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Psychometric Properties of the PTSD Checklist With Older
Primary Care Patients

Joan M. Cook,1,2,3,6 Jon D. Elhai,4 and Patricia A. Areán5

In this article the authors evaluated the posttraumatic stress disorder (PTSD) Checklist’s (PCL)
psychometric properties in 142 older adult primary care patients screened for several psychiatric
disorders. Several established PCL scoring rules were assessed. Receiver operating characteristic
analyses revealed a PCL score of 37 achieving optimal sensitivity and specificity, when compared
to the PCL’s algorithm-derived PTSD diagnosis (based on whether at least one reexperiencing, three
avoidance/numbing, and two hyperarousal symptoms were endorsed with a rating of 3 or higher,
indicating at least moderate severity). Among depressed, anxious, and substance abusing older adults,
the PCL demonstrated adequate internal consistency. It also revealed similar convergence with the
Center for Epidemiological Studies-Depression scale, found in previous research. Implications for
using the PTSD Checklist with community-dwelling older adults in primary care are discussed.

Recent work has detailed the literature, issues, and
available instruments in assessing posttraumatic stress
disorder (PTSD) in the general adult population (Briere,
2004; Frueh, Elhai, & Kaloupek, 2004; Wilson & Keane,
2004). However, less is known specifically about mea-
suring PTSD in older adults, a population often requir-
ing special considerations in the assessment process (e.g.,
aging-related sensory or cognitive impairments, inade-
quate labeling of an event as traumatic or misinterpreta-
tion of psychological symptoms as somatic concerns).
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Recent studies demonstrate that PTSD can be
assessed reliably and validly in older military sam-
ples of combat veterans and former prisoners of war
(Cook, Thompson, Coyne, & Sheikh, 2003; Engdahl,
Eberly, & Blake, 1996; Hyer, Summers, Boyd, Litaker, &
Boudewyns, 1996). However, little information has been
published on the reliable or valid assessment of PTSD in
older civilian adults (i.e., not veteran-specific; Zelst et al.,
2003). This topic is important, given the rapidly growing
number and proportion of older adults in the U.S. popu-
lation (U.S. Census Bureau, 2004), and the overall preva-
lence and financial costs associated with PTSD (Kessler,
2000).

Our aim in the present study was to evaluate the per-
formance of a widely used PTSD instrument in a sample of
older adults screened for several psychiatric disorders in a
primary care setting. This study is of great consequence,
because despite the PTSD psychometric literature’s focus
on younger populations, older individuals demonstrate
differences in their manner and frequency of reporting
of PTSD symptoms. Specifically, older adults are less
likely to accurately acknowledge or report events as trau-
matic (Acierno et al., 2002), and reveal decreased PTSD
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prevalence rates in epidemiological studies (Norris, 1992).
Thus, previous PTSD psychometric studies may have lim-
ited generalizability to older populations. Furthermore,
the literature lacks adequate investigation of PTSD assess-
ments’ psychometric properties in older civilian adults.
We chose to use the PTSD Checklist (PCL) (Weathers,
Litz, Herman, Huska, & Keane, 1993) as our PTSD screen
because of its strong psychometric evidence, and wide use
in clinical and research settings (Elhai, Gray, Kashdan, &
Franklin, in press). We assessed the PCL’s reliability and
diagnostic concordance between several scoring rules in
PTSD assessment.

Posttraumatic Stress Disorder Checklist

To provide background information, the PCL con-
tains 17 items adapted from Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV;
American Psychiatric Association, 1994) PTSD symp-
tom criteria, taking approximately 5 minutes to admin-
ister. Respondents are asked to rate on a 5-point Likert
scale (1 = not at all to 5 = extremely) the extent to which
symptoms bothered them in the previous month (Weath-
ers et al., 1993), yielding a summed total score. Three
adult versions exist, with the only differences being the
target population and type of stressor: a military veteran
version regarding a stressful military experience (PCL-
M), and civilian versions regarding a specified (PCL-S)
or unspecified (PCL-C) stressful life event.

