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In this article, we discuss challenges associated with the

common practice of assessing posttraumatic stress dis-

order (PTSD) without reference to a specific traumatic

event. We describe basic procedures for evaluating

PTSD in a way that is consistent with both the disor-

der’s historical conceptualization and contemporary

methodology. In doing so, we present the rationale and

limited empirical evidence supporting the so-called

worst event method of identifying an index trauma for

subsequent PTSD assessment.
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Assessing posttraumatic stress disorder (PTSD) is a com-

plex task—more complex, perhaps, than many research-

ers and clinicians realize. As trauma-focused scientists,

the authors of this article are regular consumers of the

PTSD research literature and frequently serve as peer

reviewers for journal manuscripts investigating issues

related to posttraumatic stress. In these roles, we often

observe studies employing PTSD assessment methodol-

ogy that is conceptually (and perhaps empirically)

flawed. Based on our experience discussing such issues

with mental health clinicians, some of these flaws are

evident in frontline clinical work as well. In this article,

we describe some of the PTSD assessment practices we

view as highly problematic, with a particular focus on

the lack of instruction typically provided to respondents

in linking PTSD symptoms to a traumatic event. We

also discuss methods that will assist researchers, clini-

cians, and consumers of empirical literature in drawing

more valid conclusions from PTSD assessment data.

THE BASICS OF ASSESSING PTSD

Traumatic Event Exposure

When assessing PTSD, one must first determine whether

the respondent (e.g., research participant, patient) has

experienced a potentially traumatic event. The goal at

this stage of the assessment is to establish that the respon-

dent meets the PTSD traumatic stressor criterion, Crite-

rion A, of the Diagnostic and Statistical Manual of Mental

Disorders (DSM-IV-TR; American Psychiatric Associa-

tion, 2000). This criterion is a required component of

the PTSD construct and has historically served an

important gatekeeping function (Long & Elhai, 2009;

Weathers & Keane, 2007). A thorough trauma history

evaluation might also inquire about the characteristics of

each event, such as its duration, severity, and frequency

of occurrence (Elhai, Ford, & Naifeh, 2010). These

additional details can assist in parsing out the effects of a

complex trauma history involving multiple stressors.

There are a number of standardized trauma exposure

measures with acceptable psychometric properties

(reviewed in Briere, 2004; Elhai, Gray, Kashdan, &

Franklin, 2005). These measures vary in terms of their

comprehensiveness, focus (e.g., sexual assault vs. com-

bat), and level of detail. Nevertheless, a broad range of

measures is available, and they may be used alone or in

combination to assess the stressors of interest.
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Although not the primary focus of this article, two

problematic practices in the assessment of traumatic

event exposure are worth noting. The first is a failure

to assess exposure altogether. In our experience, this

most commonly occurs in research where trauma

exposure is presumed for the entire population (e.g.,

civilians living in a war-torn region). The presumption

that trauma exposure is ubiquitous within a given pop-

ulation fails to account for potentially important varia-

tions in event proximity, frequency, and severity. For

example, some individuals in an area affected by natural

disaster may have only been exposed indirectly through

media coverage or word-of-mouth accounts. This pre-

sumption also ignores whether the respondent experi-

enced fear, helplessness, or horror as a result of the

event, peritraumatic reactions that are currently

required under PTSD Criterion A2 in the DSM-

IV-TR (American Psychiatric Association, 2000). The

second problematic practice is use of newly created

trauma exposure measures that have no psychometric

support. Our experience suggests that this is most com-

mon in studies where the characteristics of the event(s)

are highly specific, such as in certain military conflicts

or disasters. While it is understandable that researchers

would want to inquire about stressors that are not

captured by existing trauma exposure measures, the

limitations of an untested questionnaire are often inade-

quately addressed or ignored altogether in manuscripts

submitted for peer review.

PTSD Symptoms

Once the respondent screens positive for a history of at

least one traumatic event, the next step is to assess current

(or perhaps lifetime) PTSD symptoms using one of sev-

eral standardized, psychometrically sound instruments

(reviewed in Brewin, 2005; Elhai et al., 2005). It is at this

point where we have observed the most troubling assess-

ment practices. Chief among these is the failure to link

PTSD symptoms to a single “index” traumatic event.

