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Abstract 
This study aimed to cross-validate earlier findings regarding the diagnostic efficiency of a 

modified version of the Primary Care posttraumatic stress disorder screen (PC-PTSD). The PC-

PTSD is a 4-item screening questionnaire for posttraumatic stress disorder (PTSD). Based on 

former research, we adapted the PC-PTSD for use among civilian substance use disorder (SUD) 

patients. This version will be referred to as the Jellinek-PTSD screening questionnaire (J-PTSD). 

Results showed a high sensitivity (.87), specificity (.75), and overall efficiency (.77) of the J-

PTSD in detecting PTSD when using a cutoff score of 2. This confirms findings in former 

research, and suggests that the J-PTSD is a useful screening instrument for PTSD within a 

civilian SUD population. Both PTSD and SUD are severe and disabling disorders causing great 

psychological distress. An early recognition of PTSD among SUD patients makes it possible to 

address PTSD symptoms in time, which may ultimately lead to an improvement of symptoms in 

this complex patient group. 
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Introduction 

The prevalence of posttraumatic stress disorder (PTSD) is high among patients with 

substance use disorders (SUDs). Research has shown that approximately one of every three SUD 

patients has a formal diagnosis for PTSD (Harrington & Newman, 2007; Kimerling, Trafton, & 

Nguyen, 2006). Within this group, women are more likely to have a PTSD diagnosis than men 

(Ouimette, Goodwin, & Brown, 2006). Patients with concurrent PTSD and SUD suffer from 

more severe complaints and show worse treatment outcomes compared to patients with either 

disorder alone (Back et al., 2000; Brown & Wolfe, 1994; Najavits, Weiss, & Shaw, 1999; 

Ouimette, Brown, & Najavits, 1998). The sequential treatment of both disorders might contribute 

to the poor prognosis of this patient group. Usually, patients have to complete SUD treatment 

successfully before PTSD complaints are addressed (Van Dam, Vedel, Ehring, & Emmelkamp, 

2012). However, both retrospective and experimental research suggests a functional relationship 

between PTSD and SUD (Back, 2010; Back, Brady, Jaanimagi, & Jackson, 2006; Coffey et al., 

2002; Michael, 2003; Saladin et al., 2003; Stewart & Conrod, 2003). This implies that if one of 

the disorders is treated separately, the other disorder is likely to exacerbate. A number of authors 

have therefore suggested that an integrated treatment approach might be more appropriate 

(McGovern et al., 2009; Najavits, 2007).  

However, researchers and clinicians who want to implement integrated treatments are 

faced with the practical problem of how to identify patients with concurrent PTSD and SUD. 

Earlier research has shown that regardless of their high prevalence, PTSD complaints often stay 

unnoticed within substance abuse treatment centers (Kimerling et al., 2006; Reynolds et al., 

2005). Reassuringly, systematic screening for PTSD among SUD patients has shown to improve 

the detection rate substantially (Kimerling et al., 2006). Screening instruments with established 

high diagnostic properties are needed to implement such an approach in routine clinical settings.   

A number of requirements for screening instruments for PTSD have been suggested in the 

literature. Most importantly, the measures should have good diagnostic qualities to identify 

PTSD, and should be easily administered and interpreted (Brewin, 2005; National Collaborating 

Centre for Mental Health, 2005). These aspects are especially important when screening for 

PTSD among SUD patients, because during intake most patients are still using substances that 

may influence comprehension and concentration. The Primary Care posttraumatic stress disorder 
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screen (PC-PTSD) (Prins et al., 2003) is a short and simple screening questionnaire for PTSD 

(Davis & Whitworth, 2009) that has been shown to meet these requirements. The questionnaire 

consists of four yes/no questions representing the PTSD symptom clusters reexperiencing, 

avoidance/ numbing, and increased arousal. The PC-PTSD has successfully been used in 

substance use populations (Deady, 2009; Ford, Hawke, Alessi, Ledgerwood, & Petry, 2007; 

Goldstein, Asarnow, Jaycox, Shoptaw, & Murray, 2007). However, until recently its diagnostic 

qualities were exclusively investigated among veterans treated at VA primary care (Bliese et al., 

2008; Prins et al., 2003) or SUD departments (Kimerling et al., 2006).  

