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A B S T R A C T

Posttraumatic stress disorder (PTSD) is often assessed based on an individual’s self-defined ‘‘worst’’

traumatic event. This method may not be optimal for assessing current PTSD, as it is vague and often does

not emphasize events associated with current distress. The purpose of this study was to examine

whether providing a more specific index traumatic event query increases the selection traumas

associated with higher PTSD symptom ratings. Non-clinical participants endorsing a trauma history

(n = 342) received one of the three randomly assigned index event queries and rated their current PTSD

symptoms. The queries varied in their emphasis on current distress and description of PTSD criteria.

Findings revealed no significant differences between groups, providing preliminary support for the

‘‘worst event’’ method.

� 2009 Elsevier Ltd. All rights reserved.
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1. Introduction

Despite significant advances in PTSD assessment over the past
three decades, there is an aspect of the assessment process that has
received little empirical attention – namely the method by which
an individual’s trauma history is linked to his or her PTSD symptom
ratings. Numerous psychometric instruments have been devel-
oped for the standardized assessment of trauma exposure and
PTSD (Newman, Kaloupek, & Keane, 1996; Norris & Hamblen,
2004); however, most of these instruments assess only trauma
exposure or PTSD, not both. Thus, researchers and clinicians are
often left with the task of using two independent instruments that
do not include a standardized, empirically supported method for
linking them together.

Epidemiological evidence indicates that many people have
experienced multiple traumatic events (Breslau, Peterson, Poisson,
Schultz, & Lucia, 2004; Kessler, Sonnega, Bromet, Hughes, & Nelson,
1995; Resnick, Kilpatrick, Dansky, & Best, 1993). According to the
DSM-IV, diagnosing PTSD requires that all symptom criteria are
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fully satisfied in relation to a specified traumatic event (American
Psychiatric Association, 2000). This presents a challenge since it
may not be possible, or even desirable, to assess PTSD for every
traumatic event reported by an individual. In both research and
clinical settings, there may be time and resource limitations that
would make such an assessment strategy unfeasible. It has also
been suggested that this level of thoroughness may place undue
burden on respondents and could result in inaccurate responses
due to test fatigue (Breslau et al., 2004).

Due to these limitations, individuals being assessed are often
asked to select one traumatic event from their history, and PTSD is
then assessed based on that single ‘‘index’’ event (Breslau et al.,
2004). For example, Breslau et al. (2004) noted that epidemiolo-
gical studies have typically assessed the lifetime prevalence of
PTSD in relation to traumatic events that participants subjectively
identify as the ‘‘worst’’ or ‘‘most upsetting’’ event experienced. This
methodology is based on the assumption that a participant’s self-
defined ‘‘worst event’’ is the one most likely associated with PTSD
(Breslau et al., 1998; Kessler et al., 1995).

While few of the contemporary trauma and PTSD assessment
instruments include a standardized query to elicit an index event,
those that do typically employ something similar to the worst
event method. For example, after inquiring about a variety of
traumatic experiences, the interview version of the Trauma
Assessment for Adults (TAA) asks respondents to select their
‘‘worst traumatic event’’ (Resnick, Falsetti, Kilpatrick, & Freedy,
1996). Similarly, the Traumatic Life Events Questionnaire (TLEQ)
concludes by asking respondents to choose the event that ‘‘causes
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you the most distress’’ (Kubany et al., 2000), and the Structured
Clinical Interview for DSM-IV (SCID) PTSD module instructs
respondents to choose the event that ‘‘affected you the most’’
(Spitzer, Williams, Gibbon, & First, 1990, Spitzer, Williams, Gibbon,
& First, 1997). Finally, the Clinician-Administered PTSD Scale
(CAPS) suggests that PTSD ratings should be assessed for up to
three traumatic events (e.g., the first, most recent, and worst; or
the three worst), but leaves the actual query to the discretion of the
interviewer (Blake et al., 1995; Blake et al., 1990). For most other
instruments, the procedure for identifying a single, index
traumatic event is not explicit.

