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A PRELIMINARY INVESTIGATION OF THE NEW AND
REVISED SYMPTOMS OF POSTTRAUMATIC STRESS

DISORDER IN DSM-5

Erin Koffel, M.A.,1,2 Melissa A. Polusny, Ph.D.,3∗ Paul A. Arbisi, Ph.D.,4 and Christopher R. Erbes, Ph.D.5

Background: Research has shown that posttraumatic stress disorder (PTSD) is
highly comorbid with other mental disorders. The DSM-5 marks an opportunity
to increase the differential diagnosis of PTSD by emphasizing symptoms that are
specific to PTSD and deemphasizing symptoms that are common to many men-
tal disorders. This study analyzes the new and revised PTSD symptom criteria
proposed for DSM-5 by examining their relations with diagnoses and measures
of PTSD. In addition, we report the specificity of DSM-5 symptoms with PTSD
compared to depressive disorders and substance use. Methods: This study utilized
pre- and postdeployment data collected from a sample of 213 National Guard
Brigade Combat Team soldiers who were deployed to Iraq. Questionnaire data
were collected pre- and postdeployment and interview data were collected postde-
ployment. Scales to measure the DSM-5 symptoms were created using structural
analyses and were correlated with interview and self-report measures of PTSD,
depression, and substance use. Results: The DSM-5 symptom of anger shows
the most increase from pre- to postdeployment in participants diagnosed with
PTSD. In addition, this scale showed the strongest relation to PTSD and showed
some evidence of specificity. Other symptom scales, including those measuring
negative expectations and aggressive behaviors, showed equivalent correlations
with PTSD, depression, and substance use. Conclusions: It will be important
to continue studying the specificity of anger with PTSD. Several of the other
new and revised DSM-5 symptoms appear to be nonspecific, and it is unlikely
that their inclusion in the diagnostic criteria for PTSD will improve differential
diagnosis. Depression and Anxiety 29:731–738, 2012. C© 2012 This article is a
U.S. Government work and is in the public domain in the USA.
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INTRODUCTION
Comorbidity among mental disorders is a widespread
problem that has a negative impact on research design,
case conceptualization, and treatment.[1] It is difficult to
conduct research and formulate treatment plans when
disorders that are conceptualized as distinct entities are
co-occurring at greater than chance levels. Studies have
shown that the overlap between posttraumatic stress dis-
order (PTSD) and other anxiety disorders and mood
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disorders is particularly high.[2, 3] This overlap has been
attributed, at least in part, to nonspecific symptoms
within the PTSD diagnostic criteria (e.g. diminished in-
terest in activities, difficulty falling or staying asleep, dif-
ficulty concentrating). These nonspecific symptoms are
thought to be prevalent in both depression and anxiety
disorders and thus serve to blur the distinction between
PTSD and other disorders.[4–6] Although these symp-
toms are important clinically, they offer a challenge for
differential diagnosis because they are commonly present
in many other nontrauma-related conditions.

Simms et al.[6] conducted structural analyses with
PTSD symptoms and found a dysphoria factor (e.g. in-
ability to recall aspects of the trauma, loss of interest, de-
tachment, sleep disturbance, irritability, difficulty con-
centrating) that was significantly more strongly related
to depression and generalized anxiety than with other
PTSD symptoms. Subsequent research has continued
to demonstrate that this dysphoria factor is more closely
aligned with depression than with PTSD.[7–9] This re-
search suggests that dysphoria is a nonspecific compo-
nent of PTSD and depression, whereas symptoms of in-
trusions, avoidance, and hyperarousal define a common
PTSD domain.

An important first step toward improving the differen-
tial diagnosis of PTSD will be deemphasizing the non-
specific symptoms of dysphoria and focusing on symp-
toms that are specific to PTSD (i.e. more strongly related
to PTSD than other disorders).[4–6] The advent of the
fifth Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-5) presents an opportunity to reevaluate the
PTSD symptom criteria and to emphasize core PTSD
symptoms within the diagnostic criteria. Although one
theoretical standpoint is that the DSM-5 needs to de-
fine PTSD more broadly to include a wider range of
symptoms that are present after a trauma,[10] this study
is based on the assumption that the DSM-5 should fo-
cus on specific, core symptoms of PTSD.[4, 5] Several
studies have examined the specificity of the existing
PTSD criteria, but the specificity of the new and re-
vised symptoms in DSM-5 has not been examined (for
more information about the proposed symptoms, go to
http://www.apa5.org).

