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Introduction

BACKGROUND

This report summarizes the presentations and discussions at the
Workshop on Integrating New Measures of Trauma into the Substance
Abuse and Mental Health Services Administration’s (SAMHSA’s) Data
Collection Programs, which was held in Washington, D.C., in December
2015. The workshop was organized as part of an effort to assist SAMHSA
and the Office of the Assistant Secretary for Planning and Evaluation
(ASPE) of the U.S. Department of Health and Human Services in their
responsibilities to expand the collection of behavioral health data in sev-
eral areas. The workshop was structured to bring together experts in the
measurement of exposure to traumatic events, the measurement of post-
traumatic stress disorder (PTSD), and health survey methods to facilitate
discussion of measures and mechanisms most promising for expanding
SAMHSA'’s data collections in this area.

The overall effort is being overseen by the Standing Committee on
Integrating New Behavioral Health Measures into the Substance Abuse
and Mental Health Services Administration’s Data Collection Programs.!
In addition to the topics covered by this workshop, SAMHSA and ASPE
are interested in expanding data collection on serious emotional distur-
bance in children, on specific mental illness diagnoses with functional
impairment, and on recovery from substance use or mental disorder.

1For a description of the overall study, see http://sites.nationalacademies.org/DBASSE/
CNSTAT /Behavioral_Health_Measures_Committee /index.htm [April 2016].

1
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Workshops on all four topics were held as part of the overall effort, and
reports from the first two workshops have been published.??

WORKSHOP FOCUS

At the beginning of the workshop, Neil Russell of SAMHSA described
the agency’s goals in exploring how to best measure and expand
SAMHSA'’s data collection programs to include measures of exposure
to traumatic events and PTSD, which can have a profound impact on
people’s lives. Studies have found associations between exposure to a
traumatic event and a wide range of negative outcomes: substance use
and dependence; depression, anxiety, and conduct problems; schizophre-
nia and personality disorders; PTSD and acute stress disorder; poorer
psychological response to subsequent traumatic event exposure; and sui-
cide. SAMHSA would like to better understand how these outcomes
occur in order to connect people who are impacted with treatments that
can facilitate recovery.

Russell said that the descriptions of traumatic event exposure first
appeared in the third edition of the American Psychiatric Association’s
Diagnostic and Statistical Manual of Mental Disorders (DSM-III), when PTSD
was added as a mental disorder (trauma-related disorders had previ-
ously been listed under other diagnoses). With the introduction of the
DSM-1V, emphasis was placed on defining a traumatic event by the event
itself rather than through people’s reactions to the event and on defining
a traumatic event as an event that involved actual or threatened death
or serious injury or a threat to the physical integrity of the person or
others. A PTSD diagnosis required that the event result in feelings of
intense fear, helplessness, or horror and that the person also meet criteria
in several other symptom categories, such as re-experiencing the event,
avoidance, arousal, duration of at least 1 month, and associated functional
impairment.

The fifth edition of the DSM (DSM-5) brought about several further

National Academies of Sciences, Engineering, and Medicine. (2016). Measuring Serious
Emotional Disturbance in Children: Workshop Summary. K. Marton, Rapporteur, Committee on
National Statistics and Board on Behavioral, Cognitive, and Sensory Sciences, Division of
Behavioral and Social Sciences and Education. Board on Health Sciences Policy, Institute of
Medicine. Washington, DC: The National Academies Press.

3National Academies of Sciences, Engineering, and Medicine. (2016). Measuring Specific
Mental Illness Diagnoses with Functional Impairment: Workshop Summary. J.C. Rivard and K.
Marton, Rapporteurs. Committee on National Statistics and Board on Behavioral, Cognitive,
and Sensory Sciences, Division of Behavioral and Social Sciences and Education. Board on
Health Sciences Policy, Institute of Medicine. Washington, DC: The National Academies
Press.
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changes, Russell noted. In this edition, PTSD was moved from the cat-
egory of anxiety disorders into a new category of trauma and stressor-
related disorders. Symptoms were divided into four clusters: intrusion,
avoidance, negative alterations in cognitions and mood, and alterations
in arousal and reactivity. This change involved separating the DSM-IV
avoidance and numbing criterion into two criteria: avoidance and nega-
tive alterations in cognitions and mood, as well as adding the require-
ment of at least one avoidance symptom for a PTSD diagnosis. Three
new symptoms were also added in the DSM-5: persistent and distorted
blame of self or others, persistent negative emotional state, and reckless
or destructive behavior. One criterion was removed: fear, helplessness, or
horror right after the trauma. The DSM-5 also revised several symptoms
to clarify symptom expression.

