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Background: Posttraumatic stress disorder (PTSD) diagnostic criteria have been criticized for

including symptoms that overlap with commonly comorbid disorders, which critics argue under-

mines the validity of the diagnosis and inflates psychiatric comorbidity rates. In response, the

upcoming 11th edition of the International Classification of Diseases (ICD-11) will offer PTSD

diagnostic criteria that are intended to promote diagnostic accuracy. However, diagnostic utility

analyses have not yet assessed whether these criteria minimize diagnostic errors. The present

study examined the diagnostic utility of each PTSD symptom in the fifth edition of the Diagnos-

tic and Statistical Manual for Mental Disorders (DSM-5) for males and females.

Methods:Participantswere1,347 individuals enrolled in a longitudinal national registry of return-

ing veterans receiving care at a Department of Veterans Affairs (VA) facility. Doctoral level clini-

cians assessedall participantsusing thePTSDmoduleof theStructuredClinical Interview forDSM.

Results: Of the 20 symptoms examined, the majority performed in the fair to poor range on test

quality indices. Although a few items did perform in the good (or better) range, only half were ICD-

11 symptoms. None of the 20 symptoms demonstrated good quality of efficiency. Results demon-

strated few sex differences across indices. There were no differences in the proportion of comor-

bid psychiatric disorders or functional impairment betweenDSM-5 and ICD-11 criteria.

Conclusions: ICD-11 PTSD criteria demonstrate neither greater diagnostic specificity nor

reduced rates of comorbidity relative to DSM-5 criteria and, as such, do not perform as intended.

Modifications to existing symptoms or new symptomsmay improve differential diagnosis.
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Diagnostic and Statistical Manual for Mental Disorders, diagnostic techniques and procedures, Inter-
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1 INTRODUCTION

Since their introduction, the diagnostic criteria for posttraumatic

stress disorder (PTSD) in the fifth edition of the Diagnostic and Statis-

tical Manual for Mental Disorders (DSM-5; American Psychiatric Asso-

ciation [APA], 2013) have been criticized. One concern is that the

new symptoms, including negative beliefs about oneself or the world

(symptom D2), strong negative emotions (D4), irritable or aggressive

behavior (E1), and reckless or self-destructive behavior (E2), may over-

lap with symptoms of commonly comorbid disorders (Brewin, Lanius,

Novac, Schnyder, & Galea, 2009; Hoge et al., 2016; Rosen & Lilienfeld,

2008; Rosen, Spitzer, &McHugh, 2008). Critics contend that including

syndromally indistinct symptoms like thesemayundermine thevalidity

of the diagnosis and inflate comorbidity rates (Rosen, Lilienfeld, Frueh,

McHugh, & Spitzer, 2010; Spitzer, Rosen, & Lilienfeld, 2008).

To address this concern, some have suggested eliminating over-

lapping symptoms from the diagnosis (Spitzer, First, & Wakefield,

2007). Consistent with this perspective, the proposed PTSD criteria

for the 11th edition of the International Classification of Diseases

(ICD-11) includes only six symptoms (see Fig. 1), chosen based on
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F IGURE 1 PTSD SymptomClusters for DSM-III-R, DSM-IV, DSM-IV-TR, and DSM-5

the assumption that they are unique to PTSD (Cloitre, Garvert,

Brewin, Bryant, &Maercker, 2013; Maercker et al., 2013). The ICD-11

committee reasoned that a diagnosis including only “core symptoms”

would improve upon DSM-5 criteria by enhancing diagnostic accuracy,

reducing overlapwith comorbid psychiatric conditions, and decreasing

assessment time and burden (Brewin, 2013; Brewin et al., 2009;

Maercker et al., 2013).

Although these justifications are compelling, determining if symp-

toms chosen to represent PTSD in ICD-11 are the most specific

requires an examination of the diagnostic utility of these and other

DSM-5 PTSD symptoms. Diagnostic utility analyses provide informa-

tion about the sensitivity (probability of endorsement among patients

with the diagnosis), specificity (probability of lack of endorsement

among patients without the diagnosis), and efficiency (probability

that endorsement corresponds to diagnostic status) of each symptom

(Kraemer, 1992). The ICD-11 approach of including only unique symp-

toms emphasizes diagnostic specificity.