1.1. Potential problems with the ‘‘worst event’’ method

It has been argued that the worst event method is sufficient for
identifying the lifetime occurrence of PTSD (Breslau, Davis,
Peterson, & Schultz, 1997). In a stratified random sample of 801
women, Breslau et al. (1997) assessed PTSD for respondents’ self-
defined worst event and up to two additional events, and found
that the worst event accounted for 84% of lifetime PTSD cases.
Although an 84% success rate in identifying the event most
associated with lifetime PTSD is impressive, it suggests that a
notable proportion of respondents with a history of PTSD (16%)
would have been missed if only asked about their worst event. The
number of missed cases would likely increase once any limitations
in the sensitivity of the PTSD assessment instrument are taken into
account.

It would seem that there is even greater potential for reduced
accuracy in PTSD identification when the worst event method is
used to assess current PTSD. Many variations of this method are
ambiguous with respect to time. Unlike lifetime PTSD, which only
requires that symptoms occurred after the traumatic event,
current PTSD requires that symptoms be present at the time of
assessment. Thus, in assessing current PTSD, the goal of asking the
respondent to select an index traumatic event is for them to
consider only those events related to current distress. Events that
were extremely distressing in the past may not be relevant to one’s
current symptoms. Although studies have found that the time
frame of a question can impact the way people interpret and
respond to questions about behavioral and emotional experiences
(Igou, Bless, & Schwarz, 2002; Schimmack, 2002; Winkielman,
Knauper, & Schwarz, 1998), it is unclear how this might impact the
selection of an index traumatic event.

Aside from a potential lack of focus on current distress, it may
be argued that phrases such as ‘‘worst event’’ or ‘‘most upsetting
event’’ are too vague to sufficiently orient respondents to the task
of selecting an index trauma. That is, they do not specify the
types of emotional and behavioral experiences characteristic of
PTSD, thus leaving it to respondents to determine the criteria by
which they will select an event. It has been noted that vague
words or phrases increase the difficulty of inferring a survey
question’s meaning and allow for a variety of interpretations
(Fowler, 1992; Tourangeau, Rips, & Rasinski, 2000). A phrase such
as ‘‘most upsetting’’ provides some indication of what is being
sought (i.e., an event related to a negative emotional response),
but does not clearly specify the nature of that emotional
response. Ideally, respondents would select the event most
associated with current PTSD symptoms; however, alternative
interpretations are possible. For example, respondents might
select an event based on symptoms that they attribute to the
trauma, but which are beyond the scope of PTSD criteria (e.g.,
grief, guilt). They might also select an event based on their
perceptions of societal norms. For example, a respondent whose
current PTSD is primarily related to a recent car accident may
instead select the death of his mother based on the belief that
this should be his ‘‘worst’’ event.
1.2. Index traumatic events and risk of PTSD

Epidemiological studies indicate that some traumatic events,
such as sexual assault and child abuse, are more likely to result in
PTSD than others. These high-risk events typically involve inter-
personal violence or victimization (Kessler et al., 1995; Norris, 1992;
Resnick et al., 1993). Even so, participants are not necessarily more
likely to select these experiences as their ‘‘worst’’ or ‘‘most
upsetting.’’ For example, in the National Comorbidity Survey
(NCS; Kessler et al., 1995), the probability that men who experienced
a traumatic event would select that event as their ‘‘most upsetting’’
was highest (78%) for the ‘‘other qualifying event’’ category (i.e., not
included in the events queried), even though its risk of lifetime PTSD
was the lowest, at 13%. Childhood neglect, on the other hand, had
one of the lowest probabilities of being selected by men (28%), but
was one of the events most strongly associated with lifetime PTSD
(24%). Among women, threat with a weapon and physical abuse had
the lowest probabilities of being selected (36% and 37%, respec-
tively), but had some of the strongest associations with lifetime
PTSD (33% and 49%, respectively). These findings stand in contrast to
those regarding rape, which had both a high probability of being
selected (62% of men; 74% of women) and one of the strongest
associations with lifetime PTSD (65% for men; 46% for women;
Kessler et al., 1995).