Russell next turned to discussing the work SAMHSA has done in this
area. One of the strategic initiatives on trauma and justice called for the
development of a surveillance strategy for trauma and its association with
mental and substance use disorders. As part of this initiative, SAMHSA
began thinking about ways to obtain national estimates of exposure to
trauma and posttraumatic stress symptoms, including subclinical and
clinical PTSD, initially still based on the DSM-IV definition. Determin-
ing associations between trauma events and PTSD symptoms, as well as
mental health and substance use problems, was also part of this initiative.

One of SAMHSA’s projects focused on the concept of trauma—
including trauma exposure and trauma or posttraumatic stress response
components—through three “Es”: event, experience of event, and effect.
The event is the actual or extreme threat of physical or psychological
harm or, for a child, severe, life-threatening neglect that imperils healthy
development. The experience of the event is whether the event is trau-
matic, in other words, how the individual labels, assigns meaning to,
and is physically and psychologically disrupted by an event. The effect
is the adverse experience resulting from trauma exposure that may occur
acutely, immediately after the event, or have a delayed onset.

Russell briefly described the National Survey on Drug Use and Health
(NSDUH), SAMHSA's existing survey on substance use and mental
health. The survey has been conducted since 1990, and it involves approx-
imately 67,000 interviews completed annually, with respondents aged 12
and over, sampled from the household (non-institutionalized) population
in the United States. The interviews are conducted at respondents” homes
by trained lay interviewers and, for the sensitive portions of the survey,
through an audio computer-assisted self-interview. In addition to ques-
tions about substance use and mental health, the NSDUH collects data on
physical health conditions and demographic characteristics, including the
respondent’s age, race, and veteran status. The questionnaire is available

Copyright National Academy of Sciences. All rights reserved.
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in English and Spanish, but almost all of the interviews (around 96%) are
completed in English. The survey is in the field practically every day of
the year with approximately 600 interviewers, across all states. Russell
underscored that the NSDUH is a very large undertaking.

Because legislation (Public Law No. 102-321) requires the estimation
of serious mental illness by state, SAMHSA developed conceptual and
operational definitions of serious mental illness and a methodology for
producing estimates. The approach for producing the estimates relies on
the Mental Health Surveillance Study (MHSS), which was a follow-on
to the NSDUH conducted between 2008 and 2012. The MHSS involved
a clinical interview administered to a nationally representative subset of
the NSDUH respondents (500-700 people annually) a few weeks after they
completed the NSDUH interview. This sample was limited to adults and
conducted in English, by telephone. The primary goal was to produce
overall model-based estimates of serious mental illness, but the survey
also enabled SAMHSA to make estimates of specific mental disorders.

Russell said that the MHSS was not designed to measure exposure
to potentially traumatic events and PTSD, but the survey contained mea-
sures that enabled SAMHSA to produce some estimates on these top-
ics (which will be discussed later in the workshop). Despite its current
limitations in terms of data on exposure to potentially traumatic events
and PTSD, Russell said that the MHSS design is important to under-
stand because it illustrates one possible approach for collecting data on a
focused topic as a follow-on to an existing large-scale survey.

Russell noted that SAMHSA faces a number of challenges as it
attempts to expand its data collection in this area. There is a need to dif-
ferentiate between trauma exposure and the potential outcome of trauma
exposure (e.g., PTSD). Responses to traumatic events may differ across
the lifespan; by ethnicity, race, and culture; and by a person’s role in the
event. In addition, individuals have different levels of resiliency, that is,
ability to tolerate traumatic events.