 In a recent study, a modified version of the PC-PTSD was evaluated in a group of civilian 

SUD patients (Van Dam, Ehring, Vedel, & Emmelkamp, 2010). The instruction for the PC-PTSD 

was adapted in that 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 lot of 

 Van Dam et al. 

(2010) found a sensitivity of .86, and a specificity of .57 for the PC-PTSD (cutoff score = 2). The 

performance of the PC-PTSD was found to be equal to the Posttraumatic Diagnostic Scale (Foa, 

Cashman, Jaycox, & Perry, 1997), a self-report questionnaire of PTSD symptom severity 

assessing all 17 criteria of the fourth revision of the Diagnostic and Statistical Manual (DSM-IV; 

American Psychiatric Association [APA], 1994). In addition, the diagnostic efficiency did not 

improve by adding four additional items to the PC-PTSD referring to arousal and numbing 

symptoms, which are assumed to be linked to substance use in PTSD samples (Najavits et al., 

2003; Saladin, Brady, Dansky, & Kilpatrick, 1995; Shipherd, Stafford, & Tanner, 2005; Stewart, 

Conrod, Pihl, & Dongier, 1999). However, accumulating the four most sensitive items (>.75) 

resulted in slightly higher sensitivity (.91), and specificity values (.62). In the current article, this 

new item combination will be referred to as the Jellinek-PTSD screening questionnaire (J-PTSD). 

In sum, the J-PTSD is based on the PC-PTSD but (1) includes an adapted instruction providing 

participants with a list of traumatic events and asking them to indicate whether they have 

experienced any of these events, and (2) combines the first three items from the original PC-

PTSD with a new item enquiring about the feeling that future plans or hopes will not come true 

as a consequence of the experience.  
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In the earlier study by Van Dam et al. (2010), the J-PTSD showed good diagnostic 

properties. However, as the best item combination and cutoff were established post-hoc, cross-

validation is necessary before any strong conclusions can be drawn regarding its diagnostic 

efficacy in detecting PTSD among civilian SUD patients (see Ehring, Kleim, Clark, Foa, & 

Ehlers, 2007; Van Dam et al., 2010). The aim of the current study was to cross-validate the J-

PTSD in an independent sample of SUD patients.  

 

Method 

Participants 

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

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

before entering formal treatment. Inclusion criteria were: (1) a diagnosis of substance abuse or 

substance dependence according to DSM-IV, (2) being 18 years or older, and (3) having sufficient 

fluency in Dutch to understand research procedures. Exclusion criteria were (1) nicotine 

dependency as the only SUD, (2) severe psychiatric problems that required immediate clinical 

care (e.g., psychotic symptoms, manic episode and depression with suicidal ideation) and (3) 

severe cognitive disorders. In addition, patients showing prominent intoxication or withdrawal 

that obstructed routine intake-procedures were not asked to fill out the screener.  

 

Measures 

Diagnostic interviews. The Composite International Diagnostic Interview (CIDI vs 2.1.) 

(World Health Organization, 1997) was carried out during the intake to obtain DSM-IV SUD 

diagnoses. PTSD was diagnosed with the Structured Clinical Interview for DSM-IV axis I 

Disorders (First, Spitzer, Gibbon, & Williams, 1996). The items of the SCID reflect the 

diagnostic criteria of the DSM-IV.  