One possible explanation for the discrepancy observed in the NCS
is that many participants had experienced multiple high-risk events
and simply chose the one most associated with PTSD symptoms.
Another possible explanation is that asking participants to select
their ‘‘most upsetting’’ event was too vague, leading to a variety of
interpretations by participants. In that scenario, participants who
developed PTSD following one event may have selected a different
event because they did not infer that the researcher was interested
specifically in PTSD-related distress. Given this possibility, the aim of
this study was to examine whether a more specific index event
query would affect the probability that traumas strongly associated
with PTSD would be selected, and whether this would result in
higher current PTSD symptom ratings. In order to test this,
participants were randomly given one of three index event queries,
which varied with respect to (a) emphasis on current distress and (b)
specificity regarding PTSD criteria.

Query #1 (most upsetting) was consistent with standard ‘‘worst
event’’ methodology: ‘‘What is the most upsetting event you
experienced?’’. Query #2 (currently most upsetting) preserved the
vagueness of the ‘‘worst event’’ method, but emphasized current
distress: ‘‘Of the events you experienced, which one is currently
most upsetting?’’. Query #3 (orienting statement) was adapted
(and slightly modified) from the PTSD module of the Composite
International Diagnostic Interview used in the recent National
Comorbidity Survey Replication study (NCS-R; Kessler & Ustun,
2004). It provided both an emphasis on current distress and a
statement intended to more fully orient participants to PTSD
symptomatology: ‘‘After an experience like this, people sometimes
have problems like upsetting memories or dreams, feeling
emotionally distant or depressed, trouble sleeping or concentrat-
ing, and feeling jumpy or easily startled. Of the events you
experienced, which one currently causes you the most of these
problems?’’ The addition of this descriptive statement in the NCS-R
represents a departure and potential improvement from the worst
event method used in the original NCS.

It was hypothesized that participants receiving Query #3
(orienting statement) would (1) be significantly more likely to
select an index event involving interpersonal trauma/victimiza-
tion, which typically has a greater risk of PTSD, and (2) report
significantly higher current PTSD symptom ratings associated with
that event, than participants receiving Query #1 (most upsetting)
or Query #2 (currently most upsetting).



J.A. Naifeh, J.D. Elhai / Journal of Anxiety Disorders 24 (2010) 155–160 157
2. Method

2.1. Participants

Study participants were recruited from undergraduate courses
at a Midwestern U.S. university. An a priori power analysis
indicated that a sample size of 400 initial participants should be
sufficient, based on a medium effect size for t-tests, statistical
power of .80, and the trauma exposure prevalence rates of previous
studies conducted at that university (Elhai et al., 2005; Elhai &
Simons, 2007).

2.2. Instrumentation

Demographic information. All participants completed a Demo-
graphics Survey inquiring about gender, age, years of education, race,
ethnicity, marital status, employment status, and annual income.

Traumatic event exposure. The 24-item Trauma History Ques-
tionnaire (THQ; Green, 1996) was used as a self-report measure of
exposure to a variety of traumatic events, as well as the number of
times an event occurred and the respondent’s age at the time of
exposure. Administration time is about 10–15 min. THQ items
have demonstrated kappa coefficients of 0.76–1.00 for inter-rater
reliability and 0.36–0.89 for test–retest reliability (Mueser et al.,
2001).

PTSD assessment. The 17-item Posttraumatic Stress Disorder
Symptom Scale-Self Report (PSS; Foa, Riggs, Dancu, & Rothbaum,
1993) was used to assess PTSD symptoms. PSS items map onto
DSM-IV symptom criteria and query PTSD symptom frequency
using a four-point Likert scale (0 = Not at all, to 3 = 5 or more times

per week/almost always). The measure has been found to have
internal consistency of .91, and one-month test–retest reliability
.74. Items are summed for a total score or 0–51. A ‘‘probable’’ PTSD
diagnosis can also be determined by a score of ‘‘1’’ or higher on at
least one intrusion, three avoidance/numbing, and two hyperar-
ousal items (Foa et al., 1993). Using this scoring system, the PSS
correctly identified 86% of SCID-diagnosed PTSD cases among a
female sample of assault survivors (Foa et al., 1993). In the current
study, the PSS demonstrated good internal consistency (a = .93).