Another challenge, said Russell, is that predicting the trajectory of
symptom development and potential severity may not be possible on the
basis of a simple “yes” or “no” question about traumatic exposure. The
type of traumatic event, the intensity of the event, and the setting of the
event can all influence the effects of the exposure, and all of them may
need to be ascertained as part of the data collection.

Russell discussed several approaches and issues that SAMHSA will
need to consider for collecting information on trauma exposure. One
option might be to instruct respondents to self-report events in their own
words and then analyze those responses after the data are collected. If the
questionnaire is to be administered by an interviewer, a decision has to
be made about whether to use lay interviewers or clinical interviewers.

Copyright National Academy of Sciences. All rights reserved.
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If lay interviewers are used, a standardized set of question and answer
choices could be administered, and the event would be classified as trau-
matic depending on the respondent’s understanding of what a traumatic
event entails. By contrast, a clinical interviewer could ask a series of ques-
tions aimed at collecting detailed information and then make a judgment
based on that information about whether the event should be classified
as traumatic.

Russell said that less expensive, brief screening methods could also be
considered. The existing screening instruments vary greatly in how they
assess traumatic events and the resulting posttraumatic stress symptoms,
and SAMHSA would be interested to know if any of them are suitable to
meet the agency’s goals.

Another challenge associated with producing nationally representa-
tive estimates of exposure to trauma and its effects is that some of the
populations most affected are not easily captured in typical household
surveys, such as the NSDUH. These populations include active-duty
military personnel (regardless of where they reside), people in jails or
prisons, homeless people, youth living in foster care, and people in insti-
tutionalized settings.

SAMHSA would face additional challenges if the estimates are to
include children. Some traumatic events are sensitive and difficult to
assess in an interview, even with adult respondents. Asking children and
adolescents about these issues would be particularly difficult, and special
consent procedures might be required if including children is deemed
important.

Russell said that SAMHSA is looking for input on the issues and
challenges described. From the perspective of the Center for Behavioral
Health Statistics and Quality, the center at SAMHSA that commissioned
the study, the goal for expanding data collections on these topics is to
understand the association between outcomes of exposure to trauma,
mental health, and substance use. The agency would like to think more
broadly than just PTSD and include other outcomes of trauma exposure.
Other key covariates of interest for this research include language spoken,
race and ethnicity, gender, age, education, income, medical conditions,
and health insurance status. SAMHSA would like to be able to produce
national estimates approximately every 3-5 years. This schedule means
that it would be possible to consider a design similar to that of the MHSS,
which involves pooling data from several years” worth of interviews in
order to produce some of the estimates.

Russell described several data collection strategies that SAMHSA has
considered for producing estimates of trauma exposure and outcomes.
One option would be to add questions directly to the NSDUH, but he
emphasized that it would be important to maintain the average NSDUH
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administration time at around 60 minutes, primarily because a longer sur-
vey could adversely affect response rates. In other words, if new questions
are added to the NSDUH, some of the existing questions would likely
have to be dropped. Another approach would be to reinstate the MHSS or
develop a similar survey to collect data from a subsample of the NSDUH
respondents in a follow-on interview.

A third option would be to develop a new, stand-alone data collection.
This approach would be expensive, but it might be necessary if neither
the NSDUH nor a follow-on to the NSDUH is deemed to be a suitable
mechanism for collecting the data of interest. A fourth possibility would
be to identify an existing source of national data that could be used to
produce estimates of trauma. Russell said that SAMHSA has conducted
some research to identify existing data sources, and none seems suitable
for the agency’s current goal, but they are looking for further input on
potential sources of data.

Russell concluded by saying that input from the workshop partici-
pants would be particularly useful on several key issues: how to mea-
sure exposure to potentially traumatic events and the outcomes of these
events; survey and questionnaire design tradeoffs; mechanisms for col-
lecting data; and the impact of potential changes to NSDUH. Since some
of the possible approaches discussed could involve model-based estima-
tion procedures, the agency would also appreciate guidance on these
types of methods.

