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Abstract: Data from two studies are presented, investigating the
relative effectiveness of posttraumatic stress disorder (PTSD) symp-
tom frequency and intensity rating dimensions, in assessing overall
PTSD severity and diagnosis. We assessed frequency and intensity
ratings using 1) the Modified PTSD Symptom Scale with 298
trauma-exposed college students, and 2) the Clinician-Administered
PTSD Scale with 130 combat-exposed military veterans. Results
demonstrated little empirical justification for separating frequency
and intensity ratings when measuring PTSD. Large overlaps in
variance were evidenced between the dimensions (suggesting con-
struct redundancy), with little meaningful contribution to diagnosing
PTSD using one dimension over the other. Implications for future
PTSD clinical and research assessment are discussed, including the
potential to decrease administration time for these commonly used
PTSD measures, given their time-consuming nature.
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In assessing posttraumatic stress disorder (PTSD), experts
recommend measuring both the frequency and intensity of

symptoms (Briere, 2004; Newman et al., 1996). It has been
argued that measuring both symptom dimensions can poten-
tially provide more specific clinical information than general
severity ratings. However, their use has also been questioned
regarding possible construct redundancy (Frueh et al., 2004).

Currently, three PTSD instruments assess both symp-
tom frequency and intensity, including the Clinician-Admin-
istered PTSD Scale (CAPS; Blake et al., 1995), a structured
PTSD interview; and two self-report PTSD measures, the
Modified PTSD Symptom Scale (M-PSS; Falsetti et al.,
1993), and the Davidson Trauma Scale (Davidson et al.,
1997). In contrast to other PTSD instruments, these assess-
ments provide information regarding not only symptom pres-
ence, but also how often and how distressing symptoms are
experienced.

Weathers et al. (2001) presented compelling arguments
for rating both frequency and intensity dimensions. They
suggested that the separation of these symptom dimensions
provides greater behavioral specificity in rating PTSD sever-
ity and thus minimizes subjective clinical judgment, has been
successfully employed in other psychopathology literature
(e.g., substance abuse), creates a wider and finer grading scale
for assessment, and enables the clinician and researcher to
assess the impact of treatment on both symptom dimensions.

However, at this juncture, we do not know the relative
effectiveness of using both frequency and intensity ratings in
the clinical assessment of PTSD. Specifically, the value of
using one dimension over the other, or both combined, is
unknown. If empirical findings demonstrate that these rating
dimensions share considerable variance, or if one dimension
alone contributes nearly all variance in accounting for PTSD
severity or diagnosis, perhaps instruments need not include
both ratings, therefore reducing assessment time for patients
and clinicians. However, if shared variance is found to be
minimal and if each dimension appears to contribute uniquely
to PTSD predictions, then an empirical rationale would exist
for using both ratings.

The current paper’s two studies investigate the effec-
tiveness of PTSD symptom frequency and intensity ratings.
We examined trauma-exposed college students (study 1) and
treatment-seeking combat veterans (study 2). Our research
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question was, “Is symptom frequency or intensity more
effective in predicting overall PTSD severity and diagnosis?”
We examined two different PTSD instruments (M-PSS and
CAPS) that query both symptom dimensions to address our
research question. We judged the effectiveness of frequency
and intensity ratings based on the strength of association
these dimensions yield in predicting overall PTSD severity
and diagnosis.

STUDY 1

Methods
Participants

Archival, previously collected data were used for study
1 (Gray and Lombardo, 2004), comprising college students
from a southern university, recruited from their psychology
department research pool. Originally, 516 participants were
screened, of whom 298 endorsed at least one DSM-IV PTSD
criterion A traumatic event from the past 5 years. Of these
trauma-exposed participants, 33.2% were men (N � 99), with
66.1% women (N � 197). The sample was predominantly
Caucasian (77.5%, N � 231), and African-American (16.4%,
N � 49). Average age was 19.32 (SD � 1.57), ranging from
17 to 28. Traumatic event history reported was fairly heter-
ogeneous, but mostly encompassed motor vehicle accidents,
unexpected death of a close associate, rape, and experiencing
or witnessing a life-threatening injury or accident (Gray and
Lombardo, 2004).