The proposed criteria for DSM-5 include cluster B
(reexperiencing), cluster C (avoidance), cluster D (neg-
ative alterations in cognitions and mood), and cluster
E (alterations in arousal and reactivity).[11] Cluster B
remains unchanged in DSM-5, whereas cluster C has
been limited to avoidance of internal and external re-
minders of the trauma. All the new and revised symp-
toms for PTSD fall within the proposed criteria D and
E. The new symptoms within criterion D include persis-
tent distorted blame of self or others and pervasive nega-
tive emotional state (including fear, horror, anger, guilt,
or shame). These symptoms are included based on the
rationale that they are common in patients with PTSD,
as well as in patients with mood and anxiety disorders.[11]

It is important to note that fear, helplessness, and hor-
ror are included in the current Diagnostic and Statistical

Manual of Mental Disorders (DSM-IV-TR)[12] under the
A2 criterion and the behavioral expression of anger is
included under the D2 criterion, so negative emotional
state is not an entirely new concept within PTSD diag-
nostic criteria. Symptom C7 from DSM-IV, a sense of
a foreshortened future, is included in DSM-5 criterion
D and has been expanded to include negative expecta-
tions about one’s self, others, or the world. Once again,
the rationale for expanding this symptom was that peo-
ple with PTSD commonly experience these persistent
negative expectations.[11]

The proposed criterion E cluster includes a new
symptom of reckless or self-destructive behavior. It has
been argued that PTSD is associated with increases in
risk-taking behavior, including risky sexual and driving
behavior.[11] Finally, the DSM-IV D2 criterion of irri-
tability or outbursts of anger has been revised to include
irritable, angry, or aggressive behavior and is now in-
cluded under E1. The rationale is that, in addition to
irritability, PTSD predicts aggressive behavior and vio-
lence, particularly among veterans.[11]

With the goal of improving differential diagnosis, it
will be important to determine if the new/revised symp-
toms are (1) part of the PTSD domain, that is, if they
show strong relations with current measures of PTSD
and (2) specific to PTSD, that is, if they have stronger re-
lations with PTSD than with other disorders. Although
the new and expanded symptoms were included based
on the evidence of their association with PTSD, it is
questionable whether they are specific to PTSD. This is
particularly true of the symptoms within the new cluster
D (negative alterations in cognitions and mood), which
are common in both depression and anxiety disorders.
Moreover, these symptoms appear to be closely aligned
with general distress and are likely to be elevated in psy-
chiatric patients in general rather than PTSD patients
in particular.

The aim of the current study was to provide the first
preliminary examination of the new and revised PTSD
symptom criteria proposed for DSM-5 using prospec-
tive, longitudinal data from a large panel of US National
Guard soldiers deployed to Iraq. Although the larger
study was not designed to evaluate DSM-5 PTSD symp-
tom criteria, the study’s design provided a unique oppor-
tunity to begin to examine the DSM-5 PTSD criteria.
Specifically, we planned to examine the relation of the
DSM-5 symptoms with diagnoses and self-report mea-
sures of PTSD. The longitudinal data also allowed the
examination of the frequency of symptom endorsement
pre- and postdeployment in participants diagnosed with
PTSD to identify which symptoms increased following
trauma exposure.

We hypothesized that the DSM-5 symptoms would
be strongly related to PTSD. In particular, we hypoth-
esized that the DSM-5 symptoms within the proposed
criterion D cluster (negative alterations in cognition and
mood) would be strongly related to the dysphoria symp-
tom dimension of PTSD. Moving beyond general re-
lations, we planned to examine the specificity of the
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DSM-5 symptoms to PTSD compared to diagnoses and
measures of depression and substance use. We predicted
that the symptoms within the proposed criterion D clus-
ter, including distorted blame, fear, horror, anger, guilt,
shame, and negative expectations, would show limited
specificity with PTSD due to their relations with dys-
phoria. It is possible that the symptoms of aggressive
and reckless behavior within the proposed criterion E
cluster (alterations in arousal and reactivity) would show
some specificity to PTSD given that hyperarousal is the-
orized to be a unique component of PTSD.[3, 13] We ex-
amined the relations of the DSM-5 symptoms with psy-
chopathology using both interview and self-report data
to ensure that the findings replicated across assessment
methods.