In the only study to examine the diagnostic utility of each PTSD

symptom, Holowka,Marx, Kaloupek, andKeane (2012) testedDSM-III-

R (APA, 1987) PTSD diagnostic criteria in a large sample of male Viet-

nam veterans, finding that both unique and overlapping symptoms had

high levels of sensitivity (e.g., hypervigilance and startle) and specificity

(e.g., nightmares and difficulty concentrating). Although the authors

noted that intrusivememories anddetachment fromothersmost accu-

rately predicted the overall PTSD diagnosis, diagnostic efficiency was

not reported.

In this study,weexamined thediagnostic utility of eachDSM-5PTSD

symptom, expanding on Holowka et al. (2012) work in several ways.

First, we included bothmale and female participants because research

suggests that men and women may have different PTSD symptom

profiles (Fullerton et al., 2001; Green, 2003; Zlotnick, Zimmerman, &

Wolfsdorf, 2001), suggesting that the diagnostic utility of each PTSD

symptommayvarybygender. Second, asmeasuresof test performance

(i.e., sensitivity, specificity, efficiency) could be inflated due to the high

prevalence of PTSD in our sample, we examinedmeasures of test qual-

ity (quality of sensitivity, QSN; quality of specificity, QSP; quality of

efficiency, QEF), which are superior to measures of test performance

because they calibrate for chance agreement between test and diag-

nosis (Kraemer, 1992). Third, we explored the efficiency of each PTSD

item. Finally, we examined whether ICD-11 criteria reduced psychi-

atric comorbidity.

Consistent with Holowka et al. (2012), of the six ICD-11 PTSD

symptoms, we hypothesized that nightmares (B2) and hypervigi-

lance (E3) would demonstrate the highest QSN, and that nightmares

(B2) and flashbacks (B3) would demonstrate the highest QSP. Based

on the ICD-11 committee’s rationale, we hypothesized that ICD-11
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symptoms would demonstrate strong QSP. Similarly, we expected a

lower proportion of comorbid disorders among participants who met

criteria for PTSD under ICD-11 criteria than those that met under

DSM-5. Consistent with Holowka et al., we hypothesized that symp-

toms both unique to PTSD and overlappingwith other disorderswould

demonstrate diagnostic utility. However, because PTSD diagnostic

criteria have changed from DSM-III-R to DSM-5, and because our ana-

lytic strategy differed fromHolowka et al., we did not have any a priori

hypotheses regarding the diagnostic utility of these additional symp-

toms. Finally, because no study has examined the diagnostic utility of

each PTSD symptom by gender, our examination of gender differences

was exploratory.

2 MATERIALS AND METHODS

2.1 Participants

Participants were veterans enrolled in the Veterans After-Discharge

Longitudinal Registry (Project VALOR), a longitudinal national reg-

istry of Operation Enduring Freedom and Operation Iraqi Freedom

(OEF/OIF) Army and Marine Corps veterans (Rosen et al., 2012). To

be included in Project VALOR, veteransmust have undergone amental

health evaluation at aVA facility. Veteranswith probable PTSDaccord-

ing toVAmedical records (at least two instances of aPTSDdiagnosis by

a mental health professional associated with two separate visits) were

oversampled to create a 3:1 (PTSD:no PTSD) ratio. Veterans without

any PTSD diagnoses during the same time frame were eligible to be

included in the no PTSD group. Veterans with just one PTSD diagnosis

during the samewindowwere excluded. As the registrywas assembled

between July 2008 and December 2009, diagnoses were made using

DSM-IV (APA, 1994) criteria. Femaleswere oversampled to create a1:1

sex ratio. Potential Project VALOR participants were recruited from a

roster of veterans, provided by the VA Environmental Epidemiology

Service, who met inclusion criteria. Potential participants (n = 4,331)

were contacted by phone. Of these, 2,712 (62.6%) consented to par-

ticipate. Of those, 2,169 (80.0%) completed study questionnaires and

1,649 (60.8%) completed both the questionnaires and the diagnostic

interview. At that time (Time 1 [T1], December 2009 to September

2012),DSM-IV criteriawere available and the StructuredClinical Inter-

view for DSM-IV (SCID-IV; First, Spitzer, Gibbon, & Williams, 1996)

was used during this interview. Data from these 1,649 veterans were

included in Project VALOR as T1 data. At T1, 75.9%of participantsmet

criteria for PTSD on the SCID-IV. The present study consisted of 1,347

veterans who participated in Time 2 (T2; September 2013 to August

2014) of Project VALOR. At that time, DSM-5 criteria were available

and the SCID-5 (First, Williams, Karg, & Spitzer, 2015) was used to

assess these participants.

