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Abstract

Background: The present study aims to analyze diagnostic concordance
between the DSM-IV and the DSM-5 for posttraumatic stress disorder
(PTSD) diagnostic criteria and their different groups of symptoms.
Furthermore,analyses are conducted to establish the features of participants
with no concordant diagnoses. Method: The study assessed 166 people
over 18 who had experienced at least one traumatic event. PTSD diagnosis
was established using the Global Scale for Posttraumatic Stress (EGEP),
a self-report measure to assess PTSD. Results: The presence of cognitive
avoidance was a determinant in the PTSD DSM-5 diagnosis (86% positive
predictive value). The analysis of the non-concordant individuals revealed
that individuals who were diagnosed according to the DSM-IV criteria
but not the DSM-5 criteria were primarily indirect victims. Conversely,
individuals who were diagnosed with the DSM-5 criteria and not with
the DSM-IV criteria presented cognitive avoidance and alterations in
cognition not included in the DSM-IV criteria. Conclusions: A within-
subjects concordance analysis showed high agreement for PTSD diagnosis
between the two classifications. Differences between the diagnoses are
due to the new definition of C (avoidance) and D (negative alterations in
cognitions and mood) in the DSM-5.

Keywords: PTSD, posttraumatic stress, DSM-1V, DSM-5, diagnostic
concordance.

Resumen

Concordancia diagnostica entre DSM-1V 'y DSM-5 para el
Trastorno de Estrés Postraumadtico (TEPT) en una muestra clinica.
Antecedentes: el presente estudio tiene como objetivo analizar la
concordanciadiagndésticaentre la clasificacion DSM-IV y DSM-5 parael
Trastorno de Estrés Postraumatico (TEPT), en relacion al diagndstico y
alapresenciade los diferentes grupos de sintomas. Ademds, se analizan
las caracteristicas de los participantes que no obtienen concordancia
diagndstica entre las dos clasificaciones. Método: 166 participantes,
mayores de 18 afios, fueron evaluados utilizando la Escala Global de
Estrés Postraumatico (EGEP), instrumento autoaplicado para evaluar
la presencia de sintomatologia postraumdtica y diagnéstico de TEPT.
Resultados: el andlisis de la no concordancia entre los diagndsticos
revelé que los participantes diagnosticados de TEPT, segtiin DSM-IV
pero no diagnosticados segiin DSM-5, eran principalmente victimas
indirectas, mientras que los participantes diagnosticados de TEPT
seglin DSM-5 pero no segtin DSM-IV presentaban sintomas de evitacion
cognitiva y alteraciones en cognicién y dnimo, ambos sintomas no
recogidos en la clasificacion DSM-IV. Conclusiones: existe una alta
concordancia entre las clasificaciones para el diagndstico de TEPT.
Las diferencias en el diagndstico son debidas fundamentalmente
a la nueva conceptualizacién de criterio C (evitacién) y del criterio
D (alteraciones negativas cognitivas y del estado del dnimo) en el
DSM-5.

Palabras clave: TEPT, estrés postraumatico, DSM-IV, DSM-5,
concordancia diagndstica.

