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it staggering costs to the individual, to the family,

and to society as a whole. Although there is strong Since its first incarnation in the DSM-ffl (APA, 1980)

evidence that gender plays a significant role in posttraumatic stress disorder (PTSD) has evolved

responses to stress and trauma, gender specificity through a series of refinements (APA, 1987, 1994, 2000),
with the last substantive revision appearing in the

is still not well incorporated into clinical or DSM-IV (APA, 1994). The task of the original DSM-llI
working group was to conceptualize VIED and to distill

research work in the area of FTSD. its defining features into a set of criteria with little in

PURPOSE. This is the second of three articles the way of empirical evidence to dmw upon (see Table 1
for the DSM-flI PTSD criteria). In fact, the

examining the sufficiency of the current FTSD
DSM-ffl VIED diagnosis was not a result of careful

construct to articulate the full spectrum of human factor analytic studies of symptom pictures of people

responses to trauma. This article chronicles fering from “Lraurnatic neurosis”, but a compilaLionof symptoms that were arrived at on the basis of

ongoing refinements to the original PTSD criteria literature searches, scrutiny of clinical records, and a
thoughtful political process. (van der IColk &

and the subsequent controversies. McParlane, 1996, p. 61)

SOURCE OF INFORMATION. Existing bodies of The conceptual framework for the initial PTSD

theoretical and research literature related to the criteria drew heavily on Kardiner’s (1941) earlier
descriptions of traunuitic neurosis, which meant that it

effects of trauma. primarily reflected the experiences of men in combat.

CONCLUSION. In a third article we will review Additional contributions from the existing published
literature of the day came from work with Holocaust

evidence supporting the existence of a more complex survivors (Krystal, 1968) and bum victims (Andreasen,
Norris, & Hartford, 1971). With this limited informa

posttraumatic stress reaction associated with don to guide their thinking, the authors of the original
PTSD criteria concluded that an event was sufficientlyinterpeisonal trauma (physical/sexual abuse/assault), catastrophic to cause PTSD if it could “evoke signifi

Search terms: Posttrauinatic stress disorder, cant symptoms of distress in almost everyone” (APA,
1980, p. 238). In an effort to further clarify the criterion,

“coinplex” posttraumatic stress disorda’, PTSD, the preamble to the criteria set states that such an
event “is generally ouLside the range of usual human“complex” PTSD, disorders of extreme stress, experience” (p. 236). The intent here was to offer an

DESWOS objective measure of trauma sufficient to cause VIED
and to bracket that class of “traumatic events from other
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Table 1. Original PTSD Diagnostic Criteria (DSM-Jll: APA, 1980)

A. The person has experienced an event that is outside the range of usual human experience and that would be markedly
distressing to almost anyone.

8. The traumatic event is persistently re-experienced in at least one of the following ways:
1. recurrent and intrusive, distressing recollections of the event (in young children, repetitive play in which themes or

aspects of the trauma are expressed)
2. recurrent distressing dreams of the event
3. sudden acting or feeling as if the traumatic event were recurring (including flashback or dissociative episodes, whether

or not intoxicated)
4. intense psychological distress at exposure to events that symbolize or resemble an aspect of the traumatic event,

including anniversaries

C. Persistent avoidance of stimuli associated with the trauma or numbing of general responsiveness, as indicated by at least
three of the following:
1. efforts to avoid thoughts or feeling associated with the trauma
2. efforts to avoid activities or situations that arouse recollections of the trauma
3. inability to recall an important aspect of the trauma (psychogenic amnesia)
4. markedly diminished interest in significant activities (in young children, loss of recently acquired developmental skills

such as toilet training or language skills)
5. feeling of detachment or estrangement from others
6. restricted range of affect
7. sense of foreshortened future (e.g., the patient does not expect to live very long or to have a successful career)

U. Persistent symptoms of increased arousal (not present before the trauma), as indicated by at least two of the following:
I. difficulty falling or staying asleep
2. irritability or outbursts of anger
3. difficulty concentrating -

4. hypervigilance
5. exaggerated startle response
6. physiological activity upon exposure to events that symbolize or resemble an aspect of the traumatic event