Larke Huang, who leads SAMHSA’s strategic initiative on trauma
and justice, provided additional background on the agency’s interest
in trauma. She said that trauma was one of the areas that the previous
SAMHSA administrator wanted the agency to focus on from a program-
matic and policy perspective. SAMHSA would like to have a solid founda-
tion in this area, grounded in research and data. As a first step, the agency
needs to crystalize its thinking about the concept of trauma outcomes,
beyond just PTSD, and determine how to gain a better understanding
of the connections between exposure to traumatic events and areas that
SAMHSA is mandated to address, including mental health, substance use
disorders, and other conditions, such as HIV. One of the challenges associ-
ated with measuring these concepts is that different studies show differ-
ent prevalence rates, depending on the definitions used, and Huang noted
that SAMHSA also wrestles internally with definitional issues. SAMHSA
wants to focus on work that has the potential of translating research into
policy. The agency would like guidance on how different research meth-
odologies can be used to inform and advance critical programs.

Copyright National Academy of Sciences. All rights reserved.
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WORKSHOP CHARGE

The specific statement of task for the workshop (shown in Box 1-1)
was developed on the basis of the charge for the overall project, which
was to expand data collections on several behavioral health topics. The
main goals of the workshop were to discuss options for collecting data
and producing estimates on exposure to traumatic events and PTSD,
including available measures and associated possible data collection
mechanisms.

BOX 1-1
STATEMENT OF TASK

A steering committee will organize a public workshop that will feature invited
presentations and discussions on options for expanding SAMHSA'’s behavioral
health data collections to include measures of trauma. The discussion will explore
new measures and efficient mechanisms for collecting the data. Possibilities in-
clude adding new measures to existing surveys, initiating new data collections, or
implementing model-based estimation procedures that take advantage of existing
data sources, in the event that primary data collection methods are cost-prohibitive
or not necessary. Survey and questionnaire design tradeoffs, as well as the poten-
tial impact of any changes to existing surveys, will also be discussed. An individu-
ally authored summary of the presentations and discussions at the workshop will
be prepared by a designated rapporteur in accordance with institutional guidelines.

ORGANIZATION OF THE REPORT

This summary describes the workshop presentations and the discus-
sions that followed each topic: see the workshop agenda in Appendix A.
Biographical sketches of the steering committee members and speakers
are in Appendix B.

Chapter 2 covers existing studies and data, including the trauma
module that was included in the MHSS (see above) and other national
surveys that have collected data on this topic. Chapter 3 discusses the key
concepts relevant in the context of measuring exposure to potentially trau-
matic events, PTSD, and other outcomes. The chapter also discusses the
measures that are currently available. Chapter 4 focuses on issues specific
to measuring trauma exposure and its effects in children and adolescents.
The workshop participants” discussions of the key themes and possible
next steps for SAMHSA are summarized in Chapter 5.

This report has been prepared by the workshop rapporteur as a fac-
tual summary of what occurred at the workshop. The steering commit-
tee’s role was limited to planning and convening the workshop. The views
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contained in the report are those of individual workshop participants and
do not necessarily represent the views of all workshop participants, the
steering committee, or the National Academies of Sciences, Engineering,
and Medicine.
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Existing Studies and Data

THE TRAUMA MODULE IN THE
MENTAL HEALTH SURVEILLANCE STUDY

Rhonda Karg (RTI International) discussed the measures of trauma
exposure and posttraumatic stress symptoms included in the Mental
Health Surveillance Study (MHSS), conducted as a follow-on to the
National Survey of Drug Use and Health (NSDUH) between 2008 and
2012, and she described the estimates that can be produced on the basis
of these data.

The MHSS included the Structured Clinical Interview for the Diag-
nostic and Statistical Manual of Mental Disorders (SCID), which Karg said
is used by several studies as the “gold standard” in determining the accu-
racy of clinical diagnoses. The SCID is a semi-structured interview, which
allows for flexibility in probing, as necessary, and it requires clinical judg-
ment to make a diagnostic decision. Each SCID symptom is rated as 1,
absent; 2, subclinical; 3, present; and ?, need more information. For some
analyses in the MHSS, the ? and 2 codes were recoded as 1. A minimum
number of symptoms must be present (coded as 3), to meet diagnostic
criteria, and the number of symptoms needed depends on the disorder.