MATERIALS AND METHODS
PARTICIPANTS AND PROCEDURES

Data were obtained as part of the Readiness and Resilience in Na-
tional Guard Soldiers (RINGS) project, a longitudinal study of 522
National Guard Brigade Combat Team soldiers deployed to Iraq from
March 2006 to July 2007. Details of the RINGS protocol are provided
in other publications.[14–16] Of the entire cohort of RINGS partici-
pants, 424 of whom remained in the study and completed question-
naires following their combat deployment, 213 participants completed
additional clinical interviews and personality assessments and are in-
cluded in this sample. The majority of participants were male (83.57%)
and enlisted rank (85.45%). Participants’ age ranged from 20 to 59,
with a mean age of 31. The sample included 193 whites (90.61%), four
African Americans (1.88%), three Hispanic Americans (1.41%), and
three Native Americans (1.41%). Less than 1% of the sample identi-
fied themselves as Asian Americans or other. There were six partici-
pants who declined to indicate ethnicity. Over half of the participants
described themselves as married (51.17%) and employed (99.06%).

SELF-REPORT MEASURES
Minnesota Multiphasic Personality Inventory -2 Restructured

Form (MMPI-2 RF). Items to assess for the new and revised DSM-5
symptoms were obtained from the MMPI-2 RF.[17] A select group of
MMPI-2 items were administered predeployment (due to time con-
straints involved with predeployment data collection, items were ra-
tionally selected) and the entire MMPI-2 RF was administered post-
deployment. The MMPI-2 RF is a 338-item self-report measure of
personality and psychopathology. Validity and reliability information
on the DSM-5 scales that were created from these items are reported
below.

PTSD Checklist—Military Version (PCL-M). To obtain a measure
of PTSD, participants completed the PCL-M[18] postdeployment.
This instrument measures the 17 symptoms included in the diagnostic
criteria for PTSD in the DSM-IV. This instrument provides a total
score and can also be scored according to the dimensions specified in
the Simms et al.[6] model (i.e. intrusions, avoidance, dysphoria, hyper-
arousal). This instrument has demonstrated good internal consistency
(coefficient α was 0.94 in the present sample), and there is evidence that
it has good convergent validity and is strongly correlated with other
measures of PTSD.[19]

Beck Depression Inventory-II (BDI-II). Depression scores were ob-
tained postdeployment from the BDI-II,[20] a 21-item measure. The
BDI-II has been found to be internally consistent across a range of stud-
ies (coefficient α was 0.80 in the total sample), shows good convergent
validity, and correlates highly with other measures of depression.[21]

Alcohol Use Disorder Identification Test (AUDIT). The AUDIT
is a screen of risky and harmful drinking behavior developed by the
World Health Organization[22,23] and it was administered postde-
ployment. It consists of 10 items that refer to quantity, frequency, and
consequences of drinking behavior and has shown evidence of good
reliability, with coefficient α’s ranging from 0.80 to 0.98 across various
samples (coefficient α was 0.84 in the total sample) and has been shown
to discriminant drinkers from nondrinkers.[22,23]

INTERVIEW MEASURES
Clinician-Administered PTSD Scale (CAPS). Postdeployment di-

agnoses of PTSD were obtained from the CAPS,[24] a semistructured
clinical interview that assesses each symptom and DSM-IV criteria
of PTSD. Using original CAPS scoring criteria,[25] PTSD was di-
agnosed for participants who experienced a traumatic event (criterion
A1) accompanied by intense fear, helplessness, or horror (criterion A2)
and reported at least one reexperiencing symptom (criterion B), three
avoidance symptoms (criterion C), and two hyperarousal symptoms
(criterion D) each at a frequency rating of at least 1 and an intensity
rating of at least 2. In addition, participants had to report symptoms
lasting at least 1 month (criterion E) and significant impairment or
distress (criterion F). Subthreshold PTSD was diagnosed for partici-
pants who experienced a traumatic event (criteria A1) and reported at
least one avoidance, one reexperiencing, and one hyperarousal symp-
toms at a frequency rating of at least 1 and an intensity rating of at
least 2, and reported significant impairment or distress.[26] PTSD (17
participants) and subthreshold PTSD (13 participants) were collapsed
into a single overall category to improve the power of the analyses. In
addition, the CAPS instrument provides a total severity score (sum of
frequency + intensity for each symptom). We also scored the CAPS
according to the dimensions specified in the Simms et al.[6] model (i.e.
intrusions, avoidance, dysphoria, hyperarousal) using severity ratings
(sum of frequency + intensity).