Procedure
After obtaining written informed consent, participants

were administered several self-report measures. Instruments
pertaining to the present study are detailed below.

Instruments

Trauma Assessment for Adults-Self Report
The Trauma Assessment for Adults-Self Report

(Resnick et al., 1993) is a brief, behaviorally specific measure
of exposure to 17 DSM-IV PTSD criterion A1 traumatic
events, with follow-up questions about trauma characteristics
(e.g., age at onset and cessation, physical injury). Events
queried include war zone exposure, accidental injury, natural
disaster, serious illness, child and adult sexual abuse/assault,
physical assault with and without a weapon, witnessing
serious injury or death, and being confronted with news of a
loved one’s homicide. Participants can endorse having expe-
rienced any number of events, ranging from 0 to 17. Studies
using the Trauma Assessment for Adults report very similar
trauma prevalence rates to major epidemiological trauma
studies.

M-PSS
The M-PSS (Falsetti et al., 1993) is a self-report instru-

ment of PTSD’s 17 DSM-IV symptoms, modified from the
PTSD Symptom Scale (Foa et al., 1993) to query both item
frequency and intensity. Frequency items are scaled as fol-
lows: 0 � “not at all,” 1 � “once per week or less/once in a
while,” 2 � “2 to 4 times per week/half the time,” and 3 �

“5 or more times per week/almost always.” Intensity items
are scaled regarding how distressing the symptom is: 0 �
“not at all,” 1 � “a little bit,” 2 � “moderately,” 3 � “quite
a bit,” and 4 � “extremely.” It reveals adequate internal
consistency (.96–.97) and diagnostic validity for PTSD diag-
nosis based on the National Women’s Study PTSD Module
(Coffey et al., 1998; Falsetti et al., 1993). A total severity
score is derived by summing frequency and intensity item
responses. A probable PTSD diagnosis is determined if at
least one PTSD criterion B symptom, three C, and four D
symptoms (i.e., DSM-IV PTSD criteria) have frequency and
intensity ratings of � 1. The M-PSS was administered with
its standard instructions, without reference to a particular
traumatic event.

Statistical Analyses
To address our research question, we assessed whether

M-PSS frequency and intensity dimensions differentially pre-
dicted overall M-PSS PTSD severity using Pearson correla-
tions. We next assessed whether frequency and intensity
ratings differentially predicted M-PSS PTSD diagnoses using
receiver operating characteristics (ROC) analysis.

Results
First, the correlation between M-PSS frequency and

intensity was computed. This yielded a large correlation (r �
.93). Thus, these constructs share a large amount of variance
and construct redundancy.

Predicting PTSD Severity
The total M-PSS score correlated .975 with M-PSS

frequency and .988 with intensity scores. Using a z test for
correlation coefficients (Howell, 1997), intensity scores were
found significantly more correlated with overall severity (z �
4.44, p � 0.001). However, visual inspection of the correla-
tion difference demonstrates that the magnitude of difference
was quite small.

Detecting PTSD Caseness
We were interested in assessing whether the probability

of being classified with a probable PTSD diagnosis according
to the M-PSS (based on the aforementioned diagnostic scor-
ing rule) differed when only using frequency or intensity
ratings. When measured against an overall M-PSS PTSD
diagnosis, frequency ratings alone yielded only five false-
positive and no false-negative cases, and intensity ratings
alone identified no false positive or negative cases, with
similar � agreement values (.95 and 1.00, respectively;
N � 298).

Nonparametric ROC analysis was conducted to assess
the diagnostic accuracy of M-PSS frequency and intensity
ratings against a probable M-PSS PTSD diagnosis. This
statistical method is more appropriate than other multivariate
analyses that assume that predictor variables are not highly
intercorrelated, an assumption violated in the present study.
Area under the curve (AUC) and SE values for frequency and
intensity curves were calculated as measures of overall diag-
nostic accuracy (Hanley and McNeil, 1982), with the differ-
ence between AUC values tested (DeLong et al., 1988).
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Figure 1 displays the resulting ROC curves, and the reference
line indicating chance diagnostic accuracy estimation. Re-
sults demonstrate that frequency (AUC � .974; SE � .01)
and intensity (AUC � .964; SE � .01) AUC values did not
significantly differ from each other (�2�1, N � 291� � 2.08,
p � 0.05).