The SCID includes screening items for certain disorders, includ-
ing PTSD. The screening items typically assess the first criterion for the
respective disorder. They also help to prevent respondents from “faking
good” if they later realize that answering “no” shortens the interview, and
they help the clinical interviewer estimate how long the interview will be.

Karg said that the SCID assessment of PTSD was according to the

9
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fourth edition of the Diagnostic and Statistical Manual of Mental Disor-
ders Text Revised (DSM-IV-TR) PTSD diagnostic criteria. The screening
was for lifetime trauma exposure, in combination with questions about
whether the respondent re-experienced the traumatic event or became
very distressed when recalling the traumatic event. If this screening
yielded a positive result, the SCID was administered for the past year,
until the criteria were no longer met. The study used the standard ver-
sion of the SCID, which skips follow-up questions at the point at which
the criteria are no longer met, rather than administering all questions to
everyone, as is sometimes done in studies where responses to particular
symptoms may be of interest. If a respondent reported having experi-
enced more than one traumatic event, clinical judgment was used to
decide which one to refer to in the follow-up questions about the outcome
of the traumatic event.

For background, Karg provided an overview of the diagnostic criteria
for trauma in the DSM-IV-TR. There are six criteria, labeled A-F:

e (Criterion A is exposure to one or more traumatic events: (Al) the
person experienced, witnessed, or was confronted with an event
or events that involved actual or threatened death or serious
injury, or a threat to the physical integrity of self or others; and
(A2) the person’s response involved intense fear, helplessness, or
horror (which has since been dropped by the DSM-5 but has been
included in the MHSS).

e C(Criterion B is one or more re-experiencing symptoms: recur-
rent and intrusive distressing recollections; recurrent distressing
dreams of the event; reliving traumatic event (e.g., “flashbacks”);
or intense psychological distressed and/or physiological reactiv-
ity when reminded of traumatic event.

e (riterion C is three or more avoidance symptoms: avoiding
thoughts, feelings, or conversations about the trauma; avoiding
reminders of the trauma; inability to recall important aspects of
the trauma; diminished interest in significant activities; feeling
detached/estranged from others; restricted range of affect; or
sense of foreshortened future.

e (riterion D is two or more hyperarousal symptoms: difficulty
falling or staying asleep; irritability or angry outbursts; difficulty
concentrating; hypervigilance; or exaggerated startle response.

e (Criterion E is a duration of more than 1 month of the disturbance
(symptoms in criteria B, C, and D).

e Criterion F is clinically significant distress or impairment in social,
occupational, or other important areas of functioning caused by
the disturbance (symptoms in criteria B, C, and D).
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The SCID used in the MHSS was adapted from the original SCID
research version in order to make the time for the PTSD assessment to be
the past year, rather than for the respondent’s lifetime or the past month.
However, the screening questions for PTSD were about lifetime exposure
to trauma and lifetime symptoms of re-experiencing or getting very upset
by reminders of the traumatic event.

Subclinical PTSD was defined as a category for respondents who met
criterion A (lifetime exposure and a reaction of intense fear, helplessness,
or horror), criterion B (at least one re-experiencing symptom in the past
year), and at least one criterion C symptom (avoidance in the past year).
Thus, the “past year at least subclinical PTSD” category included respon-
dents who also met the full criteria for PTSD.

Karg pointed out that the MHSS did not have adequate sample size
to enable the researchers to look at three mutually exclusive categories: no
subclinical or clinical PTSD, subclinical PTSD but not clinical PTSD, and
clinical PTSD. This approach was consistent with how other studies have
looked at subclinical PTSD (including clinical PTSD). Figure 2-1 shows
a diagram of how traumatic event exposure and posttraumatic stress
symptoms were assessed in the MHSS. Karg said that the interviewers
administering the questions had graduate degrees in clinical psychology.