The psychological reactions resulting from traumatic exposure
were included in the Diagnostic and Statistical Manual of Mental
Disorders ([DSM] American Psychiatric Association [APA], 1952)
for the first time under the name of “Stress Response Syndrome”.
However, the inclusion of Post-Traumatic Stress Disorder (PTSD)
as such, was only included for the first time in the third edition of
DMS (APA, 1980), within the “Anxiety Disorders” section. It was
defined as a condition caused by exposure to recognizable stress,
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which could cause significant symptoms of distress in almost
everyone. Since its first inclusion in diagnostic classifications,
criteria for PTSD have been controversial for the scientific
community. This has led to a proliferation of studies that attempt
to improve both the concept of traumatic event, as well as a clinical
structure of its symptoms (Breslau & Kessler, 2001; Kessler, Chiu,
Demler, Merikangas, & Walters, 2005; Owashi & Perkonigg,
2008). Based on these data, different editions of the DSM have
introduced changes both in the diagnostic criteria and in the
consideration of the traumatic event that causes this disorder.
Nonetheless, these 30 years of research have not ended the
controversy about the syndrome manifestations. In relation to
the publication of the DSM-5 (APA, 2013), several studies have
focused on analyzing: (a) the suitability of the PTSD classification
within anxiety disorder (Friedman et al., 2011a, 2011b; Resick &
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Miller, 2009); (b) PTSD’s current structure (Asmundson et al.,
2000; Yufik & Simms, 2010); (c) the Al (event) and A2 (response)
criteria (Brewin, Andrews, & Rose, 2000; Brewin, Lanius, Novac,
Schnyder, & Galea, 2009; Kilpatrick, Resnick, & Acierno, 2009;
McNally,2009; Wittchen, Gloster, Beesdo, Schonfeld, & Perkonigg,
2009); (d) symptom clusters (Forbes et al., 2011; Wilson, Drozdek,
& Turkovie, 2006); and (e) duration and subtypes (Andrews,
Brewin, Stewart, Philpott, & Hejdenberg, 2009).

Friedman et al. (2011a) exhaustively reviewed such studies.
Their proposals were considered in the DSM-5 (American
Psychiatric Association, 2013) and specifically included the
following modifications of the DSM-IV: (1) reformulation of the
Al Criterion and the elimination of the A2 Criterion (response
to the event); (2) four distinct symptom clusters rather than the
three-cluster structure found in the DSM-IV; and (3) the inclusion
of other symptoms often associated with exposure to a traumatic
event, such as negative alterations in cognition or reckless and
self-destructive behavior. Consequently, the PTSD diagnosis is
based on 20 symptoms (previously 17) structured in four clusters:
re-experiencing, avoidance, negative alterations in cognition and
mood, and arousal. Thus, DSM-IV Criterion C (avoidance and
numbing) is divided into two clusters referred to as avoidance
behavior (Criterion C) and negative alterations in cognitions and
mood (Criterion D). Additionally, some of the symptoms were
reformulated, or their wording was changed (e.g., B1).

To date, a few studies have analyzed how these changes will
affect PTSD diagnosis. Elhai et al. (2012) assessed a convenience
sample of college students who completed a web survey that
included a modified form of the PTSD Symptom Scale (PSS-SR;
Foa, Riggs, Dancu, & Rothbaum, 1993). These authors found that
PTSD prevalence was higher, but not significantly, when they
applied the DSM-5 than when they applied the DSM-IV criteria.
Conversely, Calhoun et al. (2012), using a nonprobability sample
of 185 volunteers recruited from an academic medical center
and a Veterans Affairs medical center and applying the Clinical
Administered PTSD Scale (CAPS; Blake et al., 1995), predicted
that DSM-5 prevalence would be substantially higher than DSM-
IV prevalence. However, these studies do not permit generalization
to adults in the general population. Moreover, they do not consider
the reasons for change in the PTSD diagnosis between the two
classifications. Consequently, Kilpatrick et al. (2013) compared
the prevalence of PTSD according to the DSM-IV and the DSM-5
in a national sample of U.S. adults (n = 2,953) recruited from an
online panel. PTSD was measured through a self-administered,
highly structured survey completed online. Contrary to Calhoun
et al.’s (2012) prediction, they found that the changes made in the
DSM-5 did not result in increased PTSD prevalence.

In this vein, the present study aims to analyze the diagnostic
concordance between the DSM-IV and the DSM-5 in PTSD
diagnosis in a clinical sample of victims of traumatic events
entering treatment. Unlike Kilpatrick et al’s (2013) study, the
present study focuses on a directly recruited and assessed clinical
sample. Notably, this study analyzes the reasons for the differences
in meeting the PTSD criteria as defined in the two classifications.
Additionally, analyses will be conducted to establish the features of
participants who meet the DSM-IV criteria but not DSM-5 criteria
and, conversely, the features of no-PTSD DSM-IV individuals
who meet the DSM-5 criteria. Based on data from previous studies
and on the changes made between the classifications, we propose
the following hypothesis: (1) the changes between classifications
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are minor, diagnostic concordance will be high; and (2) the
greatest changes are in the former avoidance and numbing criteria,
diagnostic discrepancies will be driven by avoidance symptoms
and negative alterations in cognition; specifically, individuals who
meet the DSM-IV but not DSM-5 criteria will fail to have at least
one active-avoidance symptom, whereas individuals who meet
the DSMS5 but not the DSM-1IV criteria will show more cognition
and mood alterations. All in all, the results will show the future
tendency of PTSD diagnosis and will help in the understanding of
its clinical implications.

