. 
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Discussion 

The first aim of this study was to cross-validate the PC-PTSD as a brief PTSD screening 

instrument in civilian SUD patients. When applying the current VA cutoff score norm of 3, only 

moderate values for sensitivity (.67) and specificity (.72) were found, which are considerably 

lower than those obtained in earlier research amongst VA patients with SUD (Kimerling et al., 

2006). Sensitivity could be increased to .86 using a cutoff score of 2 (specificity = .57). In other 

words, out of 100 patients with PTSD, 86 will be detected by the screener, and of 100 patients 

without a diagnosis for PTSD, 57 will be correctly identified as having no PTSD. There are no 

universal criteria to decide what constitutes a good performance of a screening instrument as the 

relative importance of sensitivity and specificity depends on the nature of the diagnostic situation 

(Baldessarini, Finkelstein, & Arana, 1983). However, it can be argued that to identify PTSD 

among patients with SUD, high sensitivity has a priority above other diagnostic qualities. The PC-

PTSD with a cutoff of 2 appears to be most suitable for this purpose.  

Using a cutoff of 2 is in line with the advice given by Prins et al. (2003) to choose a cutoff 

of 2 if sensitivity rather than OE should be optimized. However, it should be noted that our 

results differ from findings of Kimerling et al. (2006). This discrepancy may reflect a systematic 

difference between military and civilian samples, though. For example, there is evidence for 

higher cutoffs on the PCL for military personnel when compared to civilians (Forbes et al., 2001; 

Prins et al., 2003; Walker et al., 2002). There are also indications that VA subjects report 

relatively more PTSD symptoms compared to civilian PTSD patients (Bliese et al., 2008; Frueh 

et al., 2000). In their review, Frueh et al. (2000) describe several hypotheses to explain this 

phenomenon (severity of actual illness, single global distress factor, compensation-seeking status, 

malingering, and sociopolitical considerations). Another explanation might be data collection 

procedures used in a number of VA samples (e.g. surveillance research instead of clinical 

research) (Bliese et al., 2008).  

Although speculative, an explanation for a lower optimal cutoff for the PC-PTSD in our 

study might be the possible overreporting on Item 3 in military samples compared to civilians. 

This item is sc constantly on guard, watchful, or easily startled .  

For some sol  might symbolize necessary 

professional characteristics rather than a pathological symptom. 
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The second aim of this study was to test diagnostic efficiency of the PC-PTSD for the 

assessment of PTSD compared to a number of other instruments. The performance of the PC-

PTSD was found to be equal to the PDS, a self-report questionnaire of PTSD symptom severity 

assessing all 17 DSM-IV criteria (Foa et al., 1997). The diagnostic efficiency did not improve by 

adding additional items to build an extended eight-item version of the PC-PTSD. Finally, a new 

four-item measure assembled in this study by combining the most sensitive items of the extended 

PC-PTSD was tested. This resulted in slightly higher sensitivity (.91 vs. .86) and specificity 

values (.62 vs. .57).  However, because this new item combination was established post-hoc, 

these values are likely to be inflated; therefore, these findings need to be cross-validated in an 

independent sample before any strong conclusions regarding a superiority over the PC-PTSD can 

be drawn (Ehring et al., 2007). Interestingly, results for the PC-PTSD and its comparison with 

other screening instruments were similar for full-blown PTSD and subthreshold PTSD. 

Therefore, the screener appears to be suitable for the detection of both disorders.  

Although the results of this study support diagnostic efficiency of the PC-PTSD in a civilian 

SUD population, our study has several limitations. The fact that the screening questionnaire was 

given while patients were still using substances is a strength of this study, as it mirrors the 

situation during intake in clinical practice. However, the SCID-I was also conducted while most 

patients had used substances in the weeks prior to the interview. Although patients showing 

prominent intoxication were not included, there is a chance that PTSD symptoms reported during 

the diagnostic interview were influenced by recent substance use. A recommendation for future 

research would be to repeat the SCID-I interview after 4 weeks of abstinence. Another limitation 

concerns the generalizability of the results. First of all, the base rate of PTSD is relatively low in 

our sample. Although trauma rate in our sample was comparable to findings in other studies, only 