Because the report discussing the results from the study had not
yet been released at the time of the workshop, Karg provided a general
overview of the types of analyses that can be conducted on the basis of
the clinical interview data. The data can provide estimates of the per-
centage of adults who had exposure to one or more traumatic events
in their lifetime; past year subclinical PTSD (including clinical PTSD)
among adults with lifetime trauma exposure; and past year clinical
PTSD among adults with lifetime trauma exposure. The prevalence esti-
mates of lifetime trauma exposure and past year subclinical and clinical
PTSD can be analyzed by sociodemographic characteristics. Researchers
can also examine mental health indicators, substance use, and chronic
health conditions by lifetime trauma exposure and past year subclinical
(including clinical PTSD).

Karg acknowledged that the MHSS had several limitations. One limi-
tation was that the survey was conducted only in English, which meant
that people who were not able to complete the survey in English had to
be excluded. Another limitation was that the survey was primarily house-
hold based, and so it did not include some populations at higher risk for
trauma exposure, such as people living in institutions, homeless people
not living in shelters, and active-duty military personnel. In addition, due
to the nature of the survey, the data could not be used to establish tem-
porality or to suggest causal influences. Karg also added that the MHSS
was based on the DSM-IV-TR, not the DSM-5.
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Lifetime Exposure to One or More PTEs

(= (et Lifetime Griterion A1)

STOP

YES Respondent re-experienced the event

STOP
Lifetime Exposure to One or More PTEs

Respondent became very distressed
when recalling the event

Event met DSM-IV Criteria A1 and A2*

STOP
Lifetime Exposure to One or More PTEs Followed by
Recurrent Upsetting Memories or Flashbacks

Respondent had at least 1 of 5 DSM-IV Criterion B
(re-experiencing) symptoms in the past year

Respondent had at least 3 of 7 DSM-IV Criterion C
(avoidance) symptoms in the past year

Respondent had at least 1 Criterion C
(avoidance) symptom in the past year

TrT e

Respondent had at least 2 of 5 DSM-IV Criterion D STOP
(hyperarousal) symptoms in the past year Past Year PTSS

Criterion E met—disturbance lasted
for atleast 1 month

<
<

Criterion F met—DSM-IV symptoms caused
clinically significant distress or impairment

sTOP
Past Year PTSD

FIGURE 2-1 Assessment of lifetime exposure to one or more potentially traumatic
events (PTEs) and posttraumatic stress in the Mental Health Surveillance Study.
SOURCE: Forman-Hoffman, V.L., Bose, J., Batts, K.R., Glasheen, C., Hirsch, E.,
Karg, R.S., Huang, L.N., and Hedden, S.L. (2016). CBHSQ Data Review: Correlates
of Lifetime Exposure to One or More Potentially Traumatic Events and Subsequent Post-
traumatic Stress Among Adults in the United States: Results from the Mental Health
Surveillance Study, 2008-2012. Rockville, MD: Substance Abuse and Mental Health
Services Administration, Center for Behavior Health Statistics and Quality.
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One difficulty of a study design that involves an initial interview
and a follow-up assessment is that as the time between the interviews
increases, so does the risk of false positives and false negatives on the
follow-up assessment. Karg said that the goal was to complete most
of the MHSS clinical interviews within 2 weeks following the NSDUH
assessment, but completing them up to 4 weeks after the assessment was
allowed.

An additional limitation discussed by Karg was the use of the SCID,
and in particular the version that was used. Although the instrument is
useful for estimating serious mental illness, it may not be ideal for esti-
mating specific disorders or subthreshold diagnoses. Unlike the Compos-
ite International Diagnostic Interview, used in the National Comorbidity
Survey Replication (NCS-R) or the Alcohol Use Disorder and Associated
Disabilities Interview Schedule IV (AUDADIS-IV) used in the National
Epidemiologic Survey on Alcohol and Related Conditions (NESARC), the
protocol used for the SCID in the MHSS called for stopping the admin-
istration of the disorder’s module once the criteria were no longer met.
As she had noted, the definition of at least subclinical PTSD (respondents
who met criteria A and B and at least one symptom of criterion C) also
had limitations. In contrast, the NESARC requires meeting criterion A and
one symptom each from criteria B, C, and D.

