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Abstract
Background: The stressor criterion (criterion A) in the DSMIV diagnosis of posttraumatic stress disorder (PTSD) is frequently questioned. To explore the clinical and diagnostic
usefulness of criterion A, we examined its value in predicting
and capturing PTSD symptom clusters (criteria B–D) in a
sample of trauma survivors. Method: We studied 342 adult
German-speaking Swiss tourists affected by the 2004 tsunami. We analyzed sensitivity and specificity, predictive value and variance explanation of criterion A for evoking PTSD
criteria B–D. Results: Sensitivity of criterion A for PTSD criteria B–D was 93.2%, while positive predictive value was 23.1%.
Criterion A made a small, yet statistically significant contribution of 7.5% for PTSD symptom clusters B–D. Conclusion:
The assessment of criterion A (A1 and A2) is not necessary for
the identification of individuals suffering from PTSD symptoms according to DSM-IV. We suggest therefore that criterion A is a dispensable part of the diagnosis of PTSD.
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Introduction

There is considerable controversy surrounding the
stressor criterion (criterion A) in posttraumatic stress
disorder (PTSD) [1–6]. DSM-IV [7] includes a two-part
(A1 and A2) definition of trauma, which must jointly be
fulfilled for a diagnosis of PTSD: criterion A1 defines the
objective type of exposure and the nature of the event,
and criterion A2 requires a subjective response involving
‘intense fear, helplessness or horror’.
Breslau and Kessler [8] reported an increase in the
prevalence of PTSD following an expansion to criterion
A. With respect to criterion A1, a higher (or at least equal)
PTSD prevalence following non-A1-criterion stressors
(trauma-incongruent life events) in comparison with A1conforming events has been reported [9–12]. When considering the subjective response, Brewin et al. [13] first
mentioned that some individuals fulfilling the criteria for
clusters B–D of PTSD did not meet A2. In their community-based study on psychopathology following trauma,
Creamer et al. [14] also found that some of those individuals who did not meet A2 persistently exhibited symptoms of PTSD. Recently, Adler et al. [15] suggested that
expansion of criterion A2 is the best solution.
On the one hand, the current discussion revolves
around suggestions for an expanded definition to ‘any
event’, or even the omission of criterion A [16], and, in
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this respect, solely the characteristic posttraumatic psychopathological symptom clusters B–D would be required for a PTSD diagnosis. On the other hand, recommendations have been put forward for a more restrictive
definition of criterion A to best meet the PTSD concept
[17]. However, beyond the discussion about the definition
of the stressor criterion, there is little evidence for either
the requirement or the clinical usefulness of criterion A
in the diagnosis of PTSD.
To answer these questions, an analysis of sensitivity
and specificity, predictive value and variance explanation
of criterion A with respect to PTSD symptom clusters
B–D is appropriate. In 2007, we collected a sample of
Swiss survivors of the 2004 tsunami, and this afforded us
an opportunity to analyze the clinical usefulness of criterion A (tsunami), i.e. to contribute to the debate on the
value of criterion A when predicting and identifying
PTSD symptom clusters B–D.
Material and Method
Subjects and Procedure
After occurrence of the 2004 tsunami on 26th December, the
Swiss Federal Department of Foreign Affairs in Bern immediately set up a helpline for the duration of 1 month. A total of 3,855
addresses of missing persons, couples and families were reported
to the Department of Foreign Affairs. We identified a total of
4,118 individuals. From this group of people potentially affected
by the tsunami, we excluded the following: 100 deceased persons,
108 persons under 18 years of age at the time of the tsunami, 1,060
persons living either in the non-German speaking part of Switzerland or outside the country, 1,153 persons with incomplete
and/or untraceable addresses and 73 persons who later turned out
not to have been in the affected region at the time when the tsunami occurred. Thus, 1,624 individuals were eligible for our survey. The questionnaires were sent out in mid-May 2007. A total of
209 questionnaires were sent back by the Post Office as undeliverable. By 1st September 2007, 342 questionnaires (24.2%) had been
returned and 335 were completed sufficiently for inclusion in the
analysis of criterion A. The study was approved by the Ethics
Committee of the canton of Zürich.
Measures
Trauma exposure and symptoms of PTSD were assessed by the
German version [18] of the self-report Posttraumatic Diagnostic
Scale (PDS) [19], whereby participants are evaluated on the different aspects of criteria A1 and A2, and were asked to rate the frequency of each of the 17 symptoms of PTSD with respect to the
2004 tsunami. The suggestion of a PTSD diagnosis requires 1 or
more ‘re-experiencing’ symptoms, 3 or more ‘avoidance’ symptoms and 2 or more ‘arousal’ symptoms to be endorsed [19, 20].
Based on the PDS, it can be established whether or not a subject
fulfils the stressor criterion A and symptom criteria B–D for the
DSM-IV diagnosis of PTSD. A1 is fulfilled if at least 1 out of 4
items is reported; A2 is fulfilled according to the presence of 1 of
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2 items. In our study, the PDS demonstrated high internal consistency (␣ = 0.92). Occurrence of physical injury and pain were assessed by visual analog scales. The involvement of relatives was
detected by questions we composed ourselves.
Statistical Analysis
All statistical analyses were performed using SPSS version 15.0
for Windows. We present descriptive sociodemographic characteristics, level of exposure to the tsunami and outcome data. We
conducted our analysis with respect to the stressor criterion according to DSM-IV and, in addition, considered A1 and A2 individually. To analyze the clinical and diagnostic usefulness of the
criterion A, sensitivity and specificity, positive and negative predictive value, as well as percentage correct of the stressor criterion
for clusters B–D were calculated.
Furthermore, variance explanation of the criterion A for PTSD
symptom severity (sum score of clusters B–D) was calculated by
means of sequential regression analysis. In the first step, we
checked for signs of any influence of the well-established protective/risk factors of sex, age, pretraumatic psychiatric morbidity
(measured by pretraumatic psychotherapy) and current partnership [21, 22]. In step 2, the categorical variable presence of criterion A1 and/or A2 was entered as an indicator contrast. Thus, the
effect of the presence of either or both A1 and A2 was compared
to the effect of the absence of criteria A1 and A2. By visual inspection of standardized regression residuals, no outliers were
detected.
Due to the extremely low incidence of missing values (missing
values did not exceed 2%, with the exception of current partnership status where 4.5% were missing), missing data were dealt
with by exclusion of cases from the respective analysis.