Screening questionnaires. The J-PTSD, a Dutch modified version of the PC-PTSD 

(Prins et al., 2003) was used to screen for PTSD (see Van Dam et al., 2010, for a description of 

the development of the measure). The screener first provides a definition of traumatic events with 

a list of potentially traumatic experiences (e.g., serious accident, rape, sexual abuse), including a 

free category  for other kinds of traumatic events. Participants were asked to mark all traumatic 
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events they had experienced in the past. Participants who have never experienced any traumatic 

event were instructed to stop filling out the questionnaire at that point. All other participants were 

asked to fill out four yes/no items, reflecting respectively on reexperiencing, avoidance, 

hyperarousal and numbing symptoms (see Appendix A). The first three items of the J-PTSD are 

the same as in the original PC-PTSD. The fourth item of the original PC-PTSD referring to the 

t numb or detached from others, activities, or 

has been replaced by another item referring to the avoidance/ numbing 

 

 

Procedure 

From February 28, 2011 until March 28, 2011 data were collected from all patients 

successively attending the Jellinek for an intake. During the intake interview, patients meeting 

inclusion criteria were informed about the study, and written informed consent was obtained. 

First, substance use was assessed using the CIDI and additional measures not reported in this 

study. Then, patients were asked to fill out the J-PTSD without showing their responses to the 

interviewer in order to keep him/her blind for screener results. After that, the interviewer 

administered the PTSD-section of the SCID-I interview. All interviewers were psychologists and 

had received specific training and supervision in conducting the CIDI and the PTSD-section of 

SCID-I. In principle, the original questions of the SCID-I PTSD module were used. However, 

interviewers were trained to provide extra examples for traumatic experiences (e.g., physical 

violence and sexual abuse during childhood) to illustrate the type of events the questions refer to. 

 

Data Analyses 

In order to investigate the diagnostic qualities of the screener, sensitivity (chance of 

screening positive while having a true diagnosis), specificity (chance of screening negative while 

not having a diagnosis), 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. A receiver operating characteristic (ROC) analysis was carried out to evaluate 
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different cutoffs weighing sensitivity versus specificity. Results were compared with earlier 

findings for the J-PTSD (Van Dam, Ehring, Vedel, & Emmelkamp, 2010).  

 

Results 

Sample characteristics   

Characteristics of the total sample (excluded and included participants). A total of 

153 participants were interviewed for an intake during the period in which the study took place. 

Sixty-one (39.9%) individuals were excluded from the study for the following reasons; 42.7% 

had no SUD (e.g., patient presented with a single diagnosis for pathological gambling), or a 

single diagnosis for nicotine dependency, 16.4% did not want to participate, 19.7% had severe 

psychiatric or cognitive problems, or was prominently intoxicated, 11.5% had no sufficient 

understanding of Dutch, and 9.8% reported other reasons not to participate. Ninety-two (60.1%) 

individuals were included. No differences were found between the included and excluded group 

regarding age F(1, 152) = 2.5, p = .12, p
2 = 0.02, as well as gender, nationality, work status and 

level of education (all p  

Characteristics of the final sample (included participants only). The final sample 

consisted of 92 participants. According to the SCID-I, 16.3% of the sample (N = 15) met full 

DSM-IV criteria for PTSD, and 5.4% of the sample (N = 5) met criteria for partial 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). Sample 

characteristics are displayed in Table 1.  

The sample comprised 70 men (76.1%), and 22 women (23.9%). The level of education 

was relatively high since 43.5% of the patients had completed a higher level of secondary school. 

Frequencies of substances used are presented in Table 2. Alcohol was the most frequently used 

substance. Table 2 also presents an overview of the type of traumatic events participants had 

experienced. The vast majority of patients with a diagnosis for PTSD reported multiple traumas. 

Physical violence/assault and physical intimidation were most frequently reported (respectively 

73.3% and 60%). 
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Table 1. Sample characteristics: Demographics. 