2.2 Measures

2.2.1 Demographics

Participants completed a demographics questionnaire online or by

mail. They reported their age, sex, and race.

2.2.2 PTSD diagnosis

The SCID-5 PTSD module was used to assess current (past month)

PTSD symptoms and diagnostic status. Though the SCID-5 for PTSD

has not been evaluated for psychometric properties, DSM-5 PTSD cri-

teria demonstrated good reliability (𝜅 = .69) in field trials (Regier et al.,

2013). Of note, PTSD prevalence was higher in the DSM-5 field trials

than in most populations, potentially resulting in an inflated kappa. In

the present study, interrater agreement was excellent (𝜅 = .82) among

a random subset of 100 interviews that were rated by an assessor who

did not complete the initial interview.

2.2.3 Depression diagnosis

The SCID-5 MDDmodule was used to assess for current (past month)

MDD diagnostic status. The SCID-5 for MDD has not been evaluated

for psychometric properties, and DSM-5 criteria has demonstrated

questionable reliability (𝜅 = .20–.35; Regier et al., 2013). In the present

study, assessment of interrater agreement for the MDD module was

identical to that for the PTSDmodule, and was excellent (𝜅 = .75).

2.2.4 Alcohol use disorder

The Alcohol Use Disorders Identification Test (AUDIT) is a 10-item

questionnaire that was used to classify participants with problematic

alcohol use (Saunders, Aasland, Babor, De la Fuente, & Grant, 1993). In

this study, Cronbach’s 𝛼 was .87. A cut-score of 8 was used to indicate

hazardous and harmful alcohol use (Babor, Higgins-Biddle, Saunders, &

Monteiro, 2001; Conigrave, Hall, & Saunders, 1995).

2.2.5 Panic syndrome and generalized anxiety disorder

The PHQ is a self-report version of the Primary Care Evaluation of

Mental Disorders (PRIME-MD; Spitzer, Kroenke, &Williams, 1999). It

is a 58-itemmeasure that can be used to determine probable diagnos-

tic status for several mental disorders. We used scoring procedures

outlined in the measure’s manual to create dichotomous diagnostic

categories for panic syndromeandgeneralized anxiety disorder (GAD).

Cronbach’s 𝛼 was .72 and .85 for panic syndrome and GAD, respec-

tively.

2.2.6 Functional impairment

The inventory of psychosocial functioning (IPF) is an 80-item self-

report measure assessing PTSD-related functional impairment

(Rodriguez, Holowka, & Marx, 2012). It yields an overall score of

psychosocial impairment, with higher scores indicating greater impair-

ment. In this study, Cronbach’s 𝛼 was .73. We used a cutoff of 51

to indicate psychosocial impairment, which is indicative of “severe

impairment” (Bovin et al., in press).

2.3 Procedure

Participants completed questionnaires online or by mail and were

then interviewed via telephone by doctoral level clinicians. All partic-

ipants completed T1 of Project VALOR ∼2.5 years prior to the cur-

rent assessment. Participants provided informed consent prior to par-

ticipation. The study was approved by the local Institutional Review

Boards and the Human Research Protection Office of the US Army
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Medical Research andMateriel Command. Participants were compen-

sated $100 for completing T2 of Project VALOR.

2.4 Analyses

Using SPSS version 24, we computed percentages of participants who

met criteria for each PTSD symptom based on the SCID-5, as well as

the number and percent of participants who met criteria for PTSD

based on both DSM-5 and ICD-11 criteria (IBM Corp, 2016). We com-

pared the prevalence of these diagnoses via comparative error (CE)

analyses. CEwas calculated using the following equation:

CE = 1.96x
√
(r1 (100 − r1) ÷ s1) + (r2 (100 − r2) ÷ s2).

In this equation, r1 is the percentage response for the first group,

r2 is percentage response for the second group, s1 is the sample size

of the first group, and s2 is the sample size of the second group. Signifi-

cance was calculated using an online calculator (EasyCalculation.com).