PROBLEMS WITH COMMON PTSD ASSESSMENT METHODS

As others have noted, the PTSD construct has

traditionally been based on a “single-trauma model”

(Carlson, 2001), a conceptualization that has been

reinforced by the wording of the disorder’s diagnostic

criteria since its reification in the third edition of the

Diagnostic and Statistical Manual of Mental Disorders

(DSM-III; American Psychiatric Association, 1980).

Identification of a single index traumatic event that will

serve as the target of a PTSD assessment is often

accomplished by asking respondents to identify their

worst or most upsetting event, a procedure that has

been referred to as the “worst event” method (Breslau,

Peterson, Poisson, Schultz, & Lucia, 2004; Elhai et al.,

2009, 2010).

Unfortunately, there has always been a logical

inconsistency between the official PTSD construct and

many of the measures used to assess it. Most notably,

there is varying emphasis on the requirement to link

symptoms to a specific index event, with some instru-

ments explicitly emphasizing this linkage, while others

generically reference “a stressful experience” or multi-

ple traumatic events. The nonlinked approach is espe-

cially common among self-administered PTSD

questionnaires. In fact, some of the most widely used

self-administered PTSD and traumatic stress instru-

ments (Elhai et al., 2005) are structured in this way,

including the PTSD Checklist–Civilian Version

(PCL-C; National Center for PTSD, 2007) and

Trauma Symptom Inventory (Briere, 1995). The wide-

spread use of nonlinked methodology is not particularly

surprising. Although the DSM-IV ’s PTSD text is

clearly geared toward posttraumatic responses from a

single traumatic event, it is not explicitly emphasized in

the diagnostic criteria. Further, due to the somewhat

complex question logic that must be developed to link

symptoms to an identified index event, PTSD assess-

ment does not lend itself particularly well to self-report

methods. Nevertheless, use of self-administered instru-

ments is common in research and clinical settings, per-

haps because it is a practical necessity given the

potential time and cost of using structured interviews.

Indeed, we have used self-administered instruments in

the majority of our own trauma-focused research.

Despite its historical precedent and logical rationale,

some traumatic stress experts have argued that linking

PTSD symptoms to a single index event is problematic.

Carlson (2001) suggested that assessing PTSD based on

a single-trauma model may not accurately capture the

symptom complexity of individuals exposed to multiple

traumatic events, which epidemiological data suggest is

quite common (Kessler, Sonnega, Bromet, Hughes, &
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Nelson, 1995). In fact, the website of the U.S. Depart-

ment of Veterans Affairs’ (VA) National Center for

PTSD advocates use of the PCL-C specifically for a

similar reason: “The symptoms endorsed may not be

specific to just one event, which can be helpful when

assessing survivors who have symptoms due to multiple

events” (National Center for PTSD, 2007). It has also

been argued that the single-trauma model of PTSD

assessment may exclude individuals who do not report

trauma exposure despite actually having a history of

Criterion A experiences (Carlson, 2001). Such argu-

ments imply that it may be advantageous for PTSD

assessment to be nonspecific (i.e., linked to an unde-

fined “stressful experience”) or global (i.e., linked to an

individual’s entire trauma history). We have com-

mented previously (Elhai et al., 2010) that it appears

many clinicians and researchers endorse a nonspecific

or global approach, at least implicitly, by failing to

identify an index traumatic event and/or using PTSD

instruments that do not emphasize this linkage.

Although little empirical data exist on the efficacy

and validity of different methods for linking traumatic

events to PTSD symptoms, we do not advocate for a

nonspecific or global approach for several reasons. First,

there is epidemiological evidence that the worst event

method captures the majority of PTSD cases. In a strat-

ified random sample of 801 women, Breslau, Davis,

Peterson, and Schultz (1997) found that 84% of PTSD

cases were diagnosed based on the respondents’ self-

identified worst event using a structured interview,

with the remainder of cases diagnosed based on the

second or third worst event. While the number of

PTSD cases missed by the worst event method in this

study is not inconsequential, we are not aware of any

comparable evidence supporting nonspecific or global

PTSD assessment approaches. Subsequently, Elhai and

Fine (2012) investigated whether PTSD symptom rat-

ings in trauma-exposed college students (with more

than one reported traumatic event type) were compara-

ble between two randomized conditions: PTSD symp-

toms rated based on the worst traumatic event versus

the second worst event. Using confirmatory factor

analysis (CFA), the authors found that PTSD symptom

ratings based on the respondents’ second worst event

were significantly less severe, providing additional sup-

port for the ability of the worst event method to iden-

tify events more likely to be associated with PTSD

symptoms.