The PCL demonstrates adequate internal consistency
(alpha = .94) (Blanchard, Jones-Alexander, Buckley, &
Forneris, 1996; Ruggiero, Del Ben, Scotti, & Rabalais,
2003) and one-week test–retest reliability of .88 (Rug-
giero et al., 2003). Diagnostic efficiency in PTSD de-
tection has ranged from .8 to .9 using cutoff scores
ranging from 44 to 50, with samples of combat veter-
ans (Forbes, Creamer, & Biddle, 2001; Weathers et al.,
1993) and victims of motor vehicle accidents and sex-
ual assault (Blanchard et al., 1996). A cutoff score of
30 was optimal in PTSD diagnosis among general med-
ical patients who were not seeking mental health treat-
ment (Walker, Newman, Dobie, Ciechanowski, & Katon,
2002). The PCL correlates positively with the Mississippi
PTSD Scale (.93 for combat version, .82 for civilian ver-
sion), MMPI-2 Keane PTSD Scale (.77), and Impact of
Event Scale (.77 to .90; Ruggiero et al., 2003; Weathers
et al., 1993). Studies have demonstrated that the PCL’s
factor structure corresponds with DSM-IV PTSD crite-
ria’s symptom clusters, but with separation of the avoid-
ance and emotional numbing clusters (DuHamel et al.,
2004).

Method

Participants

Data were collected as a site-specific component of
a larger study, PRISMe (Primary Care Research in Sub-
stance Abuse and Mental Health for the Elderly). PRISMe
is a multisite, randomized comparative trial examining
two models of care for mental health and substance abuse
service delivery to older adults at 11 U.S. sites (Bartels
et al., 2002). In the present article, we report on site-
specific baseline data collected from one site, in a large
Western U.S. city. Our trauma and PTSD measures were
only collected at this site, thus the data should not be
considered representative of the entire multisite study.
Subjects were ethically treated, with Institutional Review
Board approval and informed consent obtained.

Potential participants (N = 1,197) were identified
from patient appointment lists, as well as referrals from
primary care physicians and social workers. Participants
were screened (n = 550, due to a 54% refusal rate) by
phone or in person by trained research assistants (no data
are available for differences between those screened and
not screened). Screening included a demographic survey,
the Short Blessed Test (SBT; a six-item, reliable and valid
cognitive impairment screening; Katzman et al., 1983),
General Health Questionnaire-12 (GHQ-12; a 12-item,
psychometrically sound screening measure of emotional
distress; Goldberg, 1972; Hardy, Shapiro, Haynes, &
Rick, 1999), items on suicidal ideation, alcohol use, and
mental health service use. Eligibility (inclusion) criteria
required age ≥ 65, no current use of mental health or sub-
stance abuse treatment, and SBT score <17 (suggesting
fairly good cognitive functioning); and any of the follow-
ing: GHQ-12 score ≥ 3 (indicating emotional distress;
Hardy et al., 1999), recent binge drinking (i.e., consump-
tion of at least four alcoholic drinks per day on two or
more occasions in the previous 3 months), consumption
of seven or more drinks in the previous week, or suicidal
ideation endorsement. Failure to meet the required criteria
resulted in exclusion from the study. Given that the larger
study was a clinical trial, these eligibility criteria were in
place to obtain a patient sample with mental health or sub-
stance use problems, while not currently receiving other
clinical treatment for such.

One hundred eighty-seven participants met the
screen inclusion criteria and were subsequently admin-
istered a face-to-face baseline assessment, with $10 re-
muneration. The baseline assessment included a diag-
nostic psychiatric interview, trauma exposure measure,
the PTSD Checklist, and the Center for Epidemiological
Studies-Depression Scale.
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Of this community-residing older adult group, 68
(36.4%) were men and 119 were women (63.6%). The
mean age was 74.81 years (SD = 7.84), ranging from
65 to 103. The majority was African American (51.6%),
followed by Caucasian (38.7%), Hispanic (3.2%), Asian
(2.7%), Native American (1.1%), and other racial back-
grounds (2.7%). Most were widowed (40.5%), divorced
or separated (30.6%), married (18.4%), or never married
(10.4%). Roughly a third (37.6%) had less than a 12th
grade education, 16.2% had graduated from high school
(with no further schooling), 31.8% had attended (but did
not complete) college, and 14.5% had attended graduate
school. Most had an average annual income below $9,999
(61.3%), or between $10,000 to $29,999 (26.9%). The
majority was either not employed (83.3%) or working
part-time (15.6%).