14.8% of our subjects met full criteria for PTSD and an additional 10.6% met partial criteria. The 

incidence of PTSD in our sample is therefore somewhat lower than found in earlier studies 

among SUD populations (e.g. Harrington & Newman, 2007; Hyman, Garcia, Kemp, Mazure, & 

Sinha, 2005; Ouimette et al., 2006). A number of possible explanations for this discrepancy are 

conceivable. First, it may be due to procedural differences. In our study, interviewers were 

-PTSD and PDS scores to prevent response bias. In addition, to 

prevent overreporting of trauma or PTSD symptoms, patients were told that the interview was 
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about psychological complaints in general, without specifically mentioning trauma or PTSD. To 

our knowledge, these procedures were not used in earlier studies, which might have led to more 

participants reporting PTSD symptoms in earlier studies as they were primed regarding the 

purpose of the interview.  

Second, the lower rate of PTSD in our sample may partly be due to the fact that 

educational level was rather high. Earlier research has shown intelligence to be negatively related 

to PTSD (Breslau, Lucia, & Alvarado, 2006; McNally & Shin, 1995). In addition, our sample 

consisted of significantly more men than women, whereas women apparently have a higher 

vulnerability for PTSD (Olff, Langeland, Draijer, & Gersons, 2007). Finally, differences in 

cultural aspects and/or characteristics of the health care systems in the Netherlands versus the 

United States may have contributed to the relatively lower prevalence of PTSD in our sample. 

There is some indication that the conditional risk of developing PTSD in trauma survivors may 

be somewhat lower in the Dutch populations (Bronner et al., 2009) when compared to the U.S. 

populations (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995 ). In addition, PTSD treatments 

are readily available for individuals living in the Netherlands and paid for by national health care 

insurance. This may lead to a relatively early detection and treatment of PTSD before secondary 

substance abuse is developed.  

The generalizability of the present findings is furthermore limited by the fact that we 

investigated a specific group of patients with SUD. At the Jellinek substance abuse treatment 

center, a distinction is made between abstinence/controlled use-orientated treatment programs 

(e.g. motivational interviewing, cognitive behavioral treatment) and harm-reduction programs 

(continuous medical and/or psychosocial support). This study was conducted in patients being 

assessed for abstinence/controlled use-orientated treatment programs only. Future research is 

needed to test whether the results can be replicated in the more severe group of chronic care 

patients.  

A further limitation may be the fact that PTSD was assessed using the SCID-I but not the 

Clinician-Administered PTSD Scale (CAPS) (Blake et al., 1990), which is often regarded as the 

gold standard. Reassuringly, earlier research has found a high agreement between PTSD 

diagnoses established with the SCID-I and the CAPS (Foa, & Tolin, 2000). Future studies should 

also establish interrater reliability, which was not available in this study.  
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Finally, the instruction for the PC-PTSD was slightly adapted for this study. Participants 

were first provided with a list of traumatic events and asked to indicate whether they had 

experienced any of these events. This modification appeared necessary based on findings of a 

pilot study conducted in the same population, which showed that a relatively large number of 

participants did not understand the meaning of traumatic experiences. It is unclear whether this 

adaptation has influenced the results in any major way. Future research is needed to directly test 

the diagnostic efficiency of the original PC-PTSD and its modified version used in this study. 

Despite these limitations, results of this study suggest that the PC-PTSD can be a useful 

screening instrument for PTSD in a civilian SUD population. In our study, the PC-PTSD showed 

a good sensitivity, which can be regarded as the most important property when screening for 

PTSD in a substance abuse treatment center. In addition, it performed equally to the 17-item PDS 

and an extended version of the PC-PTSD. However, the PC-PTSD showed only moderate 

specificity. It can therefore be expected to lead to a number of false positives when used in 

clinical practice. Future research is needed to test whether the specificity of the measure can be 

improved or whether the suboptimal specificity is simply due to the complex symptom 

presentation in nonabstinent populations. This finding has important clinical implications because 

screening for PTSD among SUD patients during pre-treatment assessment is crucial to ascertain 

appropriate treatment allocation for patients with SUD suffering from PTSD symptoms.  
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