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THE SCID PTSD MODULE’S TRAUMA SCREEN: VALIDITY
WITH TWO SAMPLES IN DETECTING TRAUMA HISTORY

Jon D. Elhai, Ph.D.,1� C. Laurel Franklin, Ph.D.,2 and Matt J. Gray, Ph.D.3

We investigated the posttraumatic stress disorder (PTSD) module’s trauma
screen of the Structured Clinical Interview for DSM-IV (SCID), a single-item
traumatic event history query. Compared to the Stressful Life Events Screening
Questionnaire (SLESQ), the SCID trauma screen was 76% sensitive in
identifying trauma histories in 199 medical patients (correctly ruling out 67%)
but only 66% sensitive in 253 college students (ruling out 87%). A modified,
more behaviorally specific SCID trauma screen (M-SCID) yielded poorer results
in identifying trauma among 245 additional college students. Based on probable
PTSD diagnoses (PTSD Symptom Scale), using the SCID screen instead of the
SLESQ, 3% (M-SCID screen) to 11–14% (standard SCID) of PTSD cases
were missed due to not having a trauma history. Our results lend support to
previous research establishing the SCID trauma screen as a useful screening
device in settings where a more comprehensive trauma screen is not possible.
Depression and Anxiety 25:737–741, 2008. & 2007 Wiley-Liss, Inc.
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INTRODUCTION
Numerous self-report and interview instruments have
been developed to assess an individual’s history of
traumatic event exposure, recently reviewed in several
papers [Briere, 2004; Frueh et al., 2004; Norris and
Hamblen, 2004]. The data obtained from these
instruments can help guide clinical diagnosis and
treatment of mental health patients. However, these
measures are lengthy and take time for patients to
complete. Perhaps as a result, some settings use single-
item trauma history queries, or do not evaluate
traumatic event history at all. With clinical and
research resource limitations often present, there is a
clear need for examining the validity of brief (i.e.,
single-question) trauma screens.

Norris and Hamblen [2004] found that trauma
history assessments were composed of between 10–24
items. Certainly, reliability improves as a scale’s length
increases. However, while administering a 10-item
measure of trauma history may not seem overly
cumbersome (especially in self-report format), there
are clinical and research situations where this is not
feasible and only a brief trauma screen would be
possible. For example, in community mental health

centers, where trauma history is often largely ignored
[Cusack et al., 2004], a brief screen would provide more
clinical data than having no screen. Second, in mental
health settings, administering a quick trauma screen
can help determine whether a more detailed trauma
history should be gathered. Finally, implementing a
brief trauma screen may be useful and cost-effective in
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non-mental health settings for clinical or research
purposes. For example, such a screen can be helpful
with undergraduates in university research pools by
determining eligibility for trauma-related experiments.
In medical settings a trauma screen may prove useful in
determining clinical trial eligibility for studies requir-
ing trauma victims as participants (e.g., PTSD clinical
trials), by limiting the number of unnecessary partici-
pants to comprehensively evaluate.

A single-question trauma screen is currently used in
the Structured Clinical Interview for DSM-IV [SCID,
First et al., 1996] PTSD module. This screen asks the
respondent if s/he has ever been exposed to a traumatic
event, providing some examples for possible traumas
(see Appendix). The SCID is widely used in published
research studies, including in the traumatic stress
literature [National Center for PTSD, 2006]. Further-
more, among traumatic stress professionals the SCID’s
PTSD module was found to be the second most
widely used clinician-administered PTSD instrument
[Elhai et al., 2005].

However, only one study investigated the psycho-
metric data of the SCID’s PTSD trauma screen.
Franklin et al. [2002] discovered that among mental
health patients the SCID trauma screen was 84%
sensitive and 100% specific in detecting trauma history
based on a lengthier trauma assessment (Posttraumatic
Stress Diagnostic Scale). Furthermore, only 10% of
bona fide SCID PTSD-diagnosed participants were
missed as trauma victims when using the SCID screen
instead of the lengthier trauma assessment. Finally,
they found that the lengthier assessment did not add
substantial incremental validity over the screen in
detecting PTSD diagnoses.