2.3. Procedure

Participants enrolled in the study through the university’s
online research pool and received research or extra credit for
participation. All measures were administered in an electronic
format via a web-based survey. After informed consent was
obtained, participants were randomly assigned to one of the three
groups. Each group completed the Demographics Survey and THQ.
They then received one of the three queries (discussed above),
selected an index THQ event, and were asked a question regarding
fear, helplessness, or horror (i.e., PTSD Criterion A2), adapted from
the TLEQ (Kubany et al., 2000). Participants then completed the PSS
based on the event they selected.

Participants who did not endorse any items on the THQ were
routed to the end of the survey and given full credit for
participation. Since some participants only endorsed one THQ
event, all three queries were followed by these additional
instructions: ‘‘If you have only experienced one of the events
listed above, please select that event.’’

2.4. Statistical analyses

In order to increase the cell sizes, THQ events were
grouped into four categories, generally consistent with those
found in the literature: (1) interpersonal trauma/victimization,
(2) accident/disaster/illness, (3) indirect trauma, and (4) ‘‘other’’
trauma. Chi-square analyses were used to evaluate group
differences (Query #3 vs. Query #1; Query #3 vs. Query #2)
in the probability of selecting an index event from the
interpersonal trauma/victimization category. Only participants
who endorsed an event from that category on the THQ were
included, making these ‘‘conditional’’ probabilities (i.e., the
probability of selecting an index event only among those who
reported experiencing it), rather than probabilities for each
group as a whole. Differences in PTSD symptoms ratings across
groups (Query #3 vs. Query #1; Query #3 vs. Query #2) were
evaluated using t-tests.

3. Results

3.1. Descriptive demographic statistics

As in previous research at that university, there were not
enough participants of diverse racial and ethnic backgrounds to
meaningfully assess differences on those two variables (Elhai et al.,
2005; Elhai & Simons, 2007).

A total of 475 students participated. We restricted analysis to
only those participants who endorsed experiencing at least one
traumatic event on the THQ (82.11%, n = 390). Of these, 10.26%
(n = 40) were excluded because they did not select an index
traumatic event when queried to do so, or did not provide
responses on the PSS, resulting in a sample size of 350. There were
no differences on any demographic variables (i.e., gender, age,
education, employment, relationship status, or income) between
those who did (n = 350) and did not (n = 40) select an index
traumatic event. Prior to analyzing group differences on the total
number of THQ events endorsed, a logarithmic transformation was
applied (after adding a value of ‘‘1’’ to move the minimum value
away from zero) due to significant skewness (1.96, SE = .12) and
kurtosis (5.53, SE = .25). Following transformation, the distribution
of this variable remained non-normal, but was substantially
improved (skewness = 0.41, SE = .12; kurtosis = �0.3, SE = .25). For
the analysis presented below, the original means and standard
deviations are reported, but the analysis was conducted using
transformed data. Participants who selected an index event
reported experiencing a significantly greater number of traumas
(M = 3.77, SD = 2.72) than those who did not select an index event
(M = 2.03, SD = 1.31), t[388] = �4.87, p < .001, d = .91.

Of the remaining effective sample, 70.57% (n = 247) were
women. Age ranged from 16 to 43 years (M = 21.21, SD = 3.99), and
education ranged from 12 to 21 years (M = 13.79, SD = 1.56). Most
were Caucasian or White (93.70%, n = 327) and identified their
ethnicity as not Hispanic or Latino (92.83%, n = 324). The majority
indicated they were working part-time (55.71%, n = 195) or were
unemployed students (38.28%, n = 109). Most participants were
single (76.50%, n = 267), and reported an annual income of less
than $25,000 (58.45%, n = 204). Regarding trauma history, the
number of events endorsed on the THQ ranged from 1 to 18
(M = 3.77, SD = 2.72).