For diagnostic utility analyses, we created 2 × 2 contingency tables

to classify participants based on the presence/absence of each PTSD

symptom and presence/absence of PTSD diagnosis. We analyzed one

2 × 2 table for each of the 20 PTSD symptoms. Each table classi-

fied participants into one of four cells: true positives (symptom+ and

diagnosis+), true negatives (symptom− and diagnosis−), false posi-

tives (symptom+ and diagnosis−), and false negatives (symptom− and

diagnosis+). To avoid conditional dependence issues, the 2×2 table for

each symptomwas created based on a PTSD diagnosis that was calcu-

lated without that symptom (e.g., the B1 2 × 2 table was created using

a PTSD diagnosis that was calculated with B1 excluded). For each 2

× 2 table, three measures of test performance (sensitivity, specificity,

and efficiency) and three measures of test quality were calculated

using DAG_STAT software (Mackinnon, 2000). Test quality measures

were weighted 𝜅 coefficients as proposed by Kraemer (1992) for QSN

(𝜅[1]), QSP (𝜅[0]), andQEF (𝜅 [.5]).We judged the clinical significance of

𝜅 coefficients usingCicchetti (1994)’s guidelines: 𝜅 ≤ .40 is poor, 𝜅 ≥.41

and < .60 is fair, 𝜅 ≥.60 and < .75 is good, and 𝜅 ≥ .75 is excellent. We

conducted all analyses separately for males and females.

To determine whether ICD-11 criteria reduce comorbidity, we cal-

culated the CE between the proportion of those with a DSM-5 PTSD

diagnosis and a comorbid disorder (e.g., alcohol use disorder [AUD])

and those with an ICD-11 PTSD diagnosis and the same comorbidity.

3 RESULTS

Participant demographics are reported in Table 1. PTSD diagnos-

tic prevalence was not significantly different between ICD-11 and

DSM-5 criteria,with846 (62.8%) participantsmeeting criteria forDSM-

5 PTSD and 874 (64.9%) for ICD-11 PTSD (CE = 3.63, ns). Fifty-one

(3.8%) participants met criteria for DSM-5 but not ICD-11, and 79

(5.9%) met criteria for ICD-11 but not DSM-5. One hundred thirty

(9.6%) cases were discrepant between ICD-11 andDSM-5. There were

no differences in the proportion of comorbid depression (CE = 4.48,

n.s.), GAD (CE = 4.54, n.s.), panic syndrome (CE = 4.70, n.s.), AUD (CE

= 4.17, n.s.), or functional impairment (CE = 1.68, n.s.) between those

meeting criteria underDSM-5 versus ICD-11.

Regarding quality indices, items demonstrated similar patterns

across gender. Only four items achieved good QSN. Three of these

are considered “core”PTSDsymptoms (intrusivememories [B1], avoid-

ance of external reminders [C2], and hypervigilance [E3]); the fourth is

not (feelings of detachment or estrangement [D6]). Of note, intrusive

memories (B1) demonstrated goodQSN formen, but only fair QSN for

women.

Two symptoms had, at minimum, good QSP for both men and

women; inability to experience positive emotions (D7) demonstrated

goodQSP for both genders, while flashbacks (B3) demonstrated excel-

lent QSP for women and good QSP for men. Distorted self- or other-

blame (D3) and persistent negative emotions (D4) had good QSP for

women and fair QSP for men. Reckless or self-destructive behavior

(E2) demonstrated good QSP amongmen and fair QSP among women.

Only one ICD-11 symptom demonstrated goodQSP (flashbacks [B3]).

Noneof the20 symptoms assessedhad goodor excellentQEF. Eight

symptoms demonstrated fair QEF for both genders. Three additional

symptoms had fair QEF for men but poor QEF for women: persistent

negative emotions (D4), exaggerated startle response (E4), and sleep

disturbance (E6). In contrast, avoidance of thoughts and feelings (C1)

demonstrated fair QEF for women but poor QEF for men (see Table 2).

Two symptomsdidnot performwell across test quality indices. Both

inability to recall important aspects of the trauma (D1) and irritable or

aggressive behavior (E1) demonstrated poor diagnostic utility across

all three indices.1

4 DISCUSSION

Contrary to hypotheses, the only proposed ICD-11 symptom that

demonstrated good (for males) or excellent (for females) QSP was

flashbacks (B3). All other ICD-11 symptoms demonstrated fair or poor

QSP. Also contrary to hypotheses, there were no differences in rates

of comorbid psychiatric disorders or psychosocial functioning between

those who met criteria for PTSD under DSM-5 versus ICD-11. These

findings suggest that the proposed ICD-11 PTSD criteria may not per-

form as anticipated.