Method
Participants

Participants were recruited from several trauma services; they
were trauma victims who were entering treatment and volunteered
to take part in the study. The inclusion criteria for the study were
as follows: (a) the participant was exposed to a traumatic event
(the participant directly experienced the event, witnessed it, or
learned that it had occurred to someone he/she loved); (b) the event
occurred at least 1 month before the assessment; (c) the participant
was aged 18 years or older; and (d) the participant had mastery of
Spanish (both oral and written). The exclusion criteria were that
the participant had (a) current psychosis, (b) cognitive impairment,
or (c) substance intoxication at the time of assessment. Participants
had to provide written consent to participate in the study.

Initially, 175 trauma victims were recruited. Because 9 did
not complete the assessment, the final sample consisted of 166
participants (response rate 94.86%).

Instruments

Posttraumatic symptoms were assessed by the Global Scale for
Posttraumatic Stress ([Escala Global de Estrés Postraumatico —
EGEP]; Crespo & Gémez, 2012a). The EGEP was designed as a
self-report measure in Spanish that aimed to assess posttraumatic
symptoms following DSM-IV criteria and to provide both a PTSD
diagnosis and symptom severity scores. In addition, it targets other
posttraumatic symptoms that are not included in the criteria—self-
blame, mistrust, feelings of danger, detachment, depersonalization,
and decreased self-value. These other symptoms would allow for
the classification of the subjects according to the DSM-5 criteria.
According to PTSD features, the EGEP consisted of three sections:

(1) Events: It includes a checklist of 11 traumatic events plus an
additional open category. Individuals are asked to indicate
how many of these events they have directly experienced,
witnessed, or learned had occurred to a close relative or
friend in their lives. This section provides information about
Criterion A for PTSD DSM-IV diagnosis.

(2) Symptoms (28 items) include the 17 DSM-IV PTSD
symptoms (i.e., 5 for re-experiencing—Ceriterion B, 7 for
avoidance and numbing—Criterion C, and 5 for arousal—
Criterion D) and 9 additional items (called subjective
clinical symptoms—SCS) that were constructed to address
new or substantially modified DSM-5 PTDS symptoms
(i.e.,D2,D3, D4 and E2) and dissociative specification. The
participant must indicate whether he/she had experienced
each symptom in the last month and, if so, the degree of
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discomfort that it caused on a 0-4 scale (0 = no discomfort;
4 = extreme discomfort). These ratings are used to compute
severity scores, and higher scores indicate severe symptoms.
Two final items rate the duration of the symptoms and their
onset moment.

(3) Functioning assesses the resulting impairment in different
life areas with 7 items (Yes/No) that address the DSM-1V
Criterion F.

The internal consistency of the EGEP, computed by Cronbach’s
alpha, was .92 for the total severity score, .86 for re-experience
symptoms, .77 for avoidance and numbing symptoms, .73 for
hyperarousal, and .80 for SCS. Diagnostic performance according
to DSM-IV was established using the PTSD Section of the
Composite International Diagnostic Interview—CIDI (World
Health Organization, 1990) as the “golden standard”, and it showed
91% sensitivity, 75% specificity, a .89 positive predictive value,
a 78 negative predictive value, and 86.11% accuracy (Crespo &
Goémez, 2012a, 2012b).

Procedure

After giving informed consent, participants were individually
assessed in a single session through a structured protocol that
included sociodemographic information collection and EGEP
administration. Assessment sessions were always carried out
under trained psychologists’ supervision. Approval for the study
was obtained from the center’s Research Ethics Board.