As Franklin et al. [2002] assessed mental health
patients, it is possible that their results may not gene-
ralize to non-mental health populations. In this study
we assessed the SCID’s trauma screen in detecting
trauma histories among two non-mental health sam-
ples. We chose to examine (1) college students, a
population with relatively high trauma prevalence rates
[Bernat et al., 1998]; and (2) primary care patients, a
population previously studied for trauma exposure
[McQuaid et al., 2001]. Both study populations could
benefit from a brief trauma screen in prescreening for
research study eligibility, and to improve the cost-
effectiveness of evaluations. Furthermore, accurately
screening for trauma history in primary care patients
could cut down on the inaccurate psychiatric diagnoses
which inflate health care costs [Walker et al., 2004].

We examined the sensitivity of the SCID trauma
screen in detecting trauma history according to an
established, lengthier instrument. We also assessed the
proportion of trauma survivors (based on the lengthier
assessment) that the SCID screen missed, and validity
in detecting PTSD-diagnosed individuals. We also
report preliminary data on a modified SCID PTSD
trauma screen (M-SCID) that we developed to be more
behaviorally specific in querying trauma history, given

that previous theoretical literature [Acierno et al.,
1999] and empirical findings [Fricker et al., 2003]
support the query of trauma history using behaviorally
specific terms.

STUDY 1
METHOD

Participants. Participants were 201 primary care
patients (142 women, 56 men, 3 not indicating gender),
age 18 and above, who presented for appointments at a
clinic affiliated with a state university medical school in
the Midwestern US. Recruitment occurred in spring
2006, with institutional review board (IRB) approval.
Age ranged from 18 to 90 years (M 5 49.05,
SD 5 18.31). Education ranged from 9 to 24 years,
averaging 13.81 (SD 5 2.37). Annual income was
o$25,000 for 34.8% (n 5 69), $25,000–$34,999 for
16.2% (n 5 32), $35,000–$49,999 for 18.2% (n 5 36),
and $50,0001for 30.8% (n 5 61). Most worked full-
time (n 5 97, 48.3%), whereas some worked part-time
(n 5 24, 12.4%), and some were unemployed/retired
(n 5 79, 39.3%). Most were Caucasian (n 5 177,
88.1%), with only 4 (2.0%) of Hispanic ethnicity.
Relationship status was predominantly married
(n 5 116, 57.7%) or single (n 5 35, 17.4%).

Procedure. Patients (n 5 234) presenting for ap-
pointments on a wide variety of days were consecu-
tively invited daily by research assistants to participate
in waiting rooms, offered $10 compensation. Two-
hundred and two patients agreed to participate, but one
subject terminated immediately after agreeing (leaving
201 participants; 86% response rate). Informed consent
was obtained after the procedures were explained.
Participants were next presented several paper-and-
pencil surveys in a fixed order. Measures relevant to the
present study are listed below.

INSTRUMENTS

Demographic survey. A demographics survey
queried gender, age, educational level, employment
and relationship status, annual income, race and
ethnicity.

SCID PTSD trauma screen. As discussed above,
the SCID’s PTSD module [First et al., 1996] includes a
single-question trauma screen, inquiring whether the
respondent has been exposed to a traumatic event,
providing some examples for possible traumas.

Stressful Life Events Screening Questionnaire.
The Stressful Life Events Screening Questionnaire
(SLESQ) [Goodman et al., 1998] is a self-report
measure, assessing previous exposure to 12 specific
DSM-IV PTSD criterion A1 events. Test–retest relia-
bility and convergent validity of the trauma queries are
adequate (k5 .73, and .64, respectively) [Goodman
et al., 1998]. We administered the 12 trauma queries,
but did not administer the probing questions which
inquire about trauma-related characteristics (e.g., age
of trauma). We also excluded item 13, a ‘‘catch-all’’
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item that inquires about any frightening or horrifying
event not specified in the previous questions, as it
would be questionable if an endorsement actually
represented a true traumatic event.