Hypotheses stemming from work done by Holowka et al. (2012)

were partially supported. Both symptoms unique to PTSD and those

thought to overlap with comorbid disorders demonstrated good diag-

nostic utility. Although our analyses do provide guidance as to themost

specific PTSD symptoms, creating a diagnosis using only these items

is not recommended. A definition including only specific items, even

those with excellent QSP, would inflate the number of false negatives.

Ideally, a definition would include a mix of items with high QSP, QSN,

and QEF. Inclusion of diagnostically efficient symptoms is particularly

important because they minimize diagnostic errors. Therefore, diag-

nostically efficient, rather than specific, symptomswouldbemost likely

to separate PTSD from other commonly comorbid disorders.

In this study, none of theDSM-5 or ICD-11 PTSD symptoms demon-

strated good or excellent QEF. This does not necessarily suggest that

the DSM-5 and ICD-11 diagnostic conceptualizations are inherently
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TABLE 1 Demographic information

Females Males All Participants

(n= 689) (n= 658) (n= 1347)

Age—M (SD) 40.01 (9.36) 41.40 (10.14) 40.69 (9.77)

Race/ethnicity (%)

White 487 (70.7) 528 (80.2) 75.4

Black 147 (21.3 71 (10.8) 16.8

American Indian or Alaska Native 18 (2.6) 20 (3.0) 2.8

Asian 18 (2.6) 6 (.9) 1.8

Pacific Islander 4 (.6) 6 (.9) 0.7

Other Race 15 (2.2) 27 (4.1) 3.1

Hispanic 89 (12.9) 79 (12.0) 12.4

flawed. That a number of symptoms demonstrated good to excellent

QSN andQSP indicates thatDSM-5 and ICD-11 PTSD diagnostic crite-

ria include symptoms that, when used in combination, may adequately

detect the presence or absence of PTSD. Unfortunately, results of

this study cannot provide guidance on which symptom combination is

optimal. It is possible that delineating symptoms that achieve good to

excellent QEF may be accomplished by modifying wording of existing

criteria, especially for symptoms that exhibited the highest QEF.

It is also possible that, despitemodification, no current PTSD symp-

toms can yield good or excellent QEF. Instead, there may be symptoms

that are not part of any classification system that better distinguish

PTSD from other disorders. PTSD assessment instruments such as the

Mississippi Scale for Combat-Related PTSD (Keane, Caddell, & Taylor,

1988) and the Detailed Assessment of Posttraumatic Stress (Briere,

2001) include more items than just those that directly correspond to

DSM diagnostic criteria. The items included on these and other scales

might be worth investigating as diagnostic indicators.

Rather than an issue of incomplete content, our inability to identify

items demonstrating good or excellent QEF could be due to measure-

ment error. The SCID-5 has not been validated and does not encourage

the same in-depth probing as other PTSD interviews (i.e., the Clinician

Administered PTSD Scale for DSM-5; Weathers et al., 2013). Symp-

toms with only fair QEF in the current study might demonstrate good

QEF with a different diagnostic tool. This possibility awaits empirical

exploration.

Although many of our findings were consistent with Holowka et al.

(2012) investigation of DSM-III-R PTSD symptoms, there were notable

differences. However, Holowka et al. found that nightmares and physi-

ological reactivity to cueswere diagnostically specific, these symptoms

demonstrated only fair QSP in our study. Such differences may reflect

the fact that Holowka et al. examined test performance rather than

test quality in a sample comprised entirely of male Vietnam War vet-

erans, rather than of both sexes and who served in more recent con-

flicts. The broad similarities found across the two studies, however,

suggest that despite significant revisions to the PTSD criteria between

DSM-III-R andDSM-5, symptom performance is consistent.

Findings were generally consistent across genders. The five symp-

toms with the highest kappas across all three quality indices tended

to be the same for men and women. Although males and females may

differ somewhat in PTSD symptom presentation, the same symptoms

seem to signal the presence and absence of PTSD in both sexes.