3.2. Missing data patterns

The PSS responses of the 350 participants who identified an
index traumatic event were examined for missing data patterns.
Little’s missing completely at random (MCAR) test revealed that
those with missing data were not different from those without
missing data on demographic, trauma history, and PSS items,
x2(2522) = 2455.74, p > .05. Therefore, participants with missing
data on more than 20% of the PSS items were removed (2%, n = 7),
and for the remaining participants (n = 343) missing values were
estimated using maximum likelihood procedures (Schafer &



Table 1
Conditional probabilities of selecting index traumatic event categories by query condition.

Index traumatic event

Interpersonal trauma/victimization

(n = 141a)

Accident/disaster/illness

(n = 189a)

Indirect trauma

(n = 313a)

Other trauma

(n = 131a)

Query condition

Most upsetting 39.13% (n = 18/46) 22.22% (n = 16/72) 59.81% (n = 64/107) 24% (n = 12/50)

Currently most upsetting 29.79% (n = 14/47) 23.44% (n = 15/64) 69.64% (n = 78/112) 23.53% (n = 8/34)

Orienting statement 35.42% (n = 17/48) 18.87% (n = 10/53) 64.89% (n = 61/94) 21.28% (n = 10/47)

There were no statistically significant differences between query conditions on any of the above variables. Percentages represent the probability that a participant who

reported experiencing a THQ event in that trauma category also selected an index event from that category.
a The total number of participants who reported experiencing a THQ event in that trauma category.
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Graham, 2002). One additional participant was removed for being
less than age 18, resulting in an effective sample size of 342.

3.3. Descriptive trauma and PTSD characteristics

Events in the interpersonal trauma/victimization category were
reported by 41.23% of participants (n = 141). Events categorized as
accident/disaster/illness were reported by 55.26% of participants
(n = 189). Indirect trauma was reported by 91.52% of participants
(n = 313). Other traumas (i.e., those not falling into the above
categories) were reported by 38.30% of participants (n = 131).
Examples of ‘‘other’’ events commonly reported include injuries of
indeterminate severity, unspecified abuse by a romantic partner,
and witnessing/learning about another’s injury/illness of indeter-
minate severity.

Participant distribution across the three randomly assigned
query conditions was as follows: Query #1 (most upsetting;
34.50%, n = 118), Query #2 (currently most upsetting; 34.80%,
n = 119), or Query #3 (orienting statement; 30.79%, n = 105). As
expected, the three groups receiving these queries did not
significantly differ on demographic variables (i.e., gender, age,
education, employment, relationship status, or income), or number
of traumatic events endorsed on the THQ. However, participants
receiving Query #2 reported significantly fewer THQ events in the
‘‘other’’ category than those receiving Query #1, x2(1,
n = 237) = 4.93, p = .03, phi = �.14, or Query #3, x2(1,
n = 342) = 6.33, p = .01, phi = .17.

The index traumatic events selected by all participants fell
into the categories of interpersonal trauma/victimization
(14.33%, n = 49), accident/disaster/illness (14.33%, n = 49), indir-
ect trauma (59.94%, n = 205), and other trauma (11.40%, n = 39).
Age at the time the index event occurred ranged from 0 to 40
years (M = 16.23, SD = 5.29), and time since the index event
ranged from 0 to 24 years (M = 4.94, SD = 4.91). A little over
half of participants (54.87%, n = 186) reported experiencing
feelings of intense fear, helplessness, or horror as a result of
their index traumatic event (DSM-IV PTSD Criterion A2). There
were no differences between groups on age at the time of the
index event, time since the index event, or endorsement of
Criterion A2.