As part of her presentation, Karg also briefly discussed published esti-
mates from other sources of nationally representative data. Wave 2 (2004-
2005) of the NESARC—which, similarly to the MHSS, required PTSD cri-
terion A1 (the person experienced, witnessed, or was confronted with an
event or events that involved actual or threatened death or serious injury,
or a threat to the physical integrity of self or others)—estimated that
between 68 and 84 percent of adults had lifetime exposure to one or more
traumatic events. The Collaborative Psychiatric Epidemiology Surveys,
the National Survey of American Life, and the 2001-2003 NCS-R—all of
which required both PTSD criteria A1 and A2 (the person’s response to
the traumatic event involved intense fear, helplessness, or horror)—esti-
mated that approximately 82-90 percent of adults had lifetime exposure
to one or more traumatic events.

Karg noted that the results from the MHSS differ from the prevalence
estimates obtained from other studies. The differences may be due to the
use of screening questions: unlike other surveys, the MHSS included a
set of screening questions in order to advance into the PTSD module. The
MHSS respondents had to affirm lifetime PTSD criterion Al and either
of the lifetime criteria B questions asked to enter the SCID module that
assessed past year PTSD.

Another potential explanation noted by Karg for the differences in
the prevalence estimates may be related to the examples of traumatic
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events used by the different surveys. The instruments used to assess
traumatic event exposure differed with respect to the number and type of
examples of traumatic events that were provided in the first question. For
example, the MHSS gave examples of traumatic events in a single state-
ment that read “. . . things like being in a life-threatening situation like
a major disaster, very serious accident or fire; being physically assaulted
or raped; seeing another person killed or dead, or badly hurt, or hearing
about something horrible that has happened to someone you are close
to.” In contrast, the NESARC provided a much more inclusive series of
questions about specific traumatic events. Karg added that the new SCID
for the DSM-5 also provides a much more exhaustive list of traumatic
events. The differences in the estimates could also be due to variation in
the assessment of PTSD. The NESARC and the NCS-R used fully struc-
tured interviews to assess and define traumatic events and posttraumatic
stress symptoms. The MHSS used a semi-structured diagnostic interview
that relied on clinical judgment in coding exposure to a traumatic event
and the presence of posttraumatic stress symptoms. A final potential
explanation provided by Karg for the differences relates to interviewer
qualifications. The NESARC and NCS-R used lay interviewers who did
not have input into the determination of whether or not an event was
sufficiently traumatic to meet DSM-IV criteria. The MHSS used clinical
interviewers who were trained to differentiate very stressful events from
actual criterion A traumatic events, thereby reducing the possibility of
false-positive reporting of symptoms.

In closing, Karg summarized the changes affecting the definition of
PTSD as a result of the transition from the DSM-IV to the DSM-5. She
said that in the DSM-5, criterion A2 (requiring fear, helplessness, or hor-
ror after traumatic event) was removed. The three clusters of DSM-IV
symptoms are divided into four clusters in DSM-5: intrusion, avoidance,
negative alterations in cognition and mood, and alterations in arousal and
reactivity. DSM-1V criterion C (avoidance and numbing) was separated
into two criteria: criterion C (avoidance) and criterion D (negative altera-
tions in cognitions and mood). Three new symptoms were added in the
DSM-5: persistent and distorted blame of self or others, persistent nega-
tive emotional states, and reckless or destructive behavior. In addition,
several symptoms were revised to clarify expression.