Posttraumatic Stress Disorder Symptom Scale-
Self Report. The Posttraumatic Stress Disorder
Symptom Scale-Self Report (PSS) is a 17-item DSM-
IV-based PTSD measure querying symptom frequency
using a four-point Likert scale [Foa and Tolin, 2000].
Internal consistency ranges from .65 to .71, with
test–retest reliability between .66 and .77. The PSS
correlates .87 with the Clinician Administered PTSD
Scale (CAPS), with diagnostic sensitivity of .88 and
specificity of .96 [Foa and Tolin, 2000]. Participants
endorsing at least one trauma on the SLESQ com-
pleted the PSS based on their most distressing/only
event. ‘‘Probable’’ PTSD diagnoses, albeit based solely
on self-report, are determined by DSM-IV PTSD
symptom criteria, counting a symptom present if its
rating Z1 (e.g., ‘‘once a week or less’’). We also
assigned ‘‘no PTSD diagnosis’’ to those without
SLESQ trauma histories.

RESULTS

Of 201 participants, two were excluded for sub-
stantial missing data on the SLESQ or SCID trauma
screen, leaving 199. On the SLESQ, the most widely
endorsed traumatic events included: losing a family
member or close friend to accident, homicide
or suicide (n 5 92, 46.2%), and developing a life-
threatening illness (n 5 76, 38.2%).

Overall, 78.4% (n 5 156) of patients endorsed a
trauma history (i.e., at least one traumatic event) on
the SLESQ. In contrast, 66.3% (n 5 132) of patients
endorsed a trauma history on the SCID trauma screen.
Thus, 24 trauma survivors identified by the SLESQ
were missed on the SCID screen (i.e., 15.4% of
SLESQ-identified survivors). In detecting a trauma
history on the SLESQ, the SCID screen evidenced
75.6% sensitivity, 67.4% specificity, 89.4% positive
predictive power, 43.3% negative predictive power, and
73.9% overall diagnostic power (Table 1).

The issue of how much information may be lost by
the SCID trauma screen in detecting PTSD diagnoses
also is important to consider. Among patients, 31
(15.6%) evidenced ‘‘probable PTSD,’’ based on endor-
sing at least one SLESQ trauma and meeting PSS
PTSD criteria. Only four (12.9%) of these ‘‘probable

PTSD’’ participants would fail to be identified if the
standard SCID trauma screen were used instead of
the SLESQ.

STUDY 2
METHOD

Participants. Five hundred and six students (374
women, 131 men, 1 not indicating gender) enrolled in
introductory college courses served as participants.
Students were at least aged 18 years, attending a
medium-sized state university in the Midwestern US.
Participants were recruited from their university’s
multi-department research pool for research or extra
credit, through a password-protected website listing
available university-specific studies for electronic sign-
up. Recruitment occurred in fall 2005 and Spring 2006,
approved by the university’s IRB.

Age ranged from 18 to 57 years (M 5 20.77,
SD 5 4.41). Education ranged from 12 to 20 years,
averaging 13.43 (SD 5 1.68). Most participants worked
part-time (n 5 234, 46.4%) or were unemployed
(n 5 242, 48.0%). Most were Caucasian (n 5 477,
94.3%), with only 15 (3.0%) Hispanic subjects. Rela-
tionship status was predominantly single (n 5 410,
81.3%) or cohabitating (n 5 52, 10.3%).

Procedures. After electronic sign-up for study
participation, students were directed to a web-based
consent form, explaining the procedures. The study’s
purpose was stated as dealing with stressful events and
emotional functioning. Those consenting to participate
(n 5 506) were presented web-based versions of the
following survey materials in the order specified.
Except for the SCID trauma screen, instruments were
administered as described above in Study 1’s Method
section. Two different versions of the SCID trauma
screen were administered, with subjects randomly
assigned to complete only one.