E. Duration of disturbance (symptoms in “8,” “C,” and “U”) of at least one month. -

stressful experiences and PTSD from other responses to must also cause marked distress to almost everyone
stress” (Breslau, 2002, p. 34). Distinguishing traumatic and induce intense fear, terror, and helplessness.1
stressors from other serious but more common life Once the PTSD construct had been operationalized,
stressors (e.g., bereavement, chronic illness, job loss, systematic empirical testing of the diagnostic criteria
marital conffict, and motor vehicle crash) implied that began in earnest and before long several issues became
the valence of the stressor would overwhelm the adap- the focus of intense controversy. These involved: (I)
tive capacities of most people. Seven years later in the the defining features of the strcssor criterion; (2) the
revised DSM-ffl (DSM-1II-R APA, 1987), the PTSD
working group emphasized that as well as being outside ‘IJecause this latter stipulation appears in the DSM-llT-R text
the range of usual experience, the strcssor criterion but not in the criterion set, it is often overlooked.
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l’TSD: Development of the North American Construct

homogeneity of the PTSD as a psychiatric entity and the
validity of items across different groups of traumatized
individuals; (3) the position of PTSD within the DSM
taxonomy; and (4) the co-occurrence of PIED with other
psychiatric disorders (Davidson & Foa, 1991). While a
full discussion of these issues is beyond the scope of
this paper, each of them will be briefly outlined.

Stressor Criterion

Because exposure to a traumatic event is central to
the PIED construct, an accurate conceptualization of

Table 2. DSM-IV (tWA, 1994) PTSD Diagnostic Criteria

Criterion A (the so-called stressor criterion) is vital. Debates
on this issue focused on the utility of attempting to
define the traumatic event by some objective standard,
such as being “generally outside the range of usual
human experience” (APA, 1980, p. 236) and/or its ability
to “evoke symptoms of distress in almost everyone”
(p. 238). Because the diversity of human experience is
so vast, it was soon dear that no universal standard
exists by which to judge what constitutes usual experi
ence. Added to that was the recognition that what may
be considered unusual with respect to human experi
ence may not be distressing to everyone. Furthermore,

A. The person experiences a traumatic event in which both of the following were present:
1. the person experienced or 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;
2. the person’s response involved intense fear, helplessness, or horror.

B. The traumatic event is persistently re-experienced in any of the following ways:
1. recurrent and intrusive distressing recollections of the event, including images, thoughts or perceptions;
2. recurrent distressing dreams of the event
3. acting or feeling as if the traumatic event were recurring (e.g., reliving the experience, illusions, hallucinations, and

dissociative flashback episodes, including those on wakening or when intoxicated);
4. intense psychological distress at exposure to internal or external cues that symbolise or resemble an aspect of the

traumatic event;
5. physiological reactivity on exposure to internal or external cues that symbolise or resemble an aspect of the traumatic event.

C. Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the
trauma) as indicated by at least three of:
1. elforts to avoid thoughts, feelings or conversations associated with the trauma;
2. efforts to avoid activities, places or people that arouse recollections of this trauma;
3. inability to recall an important aspect of the trauma;
4. markedly diminished interest or participation in significant activities;
5. feeling of detachment or estrangement from others;
6. restricted range of affect (e.g., unable to have loving feelings);
7. sense of a foreshortened future (e.g., does not expect to have a career, marriage, children or a normal life span).

D. Persistent symptoms of increased arousal (not present before the trauma) as indicated by at least two of the following:
1. difficulty falling or staying asleep;
2. irritability or outbursts of anger;
3. difficulty concentrating;
4. hypervigilance;
5. exaggerated startle response.

E. The symptoms on Criteria B, C and D last for more than one month.
F. The disturbance causes clinically significant distress or impairment in social, occupational or other important areas of

functioning.
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some individuals were observed to develop PTSD in
response to relatively usual or common life events such
as the loss of a job or a significant relationship (March,
1993). Even today, it is unclear how the stn~sor event interacts
with individuals’ coping resources and why some people
donot develop any symptoms of PTSD after exposure
to traumatic events, while others exposed to the same
event go on to develop partial or full-blown syndromes.