STUDY 2

Methods
Participants

This study included data from 130 consecutively pre-
senting male combat veterans (age 18 or older) who com-
pleted an evaluation for outpatient PTSD treatment at a
Veterans Affairs Medical Center in the southeastern United
States from 1997 to 1999. Institutional Review Board ap-
proval was obtained for this archival clinical dataset.

The sample comprised 56.9% Caucasians (N � 74) and
40.0% African-Americans (N � 52). Age ranged from 28 to
78 years (M � 51.12, SD � 8.08). Educational level ranged
from 6 to 18 years (M � 12.22, SD � 2.31). The majority
(30.8%, N � 40) reported full-time employment or were
unemployed (42.3%, N � 55). Most served in the Army
(66.2%, N � 86) or Marines (18.5%, N � 24), primarily in
the Vietnam (76.9%, N � 100), Korean (8.5%, N � 11) or
1991 Gulf (6.9%, N � 9) Wars.

Procedure
Participants were diagnosed during intake according

to DSM-IV criteria, reached by team consensus by the
Veterans Affairs Medical Center’s PTSD clinical team. In
addition to chart review, evaluations included interviews
of military and psychosocial history, and the CAPS, ro-
tated to allow for one team member each. Team members
were trained in CAPS administration and scoring, rou-
tinely discussing coding issues.

The majority of participants were diagnosed with
PTSD using the CAPS total severity � 65 scoring rule
(84.6%, N � 110), as well as the F1/I2 rule (described

below; 95.6%, N � 124; Weathers et al., 1999). Consistent
with previous research (Kessler et al., 1995), participants
had significant comorbidity; nonstandardized, current Axis
I diagnoses included major depressive (81.9%, N � 68),
substance abuse (36.0%, N � 36), and other anxiety
disorders (16.5%, N � 13).

Instruments
A battery of instruments was administered upon eval-

uation. Of relevance to the present paper, information on the
CAPS is presented below.

CAPS
The CAPS (Blake et al., 1995) is a structured PTSD

interview, the most widely used of PTSD measures (Elhai et
al., 2005). It assesses past-month symptom frequency and
intensity for the 17 DSM-IV PTSD (and eight associated)
symptoms. Frequency items are scaled either a) 0 � “never,”
1 � “once or twice,” 2 � “once or twice a week,” 3 �
“several times a week,” 4 � “daily or almost every day”;
or b) 0 � “none/not at all,” 1 � “less than 10% of the time,”
2 � “approximately 20–30%,” 3 � “approximately 50–
60%,” 4 � “more than 80%.” Intensity items are scaled 0 �
“none,” 1 � “mild,” 2 � “moderate,” 3 � “severe,” 4 �
“extreme.” Behavioral anchors are specified (customized to
each item) for precise rating. It has adequate interrater reli-
ability (.92–.99), internal consistency (.73–.85), and conver-
gent validity with the Structured Clinical Interview for
DSM-IV and other PTSD measures (Weathers et al., 2001).
Total severity is calculated by summing frequency and inten-
sity ratings. The original CAPS scoring rule (F1/I2) generates
a PTSD diagnosis if at least one PTSD criterion B symptom,
three C, and four D symptoms have a frequency rating of �1
and intensity rating of �2.

Statistical Analyses
We assessed whether CAPS frequency and intensity

dimensions differentially predicted overall CAPS PTSD se-
verity using Pearson correlations. We next assessed whether
frequency and intensity ratings differentially predicted CAPS
PTSD diagnoses using ROC analysis.

Results
The relationship between CAPS frequency and inten-

sity scores was first computed. This yielded a correlation of
.86, demonstrating large overlap in constructs.