INSTRUMENTS

Demographic survey. SCID PTSD trauma
screen. Two different versions of this screen were
administered (see Appendix). One version was the
standard SCID trauma screen discussed above. The
second version was a modification specifically designed
for this study (M-SCID). We modified the standard
screen to provide less ambiguity for the physical and
sexual assault wording, given previously reported

TABLE 1. Comparison of diagnostic efficiency estimates for the SCID PTSD trauma screen and modified SCID PTSD
trauma screen against the Stressful Life Events Screening Questionnaire

Instrument and context Sensitivity (%) Specificity (%) PPP (%) NPP (%) ODP (%)

SCID: patients 75.6 67.4 89.4 43.3 73.9
SCID: students 65.5 87.2 91.8 53.5 72.3
M-SCID: students 60.1 80.6 87.8 46.4 70.0

Note. PPP, positive predictive power; NPP, negative predictive power; ODP, overall predictive power.
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problems with ambiguity when querying assault history
[Acierno et al., 1999].

Stressful Life Events Screening Questionnaire-
Modified (SLESQ).

Posttraumatic Stress Disorder Symptom Scale-
Self Report (PSS).

RESULTS

Of the 506 participants, eight were excluded for
substantial missing data on the SLESQ or the SCID
trauma screen, leaving 498 participants. On the
SLESQ, the most widely endorsed traumatic events
included: losing a family member or close friend to
accident, homicide or suicide (n 5 151, 30.3%), being
in a life-threatening accident (n 5 107, 21.5%), and
being physically assaulted by either a family member or
someone else (n 5 91, 18.3%).

Standard SCID Trauma Screen Condition
(n 5 253). Overall, 67.6% (n 5 171) of this condi-
tion’s participants endorsed a trauma history (i.e., at
least one traumatic event) on the SLESQ. In contrast,
48.2% (n 5 122) of the condition’s participants endorsed
a trauma history on the standard SCID trauma screen.
Thus, 49 trauma survivors identified by the SLESQ
were missed on the standard SCID screen (i.e., 28.7% of
SLESQ-identified survivors). In detecting a trauma
history on the SLESQ, the standard SCID screen
evidenced 65.5% sensitivity, 87.2% specificity, 91.8%
positive predictive power, 53.5% negative predictive
power, and 72.3% overall diagnostic power (Table 1).

Among this condition’s subjects, 34 (13.4%)
evidenced ‘‘probable PTSD,’’ based on endorsing
at least one SLESQ trauma and meeting PSS PTSD
criteria. Only four of these ‘‘probable PTSD’’ partici-
pants (11.8%) would fail to be identified if the standard
SCID screen were used instead of the SLESQ.

Modified SCID Trauma Screen Condition
(n 5 245). Overall, 68.6% (n 5 168) of this condi-
tion’s participants endorsed a trauma history on the
SLESQ. In contrast, 47.4% (n 5 116) of the condition’s
participants endorsed a trauma history on the M-SCID
trauma screen. Thus, 52 trauma survivors identified
by the SLESQ were missed on the modified screen (i.e.,
31.0% of SLESQ-identified survivors). In detecting a
trauma history on the SLESQ, the M-SCID screen
evidenced 60.1% sensitivity, 80.6% specificity, 87.8%
positive predictive power, 46.4% negative predictive
power, and 70.0% overall diagnostic power (Table 1).

Among this condition’s subjects, 34 (13.9%)
evidenced ‘‘probable PTSD,’’ based on endorsing at
least one SLESQ trauma and meeting PSS PTSD
criteria. Only one of these ‘‘probable PTSD’’ partici-
pants (2.9%) would fail to be identified if the M-SCID
screen were used instead of the SLESQ.

DISCUSSION

We found that the standard SCID PTSD trauma
screen detected trauma history according to a more

extensive trauma exposure measure (SLESQ) in 76% of
medical patients, but only 66% of college students. Thus,
when compared to the SLESQ, the SCID trauma screen
is far from perfect in identifying trauma exposure.
However, it is noteworthy that the standard SCID screen
correctly ruled out a history of trauma in 87% of college
students, a respectable specificity rate (albeit, in only 67%
of medical patients). Poorer performance in detecting
trauma history was evidenced for our more behaviorally
specific M-SCID screen designed for this study.

Many researchers and clinicians may be more
concerned with identifying a trauma history that is
ultimately related to a PTSD diagnosis. When com-
pared to a more extensive trauma inquiry, the SCID
trauma screen performed reasonably well in identifying
a PTSD diagnosis. Only 11–14% of ‘‘probable’’
PTSD-identified participants (based on the SLESQ
and PSS) would be missed if the standard SCID trauma
screen were used in place of the SLESQ to evaluate
trauma history; and only 3% would be missed if the
M-SCID screen were used.