Robert Ursano (Uniformed Services University of the Health Sciences)
asked Karg to clarify how it was decided which traumatic event to ask
about in cases in which respondents reported multiple traumatic events.
Karg said that respondents were asked to specify which event had the
most impact on their lives, but the interviewer was allowed to override
a respondent’s answer on the basis of clinical judgment for the purposes
of deciding which event to refer to in the follow-up questions. Ursano
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commented that, traditionally, the follow-up questions are either asked
for the event that the respondent specifies or for an event that is randomly
selected from all traumatic events listed by the respondent. Karg said
that the decision to allow the interviewer to substitute clinical judgment
was made because in some cases a respondent may want to avoid talking
about the event that was most upsetting to her or him. However, this type
of change was very rarely made, if at all. Graham Kalton (Westat) asked
how situations were handled in which the most traumatic event hap-
pened in the distant past and the respondent said that it no longer affected
him or her. Karg responded that in these situations the respondent would
not be administered the PTSD module.

Jonaki Bose (SAMHSA) said that it is very useful for SAMHSA to
understand the tradeoffs associated with asking about only one event.
One question is whether that approach is still better than not having any
data at all, or are the biases introduced so large that this is not worth-
while doing. She urged the workshop participants to revisit this question
throughout the day as part of the discussions about measures.

SOURCES OF NATIONAL DATA ON TRAUMA

Dean Kilpatrick (Medical University of South Carolina) delivered
a presentation (prepared in collaboration with John Boyle, ICF Interna-
tional) on existing national survey data on the prevalence of exposure
to potentially traumatic events and PTSD. He began by discussing sev-
eral key definitional and methodological issues that he considers key to
understanding epidemiological research on these topics. He noted that the
word “trauma” is used in two ways: (1) a stimulus, that is, a stressor event
capable of having negative effects on mental health and behavior or (2) a
response of PTSD or related disorder that follows exposure to a stressor
event. Similarly, when measures of trauma are discussed, they sometimes
refer to measures of exposure to stressor events, sometimes to measures
of responses following exposure to the stressor events, and sometimes to
both measures of exposure and responses.

Kilpatrick pointed out that part of the reason for the lack of clarity
is related to the importance of stressor events in the PTSD diagnosis.
PTSD criterion A defines the types of stressor events capable of produc-
ing PTSD. If a stressor is not a criterion A event, it cannot, by definition,
produce PTSD, so other PTSD criteria are not assessed. Many researchers
call criterion A events traumatic events or potentially traumatic events.
Kilpatrick commented that potentially traumatic event is a better term
because not everyone exposed to a stressor event develops PTSD: in
other words, events are only potentially traumatic. In addition, there are
a variety of cultural, individual, biological, and other factors that deter-
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mine whether an event becomes traumatic or not. Kilpatrick urged greater
precision when discussing these concepts.

Revisions to the DSM have further contributed to the lack of clarity
because they often involve changes to the definition of potentially trau-
matic events. Kilpatrick noted that the PTSD criterion A definitions of
potentially traumatic events are different in the DSM-III, the DSM-III-R,
the DSM-IV (and DSM-IV-TR), and the DSM-5. These differences also
make it difficult to compare exposure or PTSD prevalence in studies
that measure potentially traumatic events or PTSD symptoms using dif-
ferent editions of the DSM. One of the problems with the DSM-IV and
DSM-IV-TR definition, he noted, is the inclusion of the A2 criterion that
requires a response involving intense fear, helplessness, or horror. Includ-
ing that criterion may have made sense theoretically, but staying true to
that definition is very difficult in epidemiological studies.

Kilpatrick described several additional methodological issues associ-
ated with measuring the prevalence of potentially traumatic events and
PTSD in population studies. One challenge is to collect data in the most
cost-effective way, using methods that facilitate willingness to disclose
information about exposure to all relevant potentially traumatic events,
including those involving sensitive topics. A critical issue is whether the
survey uses behaviorally specific questions to assess potentially traumatic
events, especially for people with the highest probabilities of increased
risk of PTSD (such as those involving sexual violence, other interpersonal
violence, and military combat). If some of these potentially traumatic
events are undetected by the data collection instrument, the survey is
likely to underestimate PTSD prevalence. Another challenge highlighted
by Kilpatrick is measuring PTSD using current DSM criteria in a way
that is capable of producing accurate estimates of partial, subthreshold,
and subclinical PTSD. If the goal is to capture these fo