 

Demographics 

Included  

(N = 92) 

SUD/ PTSD  

(N =15) 

SUD/ Part PTSD  

(N = 5) 

SUD/ No PTSD 

(N = 72 ) 

Excluded 

(N = 61) 

Mean age (SD) 42.1 (11) 41 (11.8) 40 (11.9) 42.5 (10.9) 45.2 (12.5) 

Gender, n (%)      

      Male  70 (76.1) 11 (73.3) 3 (60) 56 (77.8) 38 (62.3) 

      Female  22 (23.9) 4 (26.7) 2 (40) 16 (22.2) 23 (37.7) 

Nationality, n (%)      

     Dutch  72 (78.3) 10 (66.7) 3 (60) 59 (81.9) 41 (67.2) 

     European (other)  5 (5.4) 2 (13.3) 1 (20) 2 (2.8) 5 (8.2) 

     Moroccan/Turkish  6 (6.5) 2 (13.3) 0 (0) 4 (5.6) 5 (8.2) 

     Surinamese/Caribbean 2 (2.2) 0 (0) 1 (20) 1 (1.4) 2 (3.3) 

     Other 2 (2.2) 0 (0) 0 (0) 2 (2.8) 5 (8.2) 

     Missing 5 (5.4) 1 (6.7) 0 (0) 4 (5.6) 3 (4.9) 

Education (certificate), n (%)      

    No education, primary school  6 (6.5) 3 (20) 0 (0) 3 (4.2) 5 (8.2) 

    Secondary school, lower level 20 (21.7) 3 (20) 2 (40) 15 (20.8) 13 (21.3) 

    Secondary school, higher level 40 (43.5) 8 (53.3) 3 (60) 29 (40.3) 18 (29.5) 

    Postsecondary  21 (22.8) 1 (6.7) 0 (0) 20 (27.8) 14 (23) 

    Missing  5 (5.4) 0 (0) 0 (0) 5 (6.9) 11 (18.0) 

Relationship status, n (%)       

     Single  9 (9.8) 1 (6.7) 0 (0) 8 (11.1) 1 (1.6) 

     Partner   83 (90.2) 14 (93.3) 5 (100) 64 (88.9) 9 (14.8) 

     Missing  0 (0) 0 (0) 0 (0) 0 (0) 51 (83.6) 

Source of income, n (%)      

      No work 54 (58.7) 7 (46.7) 4 (80) 43 (59.7) 41 (67.2) 

      Work  37 (40.2) 8 (53.3) 1 (20) 28 (38.9) 17 (27.9) 

      Missing  1 (1.1) 0 (0) 0 (0) 1 (1.4) 3 (4.9) 

 
Note. SUD = Substance use disorder. PTSD = Posttraumatic stress disorder. Part PTSD = Partial PTSD. 



52_Untitled-2.job52_Proefschrift Debora van Dam.job

 

 

52 

Table 2. Sample Characteristics: Substance Use and Traumatic Events. 

 

Characteristics 

Total sample 

(N = 92) 

SUD/ PTSD  

(n = 15) 

SUD/ Partial PTSD  

(n = 5) 

SUD/ No PTSD 

(n = 72) 

Substances Used, n (%)     

Alcohol  74 (80.4) 12 (80) 5 (100) 57 (79.2) 

Cannabis 37 (40.2) 5 (33.3) 0 (0) 32 (44.4) 

Cocaine 21 (22.8) 3 (20) 2 (40) 11 (15.3) 

Opiates 2 (2.2) 0 (0) 0 (0) 3 (4.2) 

Sedatives 5 (5.4) 1 (6.7) 0 (0) 4 (5.6) 

Amphetamine 2 (2.2) 0 (0) 0 (0) 2 (2.8) 

Other 1 (1.1) 0 (0) 0 (0) 0 (0) 

Traumatic events, n (%)     

      Any trauma reported  53 (57.6) 15 (100) 5 (100) 33 (45.8) 

      Single trauma  24 (26.1) 1 (6.7) 1 (20) 22 (30.6) 

      Multiple trauma  28 (30.4) 14 (93.3) 4 (80) 10 (13.9) 

      Physical intimidation  19 (20.7) 9 (60) 1 (20) 9 (12.5) 

      Serious accident  18 (19.6) 4 (26.7) 2 (40) 12 (16.7) 

      Disaster  3 (3.3) 1 (6.7) 0 (0) 2 (2.8) 

      Physical violence/assault   28 (30.4) 11 (73.3) 4 (80) 13 (18.1) 

      Rape/ sexual violence/ sexual abuse  17 (18.5) 5 (33.3) 3 (60) 9 (12.5) 

      War   3 (3.3) 2 (13.3) 0 (0) 1 (1.4) 

      Other traumatic events   15 (16.3) 5 (33.3) 1 (20) 9 (12.5) 

 
Note. SUD = Substance use disorder. PTSD = Posttraumatic stress disorder. 