Results

The mean age of the total sample at the time of the
tsunami was 46.7 8 13.6 years (mean 8 SD, range 20–83
years). All further sociodemographic and exposure characteristics are presented in table 1. Respondents reported
approximately 2 traumata prior to the tsunami (mean =
1.8 8 1.7, range 0–8); 24.2% noted 1 trauma, 29.2% noted
2 traumata and the remaining participants noted up to 8
traumata. Seventy-seven (22.8%) respondents reported
having had psychological or psychiatric treatment at
some point before the tsunami occurred.
In total, 84.8% (284/335) of the respondents experienced A1; 77.0% (258/335) reported on subjective responses involving intense fear, helplessness or horror,
and thereby fulfilling criterion A2. Criterion A1 was followed by A2 in 86.3% (245/284) of the respondents. Of
the respondents, 73.1% (245/335) fulfilled both the objective (A1) and subjective (A2) stressor criteria, i.e. fulfilled
criterion A according to DSM-IV.
A total of 55 (16.1%) respondents fulfilled diagnostic
criteria A–D according to the DSM-IV definition of
Kraemer/Wittmann/Jenewein/Maier/
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Table 1. Sociodemographic and exposure characteristics of par-

ticipants
Variable
Gender (n = 340)
Male
Female
Marital status (n = 340)
Single
Married
Divorced
Widowed
Exposure to the tsunami
Direct exposure (n = 337)
Indirect/no exposure (n = 337)
Physically injured (n = 332)
Suffered pain (n = 328)
Experienced the tsunami with a
close relative (n = 322)
Relatives went missing (n = 272)
Relatives were injured (n = 269)
Relatives died (n = 272)

n

%

180
160

52.9
47.1

131
135
50
24

38.5
39.7
14.7
7.1

178
159
164
168

52.8
47.2
49.4
51.2

268
78
78
44

83.2
28.7
29.0
16.2

The protective and risk factors of sex, age, pre-traumatic
psychiatric morbidity (measured by pre-traumatic psychotherapy) and current partnership (step 1) resulted in
a variance explanation of 2% [adjusted r2 = 0.022; age
(␤ = 0.15) and sex (␤ = 0.13) reaching statistical significance]. Step 2, entering tsunami exposure (indicator contrast) into the regression equation, resulted in a significant increment in variance explanation of 7.5% with a
significant contribution of A1 together with A2 only
(␤ = 0.35).