Baseline Instruments

Mini International Neuropsychiatric Interview

The Mini International Neuropsychiatric Interview
(MINI; Sheehan et al., 1998) is a brief, structured di-
agnostic interview for DSM-IV Axis I disorders. Most
disorder kappa values exceed .90 for interrater reliability
and .75 for test–retest reliability. Validity has been demon-
strated against the Structured Clinical Interview for DSM-
IV (SCID), with good or very good kappa values. Sensi-
tivity is generally above .70, with specificity above .85
(Sheehan et al., 1997, 1998). In the present study, only the
MINI’s major depressive, dysthymic, bipolar, psychotic,
panic, and generalized anxiety disorder modules were ad-
ministered. Patient symptoms were rated as present or
absent and psychiatric diagnoses consistent with DSM-IV
were generated. Those who met criteria for a psychotic
disorder, manic, or hypomanic episode were excluded.

Short Geriatric Michigan Alcohol Screening Test

Substance abuse or heavy drinking was assessed
via the Short Geriatric Michigan Alcohol Screening Test
(Short MAST-G; Blow, 1991), a 10-item yes/no measure.
The 24-item MAST-G has shown excellent sensitivity and
specificity in identifying alcoholism in older adults. The
psychometric properties of the Short MAST-G have not
yet been determined.

Trauma Exposure Assessment

This brief screen queried exposure to several poten-
tially traumatic events (corresponding to DSM-IV PTSD’s

Criterion A), using a yes/no response format. Events in-
cluded being in a war zone, fire, flood or other disaster, be-
ing in or witnessing a bad accident, seeing someone badly
injured or killed, being physically attacked or abused,
being sexually assaulted or raped, and being threatened
with a weapon. The screen was developed at the National
Center for PTSD’s Clinical Laboratory and Education Di-
vision (Menlo Park, CA), is very similar to other trauma
exposure screens in content and wording (e.g., Stressful
Life Events Screening Questionnaire, Trauma Assessment
for Adults, Traumatic Life Events Questionnaire; Norris
& Hamblen, 2004), and has been used in previous stud-
ies (Cook et al., in press). However, like most trauma
exposure measures, it has not been investigated for its
psychometric properties.

Posttraumatic Stress Disorder Checklist

Participants acknowledging traumatic event expo-
sure were administered the PCL-S (Weathers et al., 1993)
based on that trauma (or “most disturbing” trauma). Psy-
chometric information on the PCL is detailed above. We
also derived a dichotomous (yes/no) algorithm-derived
PTSD diagnosis, assigned when at least one B (reexpe-
riencing), three C (avoidance/numbing), and two D (hy-
perarousal) symptoms of at least moderate (3 or higher)
severity were endorsed (Cook et al., 2003; Schnurr et al.,
2000); inclusion of at least moderately severe symptoms
is common among other PTSD assessment instruments,
including the Clinician-Administered PTSD Scale). The
PCL’s psychometric properties have not been examined
in community-dwelling older civilian adults.

Center for Epidemiological Studies-Depression Scale

The Center for Epidemiological Studies-Depression
Scale (CES-D; Radloff, 1977) is a 20-item, Likert-scaled
self-report instrument of depression. Internal consistency
ranges from .84 to .90, with test–retest reliability from
.51 to .67 (Radloff, 1977). Moderate correlations exist
with the Hamilton Clinician’s and Raskin Rating scales
(.44 to .75; Radloff, 1977). Reliability and validity with
older adults is established (Hertzog, Van Alstine, Usala,
Hultsch, & Dixon, 1990).