It is not surprising that we found that an extensive
trauma exposure query performed better than a single-
item query. In fact, we would generally advocate using a
multi-item trauma exposure query rather than a single-
item query. However, when using an extensive measure
is not feasible, the SCID trauma screen is a cost-effective
alternative in screening for trauma history. Particularly,
in a medical setting the sensitivity rate suggests that the
SCID trauma screen may be best at identifying those
with a likely trauma history. However, the lower
specificity rate in this sample suggests that those initially
screened positive on the SCID screen should be further
assessed to rule out the absence of a bona-fide trauma
history. This finding makes sense, given the two-part
definition of traumatic events in the DSM-IV. The
SCID trauma screen is useful at determining whether
someone had a PTSD Criterion A1 event, but more
inquiry is needed to know if they reacted strongly to the
event (i.e., met PTSD Criterion A2 of fear, helplessness,
or horror). Nonetheless, using the SCID as a trauma
screen is cost-effective, because it can identify indivi-
duals with possibly significant trauma exposure with
limited cost to the patient or clinical resources.

For college samples, the standard screen was not as
effective at identifying trauma survivors (missing one-
third), but was 87% effective in identifying those
without trauma histories. It thus would be helpful
in targeting trauma survivors for research studies or
in clinical settings without unnecessarily taxing non-
traumatized students with extraneous assessments.

Our findings across samples of medical patients and
college students were not as encouraging as those from
a study of mental health patients, finding 100% speci-
ficity in identifying non-trauma victims [Franklin et al.,
2002]. This may be because mental health patients are
primed to answer questions about significant events
impacting their functioning. Therefore, when asked a
question about potential traumatic events, they may be
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more likely to decisively rule out past events that are
not a problem for them. This may be in contrast to
medical patients who identify potentially traumatic
events as present, even if they might not significantly
impact their lives.

Across samples, the standard SCID trauma screen
performed better than the M-SCID screen when
examining trauma history only. The standard SCID
screen may be more inclusive than the modified screen,
allowing for individuals to interpret the criteria more
loosely, leading to more affirmative responses. How-
ever, when looking for ‘‘meaningful’’ traumas
(i.e., those associated with a potential diagnosis of
PTSD), the more behaviorally specific M-PTSD
outperformed the standard SCID screen (M-SCID 5
2.9% missed versus 11.8% on standard screen). This is
supported by past research suggesting that behaviorally
specific queries improve detection of Criterion A1 and
A2 traumas [Acierno et al., 1999].

Several limitations were inherent in this study. First,
results may only apply to college students and medical
patients from the Midwestern US. Second, when
assessing PTSD we did not use a structured diagnostic
interview, but rather relied on ‘‘probable’’ diagnoses
based on a self-report instrument. Overall, our findings
suggest that the type of trauma screen used should
depend on the amount of resources, purpose of the
screen, and the population sampled. Our results lend
support to previous research establishing the SCID
trauma screen as a useful screening device in settings
where a more comprehensive trauma screen is not
possible. Furthermore, when screening for PTSD
diagnoses, it may be more helpful to use the beha-
viorally specific M-PTSD screen; however, additional
research using ‘‘true’’ PTSD diagnoses rather than
those based solely on self-report measures should be
conducted to confirm this result.

APPENDIX
ORIGINAL SCID TRAUMA SCREEN

Sometimes things happen to people that are
extremely upsetting—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. At any time during your life,
have any of these kinds of things happened to you?

MODIFIED SCID TRAUMA SCREEN USED IN
THIS STUDY (M-SCID)

Sometimes things happen to people that are extre-
mely upsetting—things like being in a life threatening
situation like a major disaster, very serious accident or
fire; being physically assaulted, or threatened with a

weapon; being physically forced to have sex, or having
your private body parts touched against your wishes;
seeing another person killed or dead, or badly hurt, or
hearing about something horrible that has happened to
someone you are close to. At any time during your life,
have any of these kinds of things happened to you?
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