 

Table 3. Diagnostic Efficiency of the J-PTSD Detecting a Diagnosis of (partial) PTSD.   

Diagnosis Cutoff Sensitivity Specificity PPP NPP OE 

PTSD 1 .87 .64 .32 .96 .67 
 2 .87 .75 .41 .97 .77 
 3 .73 .84 .48 .94 .83 
 4 .60 .92 .60 .92 .87 
Partial PTSD 1 .90 .68 .44 .96 .73 
 2 .85 .79 .53 .95 .80 
 3 .70 .88 .61 .91 .84 
 4 .55 .94 .73 .88 .86 
 
Note. J-PTSD = Jellinek-PTSD screening questionnaire. PTSD = Posttraumatic stress disorder. PPP = Positive predictive power. 
NPP = Negative predictive power. OE = Overall efficiency.  
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Diagnostic Efficiency of the J-PTSD 

In a first step, ROCs were performed to investigate the diagnostic efficiency of the J-

PTSD identifying PTSD and partial PTSD. The areas under the curve (AUC) were respectively 

.84 for PTSD and .87 for partial PTSD.  

In a second step, diagnostic efficiency was calculated for the J-PTSD, using the cut off of 

2 established in earlier research (Van Dam et al., 2010). High sensitivity, specificity and OE were 

found in detecting both PTSD and partial PTSD (PTSD: sensitivity = .87, specificity = .75, OE = 

.77; partial PTSD: sensitivity = .85; specificity = .79; OE = .80). 

 In a third step, it was tested whether the diagnostic efficiency of the J-PTSD could be 

improved by choosing a different cutoff. Results showed that this was not the case. As expected, a 

cutoff score of 2 gave optimal results in identifying both PTSD and partial PTSD (see Table 3).  

 

Discussion 

The aim of the current study was to replicate and cross-validate earlier findings for the J-

PTSD in a sample of civilian SUD patients. In a recent study, high sensitivity (.92), moderate 

specificity (.62), and moderate OE (.66) were found using a cutoff score of 2 (Van Dam, Ehring, 

Vedel, & Emmelkamp, 2010). Results of the current study confirmed the validity of this optimal 

cutoff for the J-PTSD, in that high values were found for sensitivity (.87), specificity (.75), and 

OE (.77) in detecting PTSD. This means that out of 100 patients with PTSD, 87 will be correctly 

identified by the screener as having PTSD. Out of 100 patients without a diagnosis for PTSD, 75 

will be correctly identified as having no PTSD. Additional analyses confirmed that a cutoff = 2 

was indeed optimal. The high values found for sensitivity, specificity, and OE suggest that the 

screener possesses good diagnostic qualities. Although the sensitivity is slightly lower than in the 

former study, the specificity and the OE are substantially better. This indicates that the J-PTSD 

can contribute to the efficiency in clinical practice. Using the J-PTSD, a large majority of patients 

with PTSD will be correctly identified to be invited for in-depth assessment, while few patients 

are invited unnecessarily.  

The results for detecting partial PTSD with the J-PTSD were comparable to the findings 

for full-blown PTSD. For partial PTSD, a sensitivity of .85, a specificity of .79 and an OE of .80 

were found. 
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In sum, the cross-validation of the J-PTSD was successful as good diagnostic qualities in 

identifying PTSD were found. Earlier research has shown that diagnostic properties for screening 

measures are often inflated as cutoffs are usually established post-hoc, and screening measures 

therefore typically show much poorer properties in replication samples than in the original 

samples (Ehring et al., 2007). In contrast to this observation, the J-PTSD showed comparable 

results in the original sample (Van Dam et al.,  2010), and the independent cross-validation in the 

current sample, which further supports the validity of the findings.  