Discussion

PTSD. Omission of criterion A yielded a total of 59 (17.3%)
respondents fulfilling PTSD criteria B–D. Of the additional 4 subjects, 3 fulfilled criterion A1 only and 1 met
criterion A2 only. None of those who were A1 and A2
negative fulfilled all symptom criteria B–D suggesting a
diagnosis of PTSD.
Psychometric properties of possible definitions of criterion A for PTSD symptom clusters B–D are presented
in table 2.
Symptom severity according to the PDS was 6.2 8 8.4.
Sequential regression analysis was applied to detect the
explanatory value of possible definitions of criterion A
for PTSD symptom severity (sum score of clusters B–D).

The results of this study suggest that the assessment of
criterion A (A1 and A2) is not necessary for the identification of individuals suffering from clinically relevant
symptom clusters B–D of PTSD.
Some limitations should be borne in mind when interpreting our results. Firstly, the subjective stressor criterion was assessed retrospectively and reports may be biased due to the influence of current symptom severity.
Secondly, we used a self-rating instrument to assess PTSD
symptoms. Although the reported sensitivity and specificity of the PDS as compared to gold-standard instruments, e.g. CAPS [23], are high, different rates of PTSD
symptoms might have been found if structured clinical
interviews had been used.
We found 16.1% of returned Swiss tourists reporting
symptoms fulfilling criteria for PTSD 2.5 years after the
tsunami. This prevalence rate is higher than rates previously reported from the general population [24] and from
severely injured accident victims in Switzerland [25]. The
comparatively higher PTSD prevalence of our sample
could have been caused by the absence of protective factors such as immediate health care or even the additional
presence of deteriorating effects such as the lack of water,
food and shelter etc., which are typical of disasters in distant regions. Further, the higher PTSD prevalence could
have been caused by the use of a self-rating instrument to
assess PTSD symptoms. In a Swiss internet-based study
on tsunami victims [26], the mean age of participants was
most probably lower due to the digital divide in the use
of internet technology.
Based on evidence currently available, the relevance of
criteria A1 and A2 for the detection of individuals suffering from PTSD symptom clusters B–D appears to be low.
Rosen et al. [27] concluded: ‘Criterion A events are neither necessary nor sufficient to produce PTSD.’ Our results are in line with this view. We found DSM-IV crite-
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Table 2. Psychometric properties of criterion A for PTSD symptom clusters B–D (n = 335)

A1A2
A1 only
A2 only

Sensitivity Specificity PPV
%
%
%

NPV
%

Percentage
correct

93.2
98.3
94.9

95.6
98.0
96.1

43.0
32.9
39.6

32.0
18.6
27.5

23.1
20.9
22.3

A1A2 = Criterion A according to DSM-IV; PPV = positive predictive value; NPV = negative predictive value.
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rion A to have low positive predictive and small explanatory values for PTSD symptom severity, suggesting that
PTSD symptom clusters B–D possibly develop independently of the 2-part DSM-IV criterion A. An expansion
of criterion A and its 2 parts was suggested as a way of
solving this problem, but we found that a liberalized definition of criterion A (A1 or A2 only) provided no explanatory value for PTSD symptom severity at all. We
found the clinical relevance of criterion A to be limited
and ‘criterion creep’ [28] to be of no avail. The abolition
of PTSD criterion A, while referring to the clinically important B–D criteria, appears to be the trail-blazing step
for the future of PTSD diagnosis.

Conclusion

We propose that clinical investigation and diagnostics
include a primary search for characteristic psychopathological symptom clusters B–D fitting individuals suffering from PTSD. We suggest that due to its limited contribution to the prediction and identification of a clinically
distinct entity, criterion A is a dispensable part in the diagnosis of PTSD.

References
1 Weathers FW, Keane TM: The criterion A
problem revisited: controversies and challenges in defining and measuring psychological trauma. J Trauma Stress 2007; 20: 107–
121.
2 Breslau N, Davis GC: Posttraumatic stress
disorder: the stressor criterion. J Nerv Ment
Dis 1987;175:255–264.
3 Davidson JR, Foa EB: Diagnostic issues in
posttraumatic stress disorder: considerations for the DSM-IV. J Abnorm Psychol
1991;100:346–355.
4 Kilpatrick DG, Resnick HS, Freedy JR, Pelcovitz D, Resick P, Roth S, van der Kolk B:
Posttraumatic stress disorder field trial:
evaluation of the PTSD construct – criteria
A through E; in Widiger TA, Frances AJ, Pincus HA, Ross R, First MB, Davis W, et al
(eds): DSM-IV Sourcebook (vol 4). Washington, American Psychiatric Association,
1998.
5 March JS: What constitutes a stressor? The
‘criterion A’ issue; in Davidson JRT, Foa EB
(eds): Posttraumatic Stress Disorder: DSMIV and Beyond. Washington, American Psychiatric Press, 1993.
6 McNally RJ: Progress and controversy in the
study of posttraumatic stress disorder. Annu
Rev Psychol 2003; 54:229–252.
7 American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders (DSM-IV). Washington, American Psychiatric Association, 1994.
8 Breslau N, Kessler RC: The stressor criterion
in DSM-IV posttraumatic stress disorder: an
empirical investigation. Biol Psychiatry
2001;50:699–704.
9 Gold SD, Marx BP, Soler-Baillo JM, Sloan
DM: Is life stress more traumatic than traumatic stress? J Anxiety Disord 2005;19:687–
698.