Evidence supporting nonspecific or global assessment

approaches is less compelling. Elhai et al. (2009) ran-

domly assigned trauma-exposed college students to rate

their PTSD symptoms using the PTSD Checklist,

based either on a single worst traumatic event or on

their overall trauma history. The authors also included

a group of respondents without previous traumatic

event exposure, instructed to rate symptoms of PTSD

based on their other life stressors. Using CFA, the

authors found that compared with the nontrauma-

exposed group, trauma victims rated their PTSD sever-

ity significantly higher and yielded different factor

structure parameters. However, PTSD ratings based on

a single worst trauma were not different from those

based on overall trauma history, suggesting that among

trauma victims, these methods are comparable in terms

of symptom severity and factor structure.

In another recent study, which included patients

with chronic mental illness and a history of multiple

traumatic events (n = 69), Simpson, Comtois, Moore,

and Kaysen (2011) found that probable PTSD rates,

based on the self-administered Posttraumatic Stress

Diagnostic Scale (Foa, Cashman, Jaycox, & Perry,

1997), were higher when linked to respondents’ entire

trauma history (i.e., global assessment) compared with

their single worst event (67.2% vs. 53.7%). This might

be considered preliminary evidence that global assess-

ment captures a greater number of PTSD cases than

the worst event method; however, it is also possible

that this method artificially inflates PTSD rates. For

example, Simpson et al. (2011) noted that they did not

verify that all potentially traumatic events endorsed by

respondents actually met PTSD Criterion A, which is

certainly understandable given the time and complexity

this adds to the assessment of multiple traumatic events

for each individual. However, it raises an important

issue that we will address next.

Nonspecific and global assessment approaches intro-

duce a great deal of uncertainty regarding what respon-

dents were actually thinking about while they

completed the self-administered PTSD instrument.

Unlike structured interviews, self-administered instru-

ments do not provide an opportunity for follow-up

probes to clarify a respondent’s answers and verify that

CLINICAL PSYCHOLOGY: SCIENCE AND PRACTICE � V19 N3, SEPTEMBER 2012 278



he or she understood the questions. Under these con-

ditions, there is little basis for the assumption that

respondents will only consider Criterion A events,

unless they are explicitly instructed to do so. While

researchers and clinicians understand the association

between traumatic events and PTSD, respondents may

not make this connection on their own. For example,

when the PTSD instrument prompts a respondent to

think of “a stressful experience,” he or she may think

of a recent job loss (not a Criterion A event) rather

than the physical abuse he or she endured as a child (a

Criterion A event). And therein lies the problem: A

growing body of research suggests that individuals often

endorse PTSD symptoms at equivalent (or greater) lev-

els based on non-Criterion A versus Criterion A stres-

sors (reviewed in Long & Elhai, 2009). Thus, when

respondents are not constrained to report PTSD symp-

toms based on a specific index event meeting Criterion

A, they may introduce numerous nontraumatic life

events into their responses, the results of which may be

indistinguishable from those of actual Criterion A

events. The PTSD construct may eventually evolve to

include a broader range of stressful life experiences, but

as it stands now, the range of qualifying stressors is lim-

ited.

This problem may become even more amplified for

PTSD symptoms that are not trauma-specific, such as

anhedonia, irritability, and difficulties with sleep and

concentration. These symptoms can only be linked to a

traumatic experience temporally, by establishing that

their onset occurred following a Criterion A event.

Unfortunately, PTSD instruments rarely specify a post-

event onset for these symptoms, threatening the valid-

ity of their results regardless of whether one uses the

worst event method versus a nonspecific or global

approach. Even so, at the very least, the worst event

method helps to orient the respondent to a specific

event that occurred at a particular point in time. Inter-

estingly, some researchers have suggested that those

PTSD symptoms that are not specific to trauma expo-

sure, but rather overlap with other anxiety and mood

disorders, should be removed from the PTSD diagnosis

in DSM-5 in the interest of “purifying” PTSD and

reducing its comorbidity (Spitzer, First, & Wakefield,

2007). However, several articles have discovered that

the removal of these symptoms, while perhaps resulting

in a more “pure” PTSD construct, did not reduce

PTSD’s comorbidity with mood and anxiety disorders

(Elhai, Grubaugh, Kashdan, & Frueh, 2008; Ford, El-

hai, Ruggiero, & Frueh, 2009; Grubaugh, Long, Elhai,

Frueh, & Magruder, 2010).