Results

Of the 187 participants who completed the baseline
assessment, 142 endorsed trauma exposure and were thus
administered the PCL (except for one missing value),
serving as the effective sample for the present article.
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The most prevalent traumatic events reported were being
in/witnessing a bad accident (n = 76; 53.5%), being phys-
ically attacked or abused (n = 74; 52.9%), seeing someone
badly injured or killed (n = 72; 50.7%), and being threat-
ened with a weapon (n = 67; 47.2%). The most prevalent
diagnoses (as assessed by the MINI and Short MAST-G)
were major depressive (48; 33.8%), generalized anxiety
(38; 26.8%), substance abuse (28; 19.7%), and dysthymic
(14; 9.9%) disorders.

Reliability

The PCL’s total score internal consistency (Chron-
bach’s alpha) was .85. Although slightly lower than that
reported in previous PCL psychometric studies, this value
is still considered adequate. The PCL item-total score
Pearson correlations were greater than .50 for all but four
items, and greater than .40 for all but item #13 (sleep
difficulty). Interitem correlations demonstrated expected
moderate correlation sizes between items, with one pri-
mary exception: Item #13 demonstrated seven correlations
of .1 or less (in absolute value) with other items.

Comparison of Posttraumatic Stress Disorder Checklist
Scoring Rules

We examined the concordance between the
algorithm-derived PCL PTSD diagnosis, and several cut-
off score-derived diagnostic methods. Using the PCL ≥ 30
rule, the kappa concordance value was .38 (r = .48), con-
sidered fair agreement (Landis & Koch, 1977). The PCL
≥ 44 rule resulted in a kappa coefficient of .60 (r = .62),
considered moderate agreement. Last, with the PCL ≥ 50
rule, a kappa coefficient of .47 (r = .56) was evidenced, in-
dicating moderate agreement. Thus, the algorithm-derived
PTSD diagnosis corresponded most with a PCL cutoff
score of 44. It should be noted, however, that the magni-
tude of differences between these rules in agreeing with
the algorithm diagnosis is negligible. t Tests between inde-
pendent correlation coefficients (statistically comparing
the difference between two correlations; Howell, 1997)
indicate that even the largest correlational difference (.48
vs. .62) did not evidence statistical significance (p < .05).

Last, a receiver operating characteristics (ROC) anal-
ysis was conducted to assess optimally derived PCL cutoff
scores in discriminating those with and without algorithm-
derived PCL PTSD diagnoses. The PCL total score’s
Area Under the Curve was .98 (SE = .01) in discrimi-
nating algorithm-based diagnosis. Sensitivity, specificity,
and predictive power estimates were calculated for each
cutoff score. Table 1 displays the performance of several

Table 1. Sensitivity and False Positive Rates for Various
PCL Cutoff Scores in Discriminating Algorithm-Derived PTSD

Diagnoses

Cutoff score Sensitivity Specificity PPP NPP OCC

32 1.00 .73 .42 1.00 .96
33 1.00 .80 .49 1.00 .83
34 1.00 .85 .56 1.00 .87
35 1.00 .88 .62 1.00 .90
36 .96 .91 .67 .99 .91
37 .96 .92 .71 .99 .93
38 .87 .92 .69 .97 .91
39 .83 .95 .76 .97 .93
40 .78 .96 .78 .96 .93
41 .78 .97 .86 .96 .94
42 .70 .98 .89 .94 .94

Note. Sensitivity = true positives/(true positives + false negatives);
Specificity = true negatives/(true negatives + false positives); PPP
(Positive Predictive Power) = true positives/(true positives + false
positives); NPP (Negative Predictive Power) = true negatives/(true
negatives + false negatives); OCC (Overall Correct Classification)
= (true positives + true negatives)/(true positives + true negatives
+ false positives + false negatives).

cutoff scores (with no less than 70% sensitivity and speci-
ficity). A score of 37 appears to optimally retain high
sensitivity and specificity, according to a PCL algorithm-
based PTSD diagnosis.

Additional Psychometric Evaluation

Given the substantial comorbidity between PTSD
and depressive disorders (Kessler, 2000), we assessed the
correlation between the total PCL score and the CES-D,
expecting to find a moderately large relationship found
in previous research. The PCL correlated .53 with the
CES-D, p < .001 (two-tailed), slightly lower than the
correlation of .67 obtained by Ruggiero and colleagues
(2003) in their sample of young adult trauma survivors.