Structured Clinical Interview for the Diagnostic and Statistical
Manual of Mental Disorders Non Patient-Edition Research Version
(SCID-I-RV/NP). Participants were interviewed using the SCID-I-
RV/NP[27] to obtain postdeployment diagnoses of depressive disorder
and substance use disorders. Since we did not have differential predic-
tions regarding individual substance use disorders, we collapsed them
into a single overall category (any substance use disorder, including
drug or alcohol abuse or dependence; 26 participant had one of these
diagnoses). In addition, major depressive disorder (26 participants had
this diagnosis) and dysthymia (seven participants had this diagnosis)
were collapsed into a single category to increase power.

Interviewers’ qualifications and training have been discussed in
detail elsewhere.[16] Interrater reliabilities for diagnoses from the
SCID-I-RV/NP ranged from 0.56 to 1.0, which indicate fair to ex-
cellent reliability.[28] Reliability for the CAPS severity score yielded
an intraclass correlation coefficient of .88, which indicates excellent
reliability.[28] Intraclass correlation coefficients were also calculated at
the symptom level to assess reliability of symptom frequency and in-
tensity ratings (intraclass correlation was calculated across symptoms
for both frequency and intensity). The obtained intraclass correlation
coefficients of .87 (frequency) and .91 (intensity) demonstrates good
interrater reliability.

RESULTS
DEVELOPMENT OF THE DSM-5 SCALES

Scales measuring new and revised DSM-5 PTSD
symptoms were developed using items from the MMPI-
2 RF. Items were arranged into rational homogeneous
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item components (HICs)[29] to ensure proper coverage
of each DSM-5 symptom. There were not enough items
to develop HICs for distorted blame and some of the
pervasive negative emotional states proposed for DSM-
5 (e.g. horror, guilt, or shame). HICs were created for
reckless behavior (seven items), negative expectations
(four items), fear (two items), anger (five items), and ag-
gressive behavior (four items).

The items in each HIC, as well as the total number
of items, were submitted to principal factor analysis in
order to facilitate the development of internally consis-
tent scales with high discriminant validity. The prede-
ployment and postdeployment data were analyzed sepa-
rately. The prior communality estimates were calculated
using squared multiple correlations. We rotated all fac-
tors using both varimax (which constrains the factors to
be orthogonal) and promax (which allows the factors to
be correlated). The goal in these analyses was to extract
the greatest number of factors that were interpretable
and distinct from one another and to create prelimi-
nary scales based on these factors. Three scales were
created, including a 3-item Negative Expectations scale
(α = 0.74 predeployment, α = 0.77 postdeployment), a
3-item Anger scale (α = 0.69 predeployment, α = 0.67
postdeployment), and a 4-item Aggressive Behavior scale
(α = 0.53 predeployment, α = 0.63 postdeployment).
These scales showed good discriminant validity, with
interscale correlations ranging from 0.18 to 0.28 pre-
deployment and 0.28 to 0.48 postdeployment. Finally,
the Reckless Behavior scale and Fear scale had two items
each. As a consequence, these scales had low coefficient
α’s and were subsequently dropped. The items for each
of the DSM-5 scales are listed in Table 1.

FREQUENCY OF ITEM ENDORSEMENT
Table 1 also lists the frequency of endorsement for

each of the items pre- and postdeployment in partici-
pants diagnosed with PTSD and those without PTSD.
If the items are assessing symptoms that are part of the
PTSD domain, it is expected that endorsement would
increase in the PTSD group following combat expo-
sure, but remain stable in the non-PTSD group. McNe-
mar’s test was used to calculate significant increases in
the percentage of participants endorsing each item.[30]

The items from the Anger scale showed the most evi-
dence of change pre- to postdeployment.