Finally, the possibility that respondents are endorsing

PTSD symptoms for multiple traumatic events creates

significant barriers to understanding and treating the

disorder. Without an identifiable index event, the

etiology and course of the disorder become muddled,

with different events leading to different PTSD symp-

toms at different points of onset. This presents a signifi-

cant challenge to the very nature of the PTSD

construct as it is currently conceptualized. It also com-

plicates clinicians’ efforts to identify targets for treat-

ment, particularly for interventions that depend heavily

on event-specific details, such as prolonged exposure

therapy (Foa, Hembree, & Rothbaum, 2007).

A recent policy decision illustrates the problem of

assessing PTSD without reference to an index traumatic

event. In 2010, the U.S. VA enacted a new regulation

stipulating that VA would consider deployment to a war

zone as sufficient evidence of a traumatic stressor in sup-

port of a PTSD diagnosis and thus eligibility for PTSD

disability compensation (U.S. Department of Veterans

Affairs, 2010). This regulation introduces two challenges

to accurate PTSD diagnosis. First, it discourages a thor-

ough trauma history assessment by presuming Criterion

A exposure. Deployment to a war zone, although stress-

ful, does not necessarily guarantee exposure to a Crite-

rion A traumatic event. Second, it will likely promote a

nonspecific approach to assessment, whereby PTSD is

evaluated based on a respondent’s “war zone experi-

ences,” without regard to the number, nature, or timing

of stressors contributing to the positive endorsement of

symptoms. As discussed above, nonspecific approaches

may be problematic for several reasons.

USING THE WORST EVENT METHOD

Most structured and semi-structured PTSD interviews

have instructions and phrasing that facilitate assessment

based on a single index event. By comparison,

researchers and clinicians looking for self-administered

instruments that use the worst event method have very

few options. One of the best is the Posttraumatic Stress

Diagnostic Scale (PDS; Foa et al., 1997). The PDS is a
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comprehensive questionnaire that guides respondents

through a checklist of potentially traumatic events,

prompts respondents to select “the event that bothers

you the most,” inquires about the characteristics of the

event (including peritraumatic reactions), and then

assesses PTSD symptoms based on that index event.

We are not aware of any other prepackaged, self-

administered instruments with comparable methodo-

logical rigor. The only major drawback to the PDS is

that it must be purchased (from Pearson Assessments:

www.pearsonassessments.com).

The Traumatic Life Events Questionnaire (TLEQ;

Kubany et al., 2000), a self-administered instrument

assessing exposure to a range of potentially traumatic

events, is another rare example. The TLEQ has strong

psychometric support and was thoughtfully constructed

with input from several experts in the field of traumatic

stress. It also uses behaviorally specific questions, which

has been found to increase endorsement rates for sensi-

tive questions (Fricker, Smith, Davis, & Hanson,

2003), and inquires whether the respondent experi-

enced fear, helplessness, or horror (Criterion A2) dur-

ing each type of event. Most relevant to our

discussion, the TLEQ concludes by asking respondents

to select the event that “causes you the most distress.”

Unfortunately, as with the PDS, the TLEQ must be

purchased (from Western Psychological Services: www

.wpspublish.com). It is also only a trauma history

screen, meaning that it must be paired with an appro-

priate PTSD measure, such as the PTSD Checklist-

Specific version (PCL-S; Weathers, Litz, Herman,

Huska, & Keane, 1993), which is similar to the PCL-C

but assesses symptoms based on a single index event.

Creating a clear and logical connection between the

TLEQ and PCL-S will likely require modified and/or

additional instructions for respondents (e.g., “please

answer the following questions based on the stressful

experience you identified in question X”).