The total PSS score for all participants ranged from 0 to 46
(M = 5.9, SD = 7.84), and the rate of ‘‘probable’’ current PTSD based
on a dichotomous scoring of PSS items (discussed above) (Foa et al.,
1993) was 19% (n = 65). Due to significant skewness (2.11, SE = .13)
and kurtosis (4.97, SE = .26), a logarithmic transformation was
applied to the PSS total score (after adding a value of ‘‘1’’ to move
the minimum value away from zero). Although still non-normal,
the distribution of the transformed variable was substantially
improved (skewness = 0.21, SE = .13; kurtosis = �0.99, SE = .26).
Consistent with previous research, for the entire sample,
participants who selected interpersonal trauma/victimization as
their index event reported significantly higher transformed PSS
scores, t[340] = �4.82, p < .001, d = .71, and were significantly
more likely to have probable PTSD, x2(1, n = 342) = 22.91, p < .001,
phi = .27, compared to those who selected other types of index
events.

3.4. Primary analyses

Hypothesis 1. Contrary to hypothesis 1, after limiting the sample
to only those who endorsed a history of interpersonal trauma/
victimization on the THQ (n = 141), there was no difference in the
conditional probability of selecting interpersonal trauma/victimi-
zation as the index event between Query #3 (orienting statement)
and Query #1 (most upsetting), x2(1, n = 94) = .14, p = .71,
phi = �.04, or between Query #3 and Query #2 (currently most
upsetting), x2(1, n = 95) = .34, p = .56, phi = .06 (Table 1).

Exploratory analyses revealed that there was also no difference
between query conditions in the conditional probability of
selecting an index event from the accident/disaster/illness, indirect
trauma, or ‘‘other’’ trauma categories. Consistent with the method
used to examine interpersonal trauma/victimization, the explora-
tory analysis for each of these trauma categories was conducted by
limiting the sample to only those participants who endorsed one of
those events on the THQ (Table 1).

Hypothesis 2. Contrary to hypothesis 2, t-tests revealed no differ-
ences in transformed PSS total score between Query #3 (orienting
statement) and Query #1 (most upsetting), t[92] = �0.51, p = .61,
d = .05, or between Query #3 and Query #2 (currently most upset-
ting), t[93] = 0.89, p = .37, d = �.18. There was also no difference
between conditions in the rate of probable PTSD based on a
dichotomous scoring of PSS items.

Finally, because participants with only one THQ event to choose
from may have reduced between-group variability, the main
analyses were re-computed using only those participants who
endorsed two or more traumatic events on the THQ (n = 287).
Consistent with the primary analyses, there were no differences
between groups on any outcome variable.

4. Discussion

In this study, we evaluated whether a more specific index
traumatic event query increases the selection of index traumas
highly associated with PTSD (i.e., interpersonal trauma/victimiza-
tion), as well as participants’ associated current PTSD symptom
ratings. The results suggest that, consistent with previous research,
greater PTSD symptom severity was evidenced and a probable
PTSD diagnosis was significantly more likely among participants
who selected an index event involving interpersonal trauma/
victimization. However, relative to the traditional ‘‘worst event’’
method (Query #1), emphasizing current distress (Query #2) and
outlining PTSD criteria (Query #3) did not significantly affect event
selection or symptom ratings.
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Sample size was estimated as adequate for these analyses. Thus,
statistical power was probably not a likely culprit for these null
findings. Alternative reasons for the null findings include the
following: first, it is possible that participants selected their most
PTSD-related traumatic experience, regardless of which query they
received. If this is the case, then a more parsimonious query (e.g.,
the ‘‘worst event’’ method) may be preferable to more complex
methods.

Second, it is possible that participants selected an event that
was most personally significant or salient, regardless of its
association with PTSD symptoms or the query they received.
The finding that there were no differences between groups on age
at the time of trauma or time since the trauma occurred may
suggest that participants selected an event with developmental
significance (e.g., an event that impacted participants’ sense of
identity). There is evidence that people with PTSD are more likely
to identify memories related to their index trauma as self-defining
than trauma-exposed people without PTSD (Sutherland & Bryant,
2005). Therefore, in samples reporting relatively few PTSD
symptoms (as in the current study), it is possible that index event
selection may be based on factors other than trauma symptoms.