336

10 Mol SS, Arntz A, Metsemakers JF, Dinant GJ,
Vilters-van Montfort PA, Knottnerus JA:
Symptoms of post-traumatic stress disorder
after non-traumatic events: evidence from
an open population study. Br J Psychiatry
2005;186:494–499.
11 Scott MJ, Stradling SG: Post-traumatic stress
disorder without the trauma. Br J Clin Psychol 1994;33:71–74.
12 Long ME, Elhai JD, Schweinle A, Gray MJ,
Grubaugh AL, Frueh BC: Differences in
posttraumatic stress disorder diagnostic
rates and symptom severity between criterion A1 and non-criterion A1 stressors. J Anxiety Disord 2008;22:1255–1263.
13 Brewin CR, Andrews B, Rose S: Fear, helplessness, and horror in posttraumatic stress
disorder: investigating DSM-IV criterion A2
in victims of violent crime. J Trauma Stress
2000;13:499–509.
14 Creamer M, McFarlane AC, Burgess P: Psychopathology following trauma: the role of
subjective experience. J Affect Disord 2005;
86:175–182.
15 Adler AB, Wright KM, Bliese PD, Eckford R,
Hoge CW: A2 diagnostic criterion for combat-related posttraumatic stress disorder. J
Trauma Stress 2008;21:301–308.
16 Maier T: Post-traumatic stress disorder revisited: deconstructing the A-criterion. Med
Hypotheses 2006;66:103–106.
17 Spitzer RL, First MB, Wakefield JC: Saving
PTSD from itself in DSM-V. J Anxiety Disord 2007;21:233–241.
18 Steil R, Ehlers A: Posttraumatische Diagnoseskala. Jena, Universität Jena, 2000.
19 Foa EB: Posttraumatic Stress Diagnostic
Scale Manual. Minneapolis, National Computer Systems, 1995.

Psychopathology 2009;42:333–336

20 Foa EB, Cashman L, Jaycox L, Perry K: The
validation of a self-report measure of posttraumatic stress disorder: The Posttraumatic
Diagnostic Scale. Psychol Assess 1997; 9:
445–451.
21 Brewin CR, Andrews B, Valentine JD: Metaanalysis of risk factors for posttraumatic
stress disorder in trauma-exposed adults. J
Consult Clin Psychol 2000; 68:748–766.
22 Ozer EJ, Best SR, Lipsey TL, Weiss DS: Predictors of posttraumatic stress disorder and
symptoms in adults: a meta-analysis. Psychol Bull 2003;129:52–73.
23 Schnyder U, Moergeli H: German version of
Clinician-Administered PTSD Scale. J Trauma Stress 2002;15:487–492.
24 Hepp U, Gamma A, Milos G, Eich D, Ajdacic-Gross V, Rossler W, et al: Prevalence of
exposure to potentially traumatic events and
PTSD: The Zurich Cohort Study. Eur Arch
Psychiatry Clin Neurosci 2006; 256: 151–
158.
25 Schnyder U, Moergeli H, Klaghofer R, Buddeberg C: Incidence and prediction of posttraumatic stress disorder symptoms in severely injured accident victims. Am J
Psychiatry 2001;158:594–599.
26 Vetter S, Rossegger A, Rossler W, Bisson JI,
Endrass J: Exposure to the tsunami disaster,
PTSD symptoms and increased substance
use – an Internet based survey of male and
female residents of Switzerland. BMC Public
Health 2008;8:92.
27 Rosen GM, Spitzer RL, McHugh PR: Problems with the post-traumatic stress disorder
diagnosis and its future in DSM-V. Br J Psychiatry 2008;192:3–4.
28 Rosen GM: Traumatic events, criterion
creep, and the creation of pretraumatic stress
disorder. Sci Rev Mental Health Prac 2005;3:
39–42.

Kraemer/Wittmann/Jenewein/Maier/
Schnyder