Discussion

Overall, we found that the PTSD Checklist is a re-
liable instrument when used with older, trauma-exposed
primary care patients, screened for psychiatric disorders.
The PCL evidenced similar convergence with the CES-
D as found in previous research. Of the cutoff scoring
rules assessed, the PCL’s algorithm-based PTSD diagno-
sis achieved the most agreement with a PCL cutoff score
of 44 used for diagnosis (though not statistically supe-
rior). The ROC analyses showed that a PCL score of 37
achieved optimal sensitivity and specificity.

In our ROC analyses, it appears that a PCL score
of 37 optimally assigned PTSD diagnoses based on the
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algorithm-derived PTSD diagnosis. This cutoff score is
lower than that suggested in earlier PCL psychometric
studies, with mental health treatment-seeking survivors
of particular trauma types including motor vehicle ac-
cidents (Blanchard et al., 1996) and combat (Weathers
et al., 1993). However, a score of 37 is more consistent
with newer PCL validation studies of primary care patients
(Lang, Laffaye, Satz, Dresselhaus, & Stein, 2003; Walker
et al., 2002). Cutoff scores often yield very divergent
diagnostic estimates, when applied to different sample
types (Elwood, 1993). Because treatment-seeking com-
bat veterans are likely to evidence greater PTSD symp-
tomatology than primary care patients are in general, it is
not surprising that optimal cutoff scores are different for
these two populations. It is true that the cutoff scores dis-
cussed have shown adequate diagnostic validity. However,
the present study adds to recent literature demonstrating
that PCL cutoff scores may need a downward adjustment
in assessing PTSD among trauma survivors not seek-
ing mental health treatment. Last, since PTSD has been
shown to be a dimensional rather than taxonic construct
(Ruscio, Ruscio, & Keane, 2002), the use of cutoff scores
in diagnosing PTSD may ultimately demonstrate limited
utility.

Use of reliable and valid PTSD instruments may im-
prove the recognition, diagnosis, and subsequent treat-
ment for older trauma survivors. Both developmental and
cohort differences between younger and older individuals
may impact the assessment of trauma-related distress in
late life, in terms of reporting and attribution of symp-
toms, as well as disclosure and language issues (Cook,
2001). For example, older adults may be less likely to ac-
knowledge or report traumatic experiences due to shame
or fear of stigma, failure to perceive events as traumatic, or
negative experiences with past disclosures (Falk, Hersen,
& Van Hasselt, 1994). Older adults also tend to min-
imize or attribute mental health symptoms to physical
conditions and thus seek and receive treatment for such,
posing serious implications for treatment and recovery
(e.g., inappropriate and costly treatment selections; Allers,
Benjack, & Allers, 1992). Additionally, for the current co-
hort of older adults, trauma that occurred before their
middle adulthood preceded the introduction of PTSD
into the diagnostic classification system in 1980. Thus,
knowledge of traumatic effects was less known and spe-
cific terminology and supports were less available to this
generation.

Our study provides preliminary results of the PCL’s
psychometric properties in older civilian adults. The find-
ings must be interpreted within the limitations of the study.
First, this study is limited by not having standardized
interview-based diagnoses of PTSD and thus comparison

with PCL scores could not be accomplished or confirmed.
Future investigations should include clinical interviews.
Furthermore, it should be noted that the PCL ≥ 30 scor-
ing rule, while empirically supported (Walker et al., 2002),
may be inappropriate in many settings, because it was de-
rived from medical patients who were not seeking mental
health treatment. Second, despite targeting 1,197 poten-
tial subjects, only 187 completed the baseline assessment
because of the 54% refusal rate and our conservative in-
clusion requirements (e.g., screening positive for one of
several psychiatric conditions, no current receipt of men-
tal health services, consent to undergo a clinical trial),
thus possibly limiting generalizability. Thus, the sample
may not be representative of the general older primary care
population, and may have resulted in artificially strong re-
liability and validity estimates. Despite these limitations,
this study contributes to the current limited understand-
ing of PTSD assessment in older community-residing
civilians.
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