RELATIONS OF DSM-5 SCALES TO PTSD
Although the frequency data suggest that several of

the DSM-5 scales are measuring content that is relevant
to PTSD, it is helpful to also look at the correlations
of these scales with current measure of PTSD. Table 2
lists the correlations of Anger, Aggressive Behavior, and
Negative Expectations with both diagnoses and continu-
ous measures of PTSD postdeployment. Polychoric cor-
relations are reported for diagnoses. Anger showed the
highest correlation with the diagnosis of PTSD (r = .50),
followed by Negative Expectations (r = .43) and Aggres-

TABLE 1. Frequency of item endorsement in DSM-5
scales

PTSD/sub No PTSD
% pre % post % pre % post

Anger
Do not get angry very
easilya

23.3 56.7 22.9 26.2

Usually calm and do
not get angrya

13.3 26.7 13.1 10.4

So mad that do not
know what happens
to me

10.0 56.7 8.2 13.1

Aggressive Behavior
Injured someone in a
fight

16.7 23.3 12.6 9.8

Feel like destroying
things

40.0 60.0 38.8 35.0

Feel like starting a
fight

23.3 50.0 16.4 22.9

Had to be physical
with people who
were impolite

70.0 36.7 54.6 35.5

Negative Expectations
Think I am not good 23.3 30.0 15.9 11.5
Feel that I am not
good compared to
other people

30.0 30.0 16.4 8.2

Feel that I am about
to fall apart

16.7 33.3 9.8 8.2

Reckless Behavior
Never had a run in
with the policea

63.3 40.0 55.2 44.3

Never done anything
risky just for kicksa

76.7 80.0 78.1 77.6

Fear
Afraid of things that I
do not need to be
afraid of

10.0 23.3 10.4 13.1

Frightened by
something at least
once a day

3.3 16.7 0.5 2.7

Note. n = 213. Significant increases in the percentage of participants
endorsing an item are in bold, P < .05. MMPI-2 RF items were re-
worded to safeguard the integrity of the test. The MMPI-2 RF items
used to develop the DSM-5 scales are available from the authors.
Sub = subthreshold PTSD symptoms.
aReverse scored.

sive Behavior (r = .27). This pattern is replicated with the
continuous measures of PTSD, with Anger showing the
highest correlations with both the CAPS severity score
(r = .48) and the PCL-M (r = .45)

Given the heterogeneous symptoms contained within
the PTSD diagnosis, we also examined the relation of the
DSM-5 scales with the symptom dimensions of PTSD
specified in the Simms et al.[6] model. This model was
used since there is evidence that it provides the best
fit across studies and after accounting for instrument
type.[7, 31] Table 2 shows the relation of the DSM-5
scales with PTSD symptom dimensions from both the
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TABLE 2. Correlations of DSM-5 scales with measures
of psychopathology

Aggressive Negative
Anger behavior expectations

Diagnosis
PTSD/subthreshold .50* .27* .43*
MDD/dysthymia .27* .19 .53*
Drug/alcohol use .31* .32* .24

Scales
CAPS .48* .36* .37*
PCL-M .45* .41* .33*
BDI .43* .34* .41*
AUDIT .11 .22* .12

Symptoms (PCL-M)
Intrusions .35* .35* .21*
Avoidance .42* .36* .29*
Dysphoria .45* .36* .36*
Hyperarousal .27* .40* .23*

Symptoms (CAPS)
Intrusions .33* .30* .24*
Avoidance .44* .30* .26*
Dysphoria .48* .30* .39*
Hyperarousal .26* .33* .13

Note. n = 213. Polychoric correlations are reported for diagnoses
and Pearson’s correlations are reported for scales. *P < .05. For the
diagnostic and scale level data, correlations in bold are significantly
more strongly correlated with PTSD than other disorders, P < .01,
one-tailed.
PTSD = Posttraumatic stress disorder; MDD = Major depressive dis-
order; CAPS = Clinician-administered PTSD scale; PCL-M = PTSD
Checklist–military version; BDI = Beck depression inventory; AUDIT
= Alcohol use disorders identification test.

PCL-M and the CAPS. Once again, Anger showed the
most consistently high correlations with dimensions of
PTSD, in particular with avoidance (rs ranged from .42
to .44) and dysphoria (rs ranged from .45 to .48). It is im-
portant to note that Anger has equivalent correlations
with both a nonspecific symptom dimension (i.e. dys-
phoria) and a trauma-specific symptom dimension that
is hypothesized to be a core of PTSD (i.e. avoidance).
It is also of note that Negative Expectations showed the
highest correlation with dysphoria on both the PCL-M
and CAPS, suggesting that it is a nonspecific symptom.