Predicting PTSD Severity
The total CAPS PTSD severity score correlated .966

with CAPS frequency and .961 with intensity scores. The
magnitude of this difference is extremely small, and no
statistical significance between correlations was found (z �
.56, p � 0.05).

Detecting PTSD Caseness
We were interested in whether the probability of being

classified with PTSD according to the CAPS (based on the
original F1/I2 scoring rule) differed when only using fre-
quency or intensity ratings. When measured against an

FIGURE 1. ROC curves for the M-PSS frequency and inten-
sity ratings against the M-PSS probable PTSD diagnosis.

Elhai et al. The Journal of Nervous and Mental Disease • Volume 194, Number 12, December 2006

© 2006 Lippincott Williams & Wilkins942



overall CAPS PTSD diagnosis, frequency ratings alone
yielded only two false-positive cases and one false-nega-
tive case (� � .72), and intensity ratings alone identified
no false-positive cases but one false-negative case (� �
.92; N � 130). Thus, the dimensions were relatively
comparable based on an overall PTSD diagnosis.

Nonparametric ROC analysis was conducted to assess
the diagnostic accuracy of CAPS frequency and intensity
ratings against an overall CAPS PTSD diagnosis. AUC and
SE values for frequency and intensity curves were calculated
as measures of overall diagnostic accuracy (Hanley and
McNeil, 1982), and AUC values were tested between each
other (DeLong et al., 1988). Figure 2 displays the resulting
ROC curves, finding that frequency (AUC � .962; SE � .03)
and intensity (AUC � .976; SE � .02) AUC values did not
significantly differ from each other (�2�1, N � 130� � 1.23,
p � 0.05).

DISCUSSION
Empirically, our results indicate that there appears to be

little justification for separating frequency and intensity rat-
ings when measuring PTSD. Given the lack of evidence
suggesting that one dimension adds substantial unique vari-
ance, and since the dimensions correlated roughly .9 with
each other across instruments, making a case for using both
dimensions is tenuous. After all, in social science research it
is rare to find measures of the exact same construct that
correlate higher than the frequency and intensity dimensions
do with each other.

Two likely reasons could explain our findings. First, it
is possible that respondents cannot meaningfully distinguish
between frequency and intensity items. Thus, even if the
symptom dimensions represent truly distinct constructs, for
all practical purposes they perform in a redundant manner
when disaggregating them. Alternatively, of course, the di-
mensions could be truly redundant with each other.

This study has significant clinical implications. Specif-
ically, because real-world clinic resources are virtually al-
ways limited, the present study demonstrates that it may be

acceptable to use a shorter self-report PTSD measure that
queries only one symptom dimension. For example, settings
requiring a brief PTSD measure (e.g., among a large battery
of instruments) will benefit from the knowledge that PTSD
can be assessed using only one dimension. In selecting
between the symptom frequency and intensity dimensions,
our study demonstrates that either dimension is sufficient in
assessing PTSD. If we were to choose only one dimension to
assess, in general we would advocate for querying symptom
frequency, which is more amenable to quantitative, precise
response options (e.g., “once per month,” “once per
week”) than is the case for symptom intensity (e.g., “mild
distress,” “moderate distress”). However, it should be
noted that 1) most available PTSD instruments query
symptom intensity rather than frequency, and 2) some
PTSD symptoms seem more amenable to querying one
symptom dimension over the other.

Several limitations were present in this study. First, our
conclusions are most relevant to the M-PSS and CAPS
frequency and intensity ratings; we do not know how gener-
alizable they are to research using the Davidson Trauma
Scale. Second, we assessed only college students reporting
various civilian traumas, and veterans reporting combat ex-
posure, limiting generalizability to nonclinical civilian and
clinical combat trauma samples. To resolve these limitations,
future research should attempt to confirm whether frequency
and intensity symptom dimensions are equally effective,
using other measures that include such ratings, with a more
heterogeneous sample of trauma survivors.

CONCLUSION
In sum, despite the conceptual appeal and previously

asserted benefits of disaggregating PTSD frequency and in-
tensity dimensions (Weathers et al., 1999), it appears to be an
empirically questionable practice.
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