In the years leading up to the publication of the
DSM-IV (APA, 1994), the merits of redefining the
stressor criterion in subjective terms was examined.
Some (e.g., Solomon & Canino, 1990) argued in favor
of abolishing the stressor criterion completely or defin
ing it very broadly (e.g., as an extremely shocking event).
Those who lobbied for maintaining an objective defini
tion suggested a reformulation of the criterion in terms
of the generic features common to environmental events
known to shape PTSD phenomenology. It was becom
ing obvious that strictly objective or strictly subjective
formulations of the stressor criterion were problematic
in that they lack theoretical precision and clinical utility.
In a systematic review of the empirical literature, March
(1993) concluded that stressor magnitude (determined
largely by the perceived threat of death, physical
injury, loss, or grotesquery) is the major risk factor for
the development of PTSD. What is more,

this finding occurs within and across a variety of
settings—natural disaster, combat, prisoner of war
WOW) experiences, criminal victimization, and
accidenLs—and transcends methodological approach
as well, implying that is quite robust. (p. 40)

Based on that rationale, March recommended a two-
part criterion that incorporated both objective and sub
jective feaLures. Acceptance of this recommendation
meant that the DSM-IV (APA, 1994) stressor criterion
departs significantly in form and content from its
previous two versions. In its current form, Criterion
Al specifies that an individual must have experienced,
witnessed, or been confronted with an event or events
that involved actual or threatened death or serious injury,

or a threat to the physical integrity of sell or others.2
Whereas A2 requires that the person responds to the
event with intense fear, helplessness, or horror (APA, 1994).

In a community-based sample, Breslau and Kessler
(2001) demonstrated. that the effect of these chan~es to
the stressor criterion is a 22% net increase in the number
of events that might be considered in the diagnosis of
PTSD. They also conclude that the addition of a sub
jective component in A2 reliably identifies those indi
viduals who have been exposed to a traumatic event
but are unlikely to develop PThD. The utility of this in
a triage situation is that is assists in the identification
of those persons who likely do not require immediate
care. Based on these findings, Breslau and Kessler sug
gest that criteria Al. and A2 be considered as separate
criteria in the DSM-V.

Empirically derived knowledge about the type of
trauma that would meet the conditions set by the stressor
criterion did not begin to emerge until almost a decade
after the DSM-ffl (APA, 1980) was published. A landmark
study in this regard is the National Comorbidity Survey
(NCS; Kessler, Sonnega, Bromet, Hughes, & NeLson,
1995), which utilized face-to-face interviews with a
representative national sample of 5,877 Americans,
aged. 15 to 54 years. The authors of the study reported a
clear gender differential in the types of trauma most
commonly associated with P’ISD—in men it was combat
exposure and witnessing trauma to others, whereas
among women it was rape and sexual molestation.

Homogeneity and Validity of the 1’TSD Construct

A second major criticism of the DSM-ffl (1980) PTSD
criteria rested on the homogeneity/heterogeneity of
the disorder. The psychiatrist Judith Herman (1997) was
one of the first to write about this. Herman questioned
the sufficiency of the original PTSD construct to describe
the full range of human responses to trauma. Drawing
on her extensive clinical work with both Holocaust

‘The DSM-lV (APA, 1994) also adds that in children, Al may
be expressed as disorganized or agitated behaviour.
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PTSD: Development of the North American Construct

survivors and survivors of sexual assault she argued
that as the nature, severity, and temporal characteristics
of traumatic events vary, so do individual responses.
Herman reasoned that the human trauma response is
better conceptualized as a spectrum of conditions rather
than as a single, unitary disorder. These responses range
from an acute reaction that resolves on its own without
treatment, to what she calls “classic or simple” PTSD
(p. 119), to the complex sequelae that often follow pro
longed and repeated trauma. She dubbed the latter as
“complex post-traumatic stress disorder” (p. 119).