Finally, we examined the relation of the DSM-5 scales
with PTSD controlling for demographic variables and
other diagnoses. We conducted a hierarchical multiple
regression in which the DSM-5 scales served as the crite-
ria. Due to missing demographic variables, these analyses
were conducted with 207 participants. For each DSM-5
scale, demographic variables (including gender, ethnic-
ity, and enlisted rank status) were entered in Step 1, fol-
lowed by non-PTSD diagnoses (including major depres-
sive disorder (MDD)/dysphoria and drug/alcohol use) in
Step 2. The diagnosis of PTSD/subthreshold PTSD was
entered in Step 3 to determine its incremental predictive
power. Table 3 shows the results from these regressions.
It is clear that PTSD is associated with the DSM-5 scales

TABLE 3. Predicting DSM-5 scales with demographic
variables and diagnoses: results from hierarchical
multiple regressions

Step 3
Step 1 Step 2 PTSD/

Demographics Diagnoses subthreshold
DSM-V scale �R2 �R2 �R2 β

Anger .024 .078** .036** .229**

Aggressive behavior .049* .063** .030** .210**

Negative expectations .008 .126** .030** .210**

Note. n = 207.
*P < .05; **P < .01.

after controlling for demographic and diagnostic vari-
ables. For each scale, the inclusion of PTSD significantly
increased the predictive power of the model; PTSD con-
tributed from 3.0 to 3.6% incremental variance, with the
largest effect seen for Anger (3.6%), suggesting that this
scale is especially sensitive to changes in PTSD status.

SPECIFICITY OF DSM-5 SCALES
In the previous analyses, we demonstrated that the

DSM-5 scales, in particular Anger, are significantly
related to PTSD as defined by the DSM-IV, even after
controlling for demographic variables and other diag-
noses. We next determined if the DSM-5 scales were
capturing symptoms that are specific to PTSD, that is,
more strongly related to PTSD than to depression and
substance use (see Table 2). Beginning with the diag-
nostic data, Anger had highest correlation with PTSD (r
= .50) compared to other diagnoses, whereas Aggressive
Behavior had the highest correlation with drug/alcohol
use (r = .32) and Negative Expectations had the highest
correlation with MDD/dysphoria (r = .53). To further
quantify specificity, correlations of the DSM-5 scales
with PTSD versus other diagnoses were compared using
the Williams modification of the Hotelling test for
dependent correlations.[32] Anger was more strongly re-
lated to PTSD than other diagnoses (P < .01, one-tailed),
whereas Aggressive Behavior and Negative Expectations
were not specific to PTSD. That is, Aggressive Behavior
had equivalent correlations with PTSD, MDD, and
substance use disorders and Negative Expectations had
equivalent correlations with PTSD and MDD.1

1We conducted these analyses again after removing participants with
subthreshold PTSD and dysthymia and once again after controlling for
comorbidity (three participants had PTSD only, 11 had MDD only,
and 20 had substance use disorders only) to see if the findings changed.
In general, the patterns of correlations replicated. In the analyses that
controlled for comorbidity, Aggressive Behavior and Negative Expe-
riences tended to be more highly correlated with PTSD than other
disorders. However, given the extremely small number of participants
with diagnoses in these groups, these findings are likely to be unstable
and thus we report on the larger diagnostic groups.
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In examining the correlations of the DSM-5 scales
with continuous measures of psychopathology, Anger
showed the highest correlations with PTSD scales
(rs ranged from .45 to .48) compared with depression
and alcohol use scales (rs ranged from .11 to .43). Ag-
gressive Behavior also showed the highest correlations
with PTSD scales (rs ranged from .36 to .41) compared
to depression and alcohol use scales (rs ranged from .22
to .34). However, the correlations of these DSM-5 scales
with PTSD were not significantly different than the cor-
relations with depression. Conversely, Negative Expec-
tations showed the highest correlation with depression
(r = .41). Overall, the symptom of anger appears to show
some specificity to PTSD since it is more strongly related
to diagnoses of PTSD than to diagnoses of depression
and drug/alcohol use. However, these findings did not
replicate in the analyses with continuous data and should
be considered preliminary.

DISCUSSION
The primary goal of this study was to determine the

extent to which the new and revised DSM-5 symptoms
are related to PTSD and the degree to which they show
specificity to PTSD compared to other disorders. This
study utilized both individual items and DSM-5 scales.
Individual items were used to examine changes in fre-
quency of item endorsement pre- to postdeployment,
whereas scales were used to examine relations of DSM-
5 symptoms with psychopathology. Structural analyses
were used to create three scales representing the pro-
posed DSM-5 symptoms of anger, aggressive behavior,
and negative expectations. It is interesting to note that
anger and aggressive behavior appear to represent dis-
tinct dimensions; these items loaded on separate factors
in the factor analysis and the resulting scales are only
moderately correlated.