Researchers and clinicians seeking a low-cost

solution will have to modify most (if not all) self-

administered instruments that are currently available in

the public domain, as these typically do not identify an

index event. For example, the Trauma Assessment for

Adults-Self Report (TAA; Resnick, Best, Kilpatrick,

Freedy, & Falsetti, 1993) assesses exposure to a fairly

broad range of potentially traumatic events and may be

obtained free of charge. The TAA has adequate psycho-

metric properties (Gray, Elhai, Owen, & Monroe,

2009) and uses questions with an acceptable degree of

behavioral specificity. In modifying the TAA to identify

an index event, we have found that the approach used

by both the PDS and the TLEQ works well. Specifi-

cally, after the respondent completes the TAA’s query

of stressful experiences, he or she is presented again

with a much abbreviated list of those events and asked

to select the “worst,” or “most upsetting.” We then

proceed with more targeted questions about that event,

such as age of occurrence, perceived threat of death or

injury, and Criterion A2 peritraumatic reactions. Once

this index event has been identified, we typically assess

PTSD using one of several public domain, self-adminis-

tered measures that focus on a single traumatic event,

including the PCL-S and Davidson Trauma Scale

(Davidson et al., 1997). As we noted above, additional

modifications to the instructions may be required to

facilitate a clear and logical transition between instru-

ments. Computerized surveys can simplify this question

logic for respondents by presenting them with instruc-

tions that take their previous responses into account.

CAVEATS AND CLARIFICATIONS

We have thus far taken a firm stance in support of

using the worst event method in PTSD assessment

because we believe that nonspecific and global

approaches threaten the integrity of the PTSD con-

struct, the validity of research findings, and possibly

even the provision of appropriate clinical care. That

said, there are instances in which the worst event

method need not be employed. A nonspecific or global

approach is far less problematic when self-administered

PTSD questionnaires are being used as screening tools

prior to a more thorough interview-based assessment.

The interview can assist the researcher or clinician in

clarifying the symptom picture and parsing out the rel-

evance of specific traumatic events to the respondent’s

PTSD symptoms. Unfortunately, researchers (and per-

haps some clinicians) often use self-administered ques-

tionnaires as their sole source of data, making the rigor

of their methodology critically important.

It is also important to note that we are not advocating

that PTSD should be assessed only once based on the

respondent’s worst event, but rather that the symptoms
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of PTSD should be linked to a specified event each time

the disorder is assessed. It is perfectly permissible, even

ideal, to assess PTSD for multiple traumatic events, as

long as the symptoms are assessed separately for each

event. This, of course, can present a significant burden

to both the researcher/clinician and the respondent,

which is why the worst event method is both a reason-

able and effective alternative based on existing evidence.

Additionally, the worst event method may result in

misleading research findings, depending on the aims of

the study. In a large community sample, Breslau et al.

(2004) compared the prevalence rate of PTSD associated

with respondents’ worst event to the rate associated with

a randomly selected traumatic event from each respon-

dent’s history, finding that the rate associated with the

worst event was significantly higher. Thus, if one is

attempting to establish the likelihood of PTSD following

trauma in general, the worst event method may inflate

the conditional risk. Although this is an important con-

sideration from an epidemiological perspective, most

trauma-focused research questions depend on maximiz-

ing the identification of likely PTSD within a sample—
for this, the worst event method appears to be the most

effective and feasible solution.

Finally, we have found that relatively healthy, non-

clinical respondents occasionally fail to identify a worst

event despite screening positive for multiple Criterion A

stressors. Upon further probing, these individuals often

report that although they have experienced such events,

they do not currently consider any of them “upsetting.”

As a consequence, we typically provide the caveat to

respondents that if none of the events cause them dis-

tress currently, they should do their best to select the

one event that is relatively worse than the others.

CONCLUSIONS

In this article, we argued for assessing PTSD based on a

single traumatic event, and that failure to do so results

in several logical, conceptual, and empirical problems.

At this time, the worst event method is the most justifi-

able approach for identifying an index trauma. The

sparse, available data investigating this issue have found

that the worst event method identifies the majority of

PTSD cases and produces more conservative estimates

of PTSD than assessing symptoms based on global

trauma histories. Additionally, the findings from a

recent study of college students suggest that providing

respondents with more specific instructions for selecting

an index trauma (i.e., by first describing typical PTSD

symptoms) yields equivalent severity scores on a self-

administered PTSD measure when compared with the

more parsimonious worst event method (Naifeh &

Elhai, 2010), further supporting its utility.

The worst event method is certainly not without its

drawbacks, and we hope that this small literature base

will continue to grow and evolve in methodological

sophistication. This may occur naturally as the PTSD

construct itself evolves in future iterations of the DSM,

refocusing scientific efforts on improving diagnosis for

future generations.
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