Data analysis

The within-subject concordance analyses of the proportion of
subjects meeting both the DSM-IV and the DSM-5 PTSD criteria
for PTSD diagnosis was examined using Cohen’s (1960) kappa
statistic, which corrects for chance agreement. Kappa values range
from 1.0 to -1.0, with values of O indicating agreement at only
chance levels. Values above.75 are often considered good, values
between .40 and.75 are fair, and values below .40 indicate poor
agreement (Fleiss, 1981).

Next, we examined concordance for more specific contrasts,
represented by 2x2 contingency tables, to better understand patterns

of disagreement. Participants were assigned to one of four groups,
depending on diagnostic concordance: Individuals who met the
diagnostic criteria according to the DSM-IV but not the DSM-5 (Yes/
No group) were compared with individuals who met the diagnostic
criteria according to both classifications (Yes/Yes group); individuals
who did not meet the DSM-IV criteria but met the DSM-5 criteria
(No/Yes group) were compared with individuals who did not meet
the diagnostic criteria in either classification (No/No group). Group
differences in sociodemographic and traumatic event features and
in the presence of posttraumatic symptoms were computed using a
chi-squared test. When the expected values in any of the cells of the
contingency table were below 5, Fisher’s exact test was applied.

Results
Characteristics of participants

The mean age of the participants was 39.21 (SD = 12.63),
ranging from 18 to 76 years. Seventy percent were female, 52%
were married or cohabiting with their partners, 30% were single,
11.5% were divorced or separated, and 6.5% were widowed. They
were mostly Spanish (92%), and the rest come from several Latin-
American countries. Approximately 37% had completed high
school, and approximately 33% were employed full time.

Participants experienced a mean of 6.2 traumatic events in their
lives (SD = 4.56), including events that were directly experienced
(M = 3.2, SD = 1.88), were witnessed (M = 1.00, SD = 1.76), or
had happened to someone with whom they were close (M = 2.06,
SD = 2.14). The lists of traumatic events experienced by the
participants and their frequencies are presented in Table 1, along
with the trauma that the participants chose as the most present and
bothersome and to which their posttraumatic symptoms referred.
The event considered “most traumatic” was primarily directly
experienced (79.4%); 19.4% had witnessed the event, and in only
1.2% of the cases, the event had occurred to a beloved person.
Additionally, 91% of participants assessed the event as severe or
extreme (none of them assessed it as light.) For 85% of the victims,
the eventinvolved gruesome scenes; for 57.2%;, it involved threats to
their physical integrity; and for 51.7%, it included life-threatening
situations. Most of the events had occurred during adulthood (only
11% had occurred in childhood or adolescence).

Table 1
Traumatic events experienced by the participants (n = 166)
Directly Witnessed Learned had Considered most
experienced (%) (%) occurred (%) traumatic (%)
Natural disaster 12 74 103 0.6
Transport accident 45.1 223 383 20
Other accident 223 109 20.6 34
Combat or war exposure 5.7 34 6.9 0
Rape, sexual abuse or assault 17.1 23 109 9.1
Harassment or psychological maltreatment 423 8.6 149 229
Physical violence 371 109 18.3 9.1
Terrorism or torture 103 103 154 13.1
Imprisonment 8 34 9.1 1.1
Life-threating illness 314 9.7 33.1 12,6
Death of a beloved person 69.7 9.7 25.1 69
Other traumatic events 20.6 1.7 34 12
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Table 2
Within-subject concordance analyses of proportion of subjects meeting DSM-IV and DSM-5 PTSD Criteria (n = 166)
DSM-IV / EGEP DSM-5 Kappa p

Al Event 100%

A Event 100% -
A2 Response to event 99.4%
B: Re-experiencing 96.6% B: Re-experiencing 96.6% -
C: Avoidance and numbing 73.1% C: Avoidance 76.9% 444 <001
Subjective Clinical Symptoms (EGEP) 76.6% D: Negative alterations in cognitions 87.6% ::732: :881
D: Arousal 92.6% E: Arousal 92.6% -
E: Duration 95.5% F: Duration 95.5% -
F: Impairment 94.9% G: Impairment 94.9% -
PTSD 68% PTSD 66.3% 686 <001
+ Concordance DSM-5 (criterion D) - DSM-IV (criterion C)
* Concordance DSM-5 (criterion D) - EGEP Subjective Clinical Symptoms