As was predicted, all three scales were significantly
related to PTSD across multiple measures and meth-
ods. In addition, PTSD added to the prediction of
these scales above and beyond demographic variables
and other diagnoses. Of all the DSM-5 scales, the Anger
scale showed the strongest correlation with PTSD diag-
noses and scores. In addition, the Anger items showed a
significant increase from predeployment to postdeploy-
ment in participants diagnosed with PTSD. Given that
this change in functioning was not observed in the non-
PTSD group, it is possible that this is representative of
the development of PTSD.

In regard to specificity, we predicted that the new and
revised symptoms within criterion D, including perva-
sive negative emotional state and persistent and nega-
tive expectations about one’s self, others or the world,
would not show specificity with PTSD. Negative Ex-
pectations failed to show specificity with PTSD and had
the highest correlations with diagnoses and measures of
depression. When examining PTSD symptom dimen-
sions, Negative Expectations was most strongly related

to dysphoria. Overall, Negative Expectations appears to
be a nonspecific symptom that most likely belongs within
the dysphoria cluster of PTSD. Including this symp-
tom within the DSM-5 needs to be carefully considered
in light of its strong relation with measures of general
distress and depression. Similarly, Aggressive Behavior
showed equivalent relations with measures of PTSD, de-
pression, and alcohol use. The inclusion of this symptom
in diagnostic criteria is unlikely to facilitate differential
diagnosis.

In contrast, Anger did show some evidence of speci-
ficity and had significantly stronger relations with diag-
noses of PTSD compared to depression and substance
use. Although there was a trend for Anger to be more
strongly related to continuous measures of PTSD com-
pared to measures of depression and alcohol use, these
findings were not significant. In addition, Anger had
equivalent relations to both the avoidance and dysphoria
symptom dimensions of PTSD. Anger clearly contains
a large component of nonspecific general distress, along
with some unique variance, and further examination of
its specificity to PTSD is needed.

LIMITATIONS AND
CONCLUSIONS

This study is the first to examine the new and revised
DSM-5 PTSD symptoms in relation to psychopathology
using both pre- and postdeployment self-report data as
well as postdeployment clinical interview data. Overall,
the findings from this study suggest that the new and re-
vised DSM-5 symptom criteria represent fairly nonspe-
cific symptoms that are moderately related to multiple
disorders, not just PTSD. Given that this study was pre-
liminary, there are several limitations that should be ad-
dressed in future research. First, this study utilized single
scales to measure the DSM-5 symptoms. In addition, we
were unable to examine several of the proposed DSM-
5 symptoms due to a lack of appropriate items to cre-
ate scales. Future studies should utilize a more compre-
hensive battery, including both interview and self-report
measures, of all the new and revised DSM-5 symptoms.
Collecting this data would also allow a comparison of
rates of comorbidity when PTSD is diagnosed using
both DSM-IV and DSM-5 criteria to see if changes in
the diagnostic criteria are improving or hindering dif-
ferential diagnosis.

In addition, the relation of the new PTSD symptom
dimensions to other anxiety disorders (e.g. panic,
social anxiety) and externalizing disorders, needs to be
examined.

Finally, this study was based on a sample of pre-
dominately White male military personnel exposed to
combat trauma, with a low rate of PTSD diagnoses.
Lifetime prevalence of PTSD is significantly higher
among women and among men and women that are not
married. [33] These findings will need to be replicated
in additional samples, in particular samples that include

Depression and Anxiety



Research Article: New and Revised Symptoms of PTSD in DSM-5 737

a larger proportion of females, unmarried participants,
ethnic minorities, and older adults, as well as civilians
exposed to nonmilitary trauma and samples with a
higher prevalence of PTSD.

Although much work remains to be done regard-
ing the validation of the DSM-5 diagnostic criteria for
PTSD, this study provides an initial examination of
the new DSM-5 symptoms. Continuing to examine the
specificity of the proposed PTSD symptoms will be es-
sential in furthering our understanding of the PTSD
construct. Ultimately this research will serve to increase
diagnostic specificity and contribute to the development
of more parsimonious models of PTSD.
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