The higher specificity of the J-PTSD compared with our former study can possibly be 

explained by a difference in procedure. For instance, in the former study participants were told 

that general psychological complaints were the subject of investigation, while in the current study 

participants knew that the research was about symptoms originating from traumatic experiences 

in the past. This might have led to a better comprehension of the items of the J-PTSD preventing 

participants from overreporting symptoms. One could argue that the measurement in the current 

study may therefore be slightly biased. On the other hand, we think that being transparent to 

patients about the purposes of a screener better resembles good clinical practice. If implemented 

in routine clinical practice, screening for PTSD should also be done in a transparent way by 

providing clients with information about the purpose and procedure of the screening, offering 

psycho-education regarding the relationship between PTSD and SUD, and assuring clients 

consent before screening for trauma and PTSD. The modification can therefore also been seen as 

a strength of the study. Additional strengths of the current study were the use of a sample of 

consecutive patients, which rules out a selection bias, and the relatively large sample size. 

Finally, the fact that the screening questionnaire was given while patients were still using 

substances, is also a positive feature of the current study, as this mirrors daily clinical practice.  

 This study also had some limitations. Similar to our former study, the base rate of PTSD 

was somewhat lower in our sample compared with other studies in SUD samples  (Harrington & 

Newman, 2007; Kimerling et al., 2006). Perhaps this difference can partly be explained by our 

procedure where interviewers were blinded regarding the scores of the screener to prevent 

response bias from the interviewers. Another explanation for the lower PTSD base rate may be 

the use of SCID-I for assessing PTSD instead of the Clinician-Administered PTSD Scale (CAPS) 

(Blake et al., 1990), which is often referred to as the gold standard. Unlike the CAPS, SCID-I 
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does not include a systematic protocol for assessing the experience of traumatic events in the 

past. Possibly this has led to an underestimation of PTSD diagnoses in our sample. However, 

both instruments have shown a high correspondence in establishing PTSD diagnoses (Foa, & 

Tolin, 2000).  

 Furthermore, specific sample characteristics may play a role in our former and current 

study, limiting the generalizability of our findings. First, the participants have attained on average 

a relatively high level of education. Although findings are mixed on whether education level is a 

significant predictor of posttraumatic stress (Martz, Birks, & Blackwell, 2005), the possibility of 

a negative relationship between PTSD and level of education should be considered for the Dutch 

population, as a study among Dutch pregnant women showed that PTSD was significantly 

associated with a lower educational level (Engelhard, van den Hout, & Schouten, 2006). Second, 

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

vulnerability for PTSD (Olff, Langeland, Draijer, & Gersons, 2007). Third, risk of developing 

PTSD after experiencing trauma might be somewhat lower in Dutch populations (Bronner et al., 

2009) when compared to the US population (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. Differences in mental health 

care systems make it difficult to compare clients with comorbid SUD and PTSD attending 

treatment. Therefore, the diagnostic properties of the J-PTSD need to be cross-validated in other 

countries and/or settings before their use in these different contexts can be recommended. 

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

a group of SUD patients who applied for cognitive behavioral treatment. As a consequence the 

more severe group of chronic care patients, participating in harm-reduction programs, was left 

out. Future research is needed to test whether the results can be replicated in the more severe 

group of chronic care patients.  

To conclude, results of the current study suggest that the J-PTSD can be a useful 

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

good sensitivity, specificity, and OE. This finding has important clinical implications as 
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screening for PTSD among SUD patients during pre-treatment assessment is crucial to ascertain 

appropriate treatment allocation for SUD-patients suffering from PTSD-diagnosis.  

In order to implement the PTSD screening questionnaire into clinical practice information 

should be given about the existence of this tool and its proper use across substance abuse 

treatment centers. Moreover it is important to create more awareness among clinicians about the 

high prevalence of comorbid PTSD and SUD, the functional relationship of both disorders, and 

the effectiveness of psycho-education and concurrent treatments to illustrate the advantages of 

screening for PTSD among SUD patients.  
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