The American and international psychiatric com
munities have taken different approaches to the issue
of distinguishing when posttraumatic stress becomes a
psychiatric disorder. In an effort to differentiate early
and uncomplicated stress reactions from chronic ones,
the IWA (1994) added acute stress disorder (ASD) as a
new diagnostic category in the DSM-W. ASD includes
most of the symptoms of PTSD and additional symp
toms related to dissociation (Shalev, 2000). According
to the DSM-IV, symptoms of ASD develop within the
first four days posttrauma and last for at least 2 weeks.
Prevalence rates for ASD are reportedly 13 to 25%;
with follow-up data indicating that approximately
80% of those diagnosed with ASD will go on to meet the
criteria for PTSD at I month posttrauma (Brewin,
Andrews, Rose, & Kirk, 1999; Ehlers, Mayou, & Bryant,
1998; Harvey & Bryant, 1998, 1999; Mayou, Ehlers, &
Bryant, 2002; Ursano, 2000). While ASD and PTSD share
many of the same diagnostic criteria, ASD requires the
presence of three or more dissociative symptoms (emo
tional numbing or detachment, sense of unreality, deper
sonalization, and difficulty recalling details of event).
In I’TSD, dissociative symptoms are not specifically
addressed [although the argument is made that sym
ptoms of dissociation are embedded in PTSD diagnostic
criteria (Classen, Koopman, Hales, & Spiegel)1. This
shared symptom profile and high rates of PTSD
among those diagnosed with ASO have spurred con
troversy about whether ASD is a discrete mental
disorder or simply early PTSD ~Koopman, Classen,
Cardena, & Spiegel, 1995; Marshall, Spitzer, & Liebowitz,

1999). Shalev (2002) in his review of acute stress reac
tions suggests that physiologically, PTSD resembles
an impaired recovery of the early stress response. For
some clinicians and researchers, this renders the
so-called duration criteria in PTSD superfluous and
prompts calls for PTSD to be reconceptualized as spec
trum disorder. Prospective studies are needed to investi
gate the psychological and biological variables that
increase the risk of ASD (Classen et al.).

The Europeans, in the International Statistical Classi
fication of Diseases, Injuries, and Ozuses of Death (lCD;
WHO, 1977, 1992), created a broad category of “neurotic,
stress-related and somatoform disorders” which includes
subcategories titled “reaction to severe stress, and
adjustment disorders”; “dissociative [conversion) dis
orders”; and “soniatoform disorders,” among others.
The lCD-b (WHO, 1992) proposes nine potential
diagnoses for traumatic reactions, including acute stress
reaction, PTSD, and several other diagnoses that account
for enduring personality changes that occur after
exposure to a traumatic event.

Also related to the issues of homogeneity/heteroge
neity, some clinicians and researchers questioned the
validity of the PTSD criteria across different groups
(e.g., age, gender, race, culture) and types of traumatic
experience (e.g., civilian, war-related, natural disaster,
interpersonal trauma). They argue that since PTSD
construct is a product of Western industrialized nations,
it may not accurately reflect the clinical picture of
traumatized individuals from non-Western traditional
societies and cultures (Friedman, n.d.; McFarlane, 2000).
We support that notion and add that because the
PTSD construct is embedded in the historically and
andocent-ic disease-oriented model of health and ill
ness, it reflects those views.

Position of PTSD Within (he DSM Taxonomy

The decision to classify PTSD as an anxiety disorder
in the DSM-Ill (APA, 1980) was controversial from the
outset and remains so even today (Brett, 1993, 1996).
Before the middle of the last century, psychiatric
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commurnties in both the United States and Europe
lack an empirically supported model that connected
disturbing life events and the emotional distress and
personality disorganization that often follows in their
wake. The language used to describe these phenomena
was embedded in the existing psychiatric taxonomies
and reflected the types of disorders typically seen in
civilian mental hospitals. Despite the lessons of World
War I, no language existed for the psychiatric casualties
of World War II. Military psychiatrists of the day were
left to operate “within the limits of a nomenclature
specifically not designed for 90% of the cases handled”
(APA, 1952, p. vi).

This situation prompted the American armed forces
and the Veterans Administration to develop new
psychiatric diagnostic classifications that included
references to the effects of combat stress. Within these
new frameworks, traumatic reactions were seen as
transitory and “acute reacticms to overwhelming stress
occurring in individuals with no premorbid or concur
rent psychopathology” (Brett, 1996, p. 188)—in other
words, as normal responses to horrifying events. A
position, some contend, was more influenced by social,
humanitarian, and economic factors associated with the
wars of the last century, than by the weight of empirical
evidence (Yehuda & McParlane, 1995; Young, 2000).
Nonetheless, it was a view that informed both the
sixth revision of the lCD (WHO, 1948) and the DSM-I
(APA, 1952). As a result, early incarnations of the current
international and American classifications systems
were formulated by psychiatrists who had extensive
experience with combat-related posttraumatic pathology
(Brett, 1996). The APA decision to classify P130 as an
anxiety disorder as opposed to either a dissociative or
an adjustment disorder rests on the belief that anxiety
isa core feature of the disorder Qones & Barlow, 1990).