Third, it is possible that the phrasing of Query #3 (orienting
statement) was not optimal for generating the hypothesized effect
on participant responding. Rather than creating a new query
specifically for this study, Query #3 was adapted from the
Composite International Diagnostic Interview (CIDI; Kessler &
Ustun, 2004), a standardized diagnostic interview. Although this
strategy is defensible on the grounds that the CIDI has established
psychometric properties, it may have been insufficient for the
purposes of the current study. Perhaps the effects of Query #3
would be greater if it indicated a minimum degree of symptom
severity or functional impairment.

Finally, it is possible that no reasonably detailed query is
sufficient to alter participant responding. That is, perhaps
vagueness and ambiguity are inherently part of any self-
administered psychological assessment procedure, thereby guar-
anteeing a high degree of variability in participant interpretation
(see Belson, 1981). If this is the case then, again, more
parsimonious queries (e.g., the ‘‘worst event’’ method) may be
preferable.

4.1. Limitations

There are several limitations to the current study. First, we used
a fairly homogeneous, non-clinical sample of college students,
potentially limiting the generalizability of these findings. It is
unclear whether these findings would generalize to community
populations, which may have a lower educational level, or to
clinical populations, which tend to have more extensive trauma
histories (Friedman, Keane, & Resick, 2007). Although participants
in the current study endorsed a mean of 3.75 traumatic events, the
distribution for this variable had a significant positive skew, with
58.60% of participants endorsing three or fewer THQ items
(Mode = 2). Furthermore, 38.30% of participants endorsed events
that did not clearly fall into one of the THQ event types (i.e., ‘‘other’’
traumas). Considering that the THQ items encompass a fairly
comprehensive list of traumatic events, many of these ‘‘other’’
events may not meet the DSM-IV PTSD Criterion A1 definition of a
trauma.

Second, a limitation inherent in the use of self-report
instruments is the absence of follow-up probes that may increase
clarity regarding the extent of trauma exposure and PTSD
symptomatology. It is possible that using a clinician-administered
PTSD instrument in a similar study would yield different results.
Third, the current study used a purely between-groups design,
precluding the examination of individual responses across query
conditions. Although a within-subjects design would likely be
complicated by repeated measurement artifacts and contamina-
tion across experimental conditions, if well designed, it may help
to illuminate whether individuals are consistent in their selection
of index events. Fourth, the traumatic event categories used in the
current study were based on those appearing in previous studies
(e.g., Breslau et al., 2004). The events within each category do have
certain important features in common (e.g., the presence/absence
of a perpetrator, level of direct exposure); however, alternative
classifications are possible. Perhaps a re-categorization of events
based on different criteria (e.g., likelihood of injury/death) would
lead to findings in the hypothesized direction. Unfortunately, that
level of event-specific detail was not available in the current study.
Finally, although gender and the endorsement of PTSD Criterion A2
are potentially important factors in the selection of index
traumatic events, the cell sizes within these subgroups were
generally too small for meaningful comparisons across query
conditions.

4.2. Conclusions and future directions

The results of the current study suggest that providing
participants with a more specific index traumatic event query
does not significantly affect the types of events selected or their
associated current PTSD symptom ratings. Thus, the more
parsimonious and frequently used ‘‘worst event’’ method may
be an adequate assessment strategy. Although this method leaves
something to be desired, as it does not appear to capture all
lifetime cases of PTSD (Breslau et al., 1997), it should be viewed as
the state-of-the-art until more complex methodologies are able to
demonstrate added utility.

Despite preliminary support for the worst event method from
this study and Breslau et al. (1997), there remains scant evidence
regarding how people actually go about the process of selecting an
index traumatic event. Researchers and clinicians may benefit
from future studies examining what factors influence respondents’
selection of an index trauma. The cognitive interviewing techni-
ques employed by survey methodologists would likely prove
useful in this endeavor, as they are designed to provide insight into
how questions and instructions are interpreted, as well as the
types of search and retrieval strategies respondents use to identify
historical events (Beatty & Willis, 2007). Greater understanding of
these processes would allow for the development of more accurate
PTSD assessment methods and may illuminate the factors that
contribute to a traumatic event’s relevance, meaning, and impact.
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