Our findings have important clinical implications beyond diagnos-

tic classification. The identification of symptoms with high QSN, which

minimize false negatives, has implications for screening tools. One

common PTSD screening tool, the primary care PTSD screen (PC-

PTSD; Prins et al., 2004), was recently revised for DSM-5 (Prins et al.,

2016). Our results suggest that the PC-PTSD-5 includes itemswith the

highest QSN (e.g., avoidance of external reminders [C2] and hypervig-

ilance [E3]). However, it also includes distorted self- or other-blame

(D3), which has good QSP but poor QSN. Application of our findings

to the PC-PTSD-5 may be limited as the PC-PTSD-5 was designed for

use in primary care settings. However, this example highlights the rele-

vance of our study to screening tool evaluations.

Similarly, the identification of symptoms with high QSP (e.g., flash-

backs [B3]), distorted self- or other-blame [D3], and persistent nega-

tive emotions [D4]), which decrease false positives, could be useful for

clinicians with limited resources hoping to confirm a PTSD diagnosis

(Kraemer, 1992). Futurework is needed to examinewhether truncated

confirmatory assessment tools could be developed.

Both irritable or aggressive behaviors (E1) and inability to recall

important aspects of the trauma (D1) demonstrated poor diagnos-

tic utility across all indices. Findings for D1 are consistent with the

broader literature (Armour et al., 2015; Holowka et al., 2012; Keane

et al., 2014). Therefore, it may be appropriate to remove these symp-

toms from the diagnosis.

Study findings should be viewed in light of limitations. First, the high

prevalence of PTSD in this sample likely resulted in a deflated esti-

mation of false positives, which could underrepresent the number of

discrepant cases between DSM-5 and ICD-11 diagnoses. In more rep-

resentative samples of OEF/OIF veterans, in which PTSD prevalence

ranges from 15 to 20% (Ramchand et al., 2010), the corresponding

increase in false positives would result in a higher proportion of dis-

crepant cases. This is a limitation of other recent work comparing ICD-

11 andDSM-5 criteria aswell (e.g., Hafstad, Thoresen,Wentzel-Larsen,

Maercker, & Dyb, 2017). Future research should investigate these dif-

ferences in sampleswithPTSDprevalence rates that are comparable to

populations of interest. Second, in the present study, both DSM-5 and

ICD-11 were assessed using the SCID-5. Ideally, these criteria would
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have been assessed independently. However, there currently exists no

standardized assessment for ICD-11 PTSD.

5 CONCLUSION

Our results suggest that the DSM-5 PTSD criteria include symptoms

with strong QSN and QSP. This mix is important for limiting false

positives and false negatives(Kraemer, 1992). However, none of the

current symptoms demonstrated strong QEF. Contrary to hypotheses,

our findings suggest that ICD-11 criteriamay not perform as intended;

items chosen for presumed QSP performed otherwise. Further, par-

ticipants diagnosed with PTSD under each set of diagnostic criteria

exhibited similar rates of psychiatric comorbidities and similar levels

of functional impairment. As ICD-11 offers a briefer set of symptoms,

it may be more convenient to use ICD-11 criteria in situations where

diagnosesmust bemade quickly. In contrast, assessments usingDSM-5

criteria may offer information regarding treatment targets (e.g.,

distorted self- or other-blame [D4] for use in cognitive processing

therapy; Resick, Monson, & Chard, 2006). However, only 10% of cases

were discrepant betweenDSM-5 and ICD-11 in this study, this number

will increase as prevalence decreases. Therefore, choice of diagnostic

classification system has important implications for over- and under-

diagnosis. We encourage future research to use these findings as

a starting point for garnering a better understanding of the PTSD

construct.
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ENDNOTE
1We conducted the same analyses using the ICD-11 PTSD diagnosis as the

comparison. Three diagnostic utility scores remained the same as when

compared to the DSM-5 PTSD diagnosis, 12 scores improved but not

enough to affect their level of clinical significance, and two scores (QSN

for men on psychological distress at exposure to cues [B2] and hypervigi-

lance [E3]) increased in level of clinical significance, from poor to fair and

poor to excellent, respectively. Of these, only hypervigilance is included in

the ICD-11 diagnostic criteria. Diagnostic utility was consistently poorer

when compared to the ICD-11 diagnosis (see Table 3).
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