Co-occurrence of PTSD with Other Psychiatric
Disorders

In the pre-DSM-lIl (APA, 1980) era little was known
about the epidemiology of traumatic stress. The gen

eral consensus, however, was that it was a rare occur
rence except among a few circumscribed groups
directly exposed to the trauma of military combat,
natural disasters, etc. There existed no empirically
derived knowledge about the prevalence of trauma
exposure in the general population or about the condi
tional risk of PTSD following exposure to different types
of trauma. The earliest population prevalence estimates
of T’ISD came out of the Epidemiologic Catchinent Area
(ECA) study (Davidson, Hughes, Blazer, & George,
1991; Helzer, Robin, & McEvoy, 1987) in the United
States. These surveys did not ask respondents about
exposure to trauma, but rather questioned them about
their experience of trauma-related stress reactions.
Prom this, the investigators reported a lifetime preva
lence of PTSD of 1—2%, wInch seemed to confirm the
prevailing belief that traumatic stress was indeed rare.
Additional support for this conclusion came from a
case controlled study of the Mount St. Helens volcanic
eruption, which reported a 2.6% lifetime of PTSD
(Shore, Vollmer, & Tatum, 1989).

PTSD prevalence rates were found to be considerably
higher, however, in subsequent studies that assessed
trauma exposure as well as responses to traumatic
events. In an urban sample of 1,007 young adults from
a large health maintenance organization in the DetroiL,
Michigan area, Breslau and her colleagues (1991)
reported a lifetime prevalence of exposure to traumatic
events at 39.1%. The subsequent rate of PTSD among
those exposed to trauma was 23.6%, yielding a lifetime
prevalence of 9.2%. Similarly, in a nationally repre
sentative sample of women, Resnick, Kilpatrick, Dansky,
Saunders, and Best (1993) found a lifetime exposure to
any type of traumatic event of 69%, with a 12.3% sam
ple prevalence of PTSD. In the NCS, 60.7% of men and
51.2% of women reported being exposed to at least
one traumatic event during their lifetime (Kessler et al.,
1995), with an overall estimated 7.8% lifetime preva
lence of PTSD. That same study also found that the
median duration of P13D associated with worst life
time trauma is between 3 years (among respondents
who obtained treatment) and 5 years (among respondents
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who did not receive treatment). These estimates how
ever, ignore the very real possibility that people may
experience PTSD more than once in their lives given
that many people report exposure to multiple traumas
over the life course (Kessler, 2000).

As well as establishing the frequency of trauma
exposure in the general populace, epidemiological
studies revealed that most individuals diagnosed with
PTSD also meet the diagnostic aiteria for at least one
other psychiatric disorder. In the St. Louis arm of the
ECA (Helzer et al., 1987), almost 80% of persons diag
nosed with PThD had a previous or concurrent psychi
atric disorder, compared to approximately one-third
of respondents with no PTSD. In the North Carolina
counterpart of the same stRdy Davidson and his
colleagues (1991) reported that 62% of individuaLs
diagnosed with PThD had a lifetime comorbidity of at
least one other psychiatric illness. Only 15% of respond
enLs in the latter study who did not meet PTSD diag
nostic criteria had a prior history of psychiatric illness.
Similarly, Breslau et al. (1991) found that 83% of indi
viduals with a lifetime history of FF50 had at least
one other lifetime psychiatric disorder.

In the largest American study of psychiatric comor
bidity to date, the NCS (Kessler et al., 1995) reported
that 79% of women and 88% of men with lifetime FF50
also met the diagnostic criteria for another lifetime
psychiatric disorder. By comparison, 46% of women
and 55% of men with disorders other than PTSD were
found to have comorbid psychiatric disorders. The
disorders most prevalent for men with lifetime PTSD
were alcohol abuse or dependence (51.9%), major
depressive episode (47.9%), conduct disorder (43.3%),
and drug abuse and dependence (34.5%). The disor
ders most common among women with lifetime
PTSD were major depressive episode (48.5%), simple
phobia (29.0%), social phobia (28.4%), and alcohol
abuse/dependence (27.9%). Among Vietnam veterans
diagnosed with PTSD, generalized anxiety disorder,
alcohol abuse, and major depression are the most
common co-occurring psychiatric disorders (Kulka
et al., 1990).

These data raise many questions, including the one
that asks which came first, I’TSD or the other disorders.
When Kessler and colleagues (1995) examined the
temporal order of FFSD in relation to other psychiatric
disorders, they concluded that PTSD was the primary
disorder (i.e., that it had an earlier onset than all other
disorders). Some gender-specific studies exist. CMI-
coat and Breslau (1998) found that a history of FFSD
or other anxiety disorder in women is associated with
an increased risk for first-episode onset of major
depression and alcohol abuse and dependence. How
ever, other studies have shown that depression is the
most common response to interpersonal trauma in
women (Hartung & Widiger, 1998; Kendler, Karkowski,
& Prescott, 2002; Zlotnick et al., 1996). Cutler & Nolen
Hoeksema (1991) go so far as to suggest that up to 35%
of the differences in rates of depression in adult men
and women might be attribuhble to higher rates of
childhood sexual abuse in women.

Depression in women is also linked to exposure to a
variety of traumatic events, including domestic/intimate
partner violence (Cazamararian et al., 2000; Rather, 1993;
Stein & Kennedy, 2001), motor vehicle crash (Holbrook,
Hoyt & Anderson, 2001; McFarlane, Atchison, & Yehuda,
1997), and natural disaster (Ginexi, Weihs, Simmens, &
Hoyt 2000; Toukmanian, Jadaa, & Lawless, 2000). In
support of the potential contribution of serious stressors
and trauma to the development of a major depressive
episode (MDE) in women, Kendler et al. (2002) pro
posed an integrated etiological model that emphasizes
the multifactorial nature of depression in women, with
interpersonal trauma or serious stressors at any stage
of life making significant contributions to the predic
tion of a MDE. The frequent coexistence of PTSD and
depression leads some researchers to suggest that a
cascade model in which the causal pathways to Fl’SD
and major depression following exposure to trauma are
not independent (Breslau, Davis, Peterson, & Schultz,
2000; Stein & Kennedy, 2001). A major challenge to
understanding the sequelae of trauma is that most
studies are retrospective in nature. Prospective studies
initiated at the time of the event are required to document
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the temporal relationship between exposure to trauma
and the development of subsequent stress-related
disorders.

Conclusion

PTSD is a significant health problem. The impairment
associated with PTSD carries with it staggering costs
to the individual and to society as a whole (Kessler,
2000; van der IColk & McFarlane, 1996). Although dif
ficult to measure directly, the costs to the individual
are substantial both in financial terms and in broader
human terms. This is manifest in unfulfified potential
in the areas such as education, employment, interper
sonal relationships, and day-to-day role functioning.
An example of this is the high risk of suicide attempts
(an especially important marker of extreme distress)
among individuals diagnosed with PTSD. Analyses of
suicidal behaviors among participants in the NCS study
concludes that individuals who meet the diagnostic
criteria for PTSD are six limes more likely than demo
graphically matched controls to attempt suicide
(Kessler). Also noteworthy i5 the fact that PTSD has a
stronger association with suicidality than any other
anxiety disorder (Kessler, Borges, & Walters, 1999).

This article reviewed the evolution of the PThD as a
diagnostic construct within the North American psy
chiatric nosology. In addition to furnishing a context
for understanding past and current conceptual issues
in the study of trauma in women, its intent was to
review the construct’s refinement in response to a
growing body of empirical research. Despite these
changes, fundamental questions remain as to whether
PTSD is better conceptualized as a spectrum disorder
rather than a single entity. Part ill of this series focuses
on the effects of interpersonal trauma among women
and examines the conceptual sufficiency of the PTSD
construct to support clinical observations and neuro
biological data.

Author contact: kathy.hegadoren@ualbert.ca, with a copy to
the Editor: mary@artwindows.com
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