Diagnostic concordance

The rate of PTSD diagnosis was similar in the two diagnostic
systems: 68% for the DSM-IV and the 66.3% for DSM-5. Table 2
shows the within-subject concordance analysis of the proportion
of subjects who met the DSM-IV and the DSM-5 PTSD criteria
and the kappa coefficients. The kappa coefficients were not
calculated for criteria without changes between the two versions.
The agreement was fair for PTSD diagnosis and was also fair,
though lower, for criteria C and D (DSM-5). The lowest agreement
was found between the new DSM-5 criterion C (avoidance) and
DSM-1V criterion C (including avoidance and numbing), where
the Kappa coefficient was just below the fair-threshold level.
The new DSM-5 criterion D (negative alterations in cognition
and mood) also presented a moderate agreement with DSM-IV
criterion C (avoidance and numbing).

All in all, 86.2% of participants remained in their category
(60.3% diagnostic and 25.9% not diagnostic) in both classification
systems, whereas 13.8% changed; 6% of the participants did not
meet the DSM-IV criteria but met the DSM-5 criteria; and 7.8%
of the participants who met the DSM-IV criteria did not meet the
criteria for the DSM-5.

Characteristics of the participants with no concordant diagnoses

To know the features of those who met the DSM-1V PTSD criteria
but not the DSM-5, individuals in the Yes/No group were compared
withindividuals in the Yes/Yes group,considering sociodemographic
data, traumatic event characteristics and symptoms. Significant
differences (see Table 3) show that individuals in the Yes/No
group were more frequently victims of accidents in transportation
and were indirect victims (i.e., there were fewer individuals who
had directly experienced the event and more individuals who had
learned about an event that had happened to a beloved one; the
percentage of individuals who had witnessed the event was almost
null). Moreover, they also show a higher frequency of events that
involved others’ serious injuries and life-threatening situations, and
the individuals presented fewer fear responses in reaction to these
events. The symptoms analysis showed that fewer individuals in the
Yes/No group had avoidance symptoms. The frequency of avoidance
symptoms (cognitive and behavioral) was, in fact, significantly
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lower in this group when compared with individuals who met the
PTSD diagnosis in both classifications.

To know the features of those who did not meet the DSM-1V
PTSD criteria but did meet the DSM-5, individuals in the No/
Yes group were compared with individuals who did not meet
the criteria in any classifications (i.e., No/No group). There were
no significant differences between these groups in any feature
related to the traumatic event. However, there were significant
differences in different posttraumatic symptoms. Individuals
who were diagnosed with the DSM-5 criteria showed cognitive
avoidance, startled responses, feelings that the world is dangerous,
and detachment from the world around them more frequently, and
they felt decreased interest or pleasure in activities less frequently.

Table 3
Significant Differences between Yes/No (PTSD in DSM-IV / no PTSD in
DSM-5) vs. Yes/Yes (PTSD in DSM-1V / PTSD in DSM-5) Groups and
between No/No (no PTSD in DSM-1V / no PTSD in DSM-5) vs. No/Yes (no
PTSD in DSM-IV / PTSD in DSM-5) Groups
Yes/No  Yes/ Yes ¥2
m=13) @=100) df=1 P
Transport accident 46.2% 14% 8.165 011
Event...
Directly experienced 53.8% 82% 6.092 048
Witnessed 0% 1%
Learned 46.2% 17%
Fear 38.5% 82.8% 13.045 <001
Others’ serious injury 76.9% 44.3% 4878 027
Others’ life threatened 75% 43.8% 4.180 041
Cognitive avoidance 15.4% 83% 28219 <001
Behavioral avoidance 15.4% 83% 28219 <001
No/No No/Yes %2
(N=43) (N=10) df=1 P
Male 32.6% 0% 4425 047
Cognitive avoidance 30.2% 70% 5461 019
Dismissed interest or pleasure 37.2% 0% 5.330 021
Easily startled 41.9% 90% 7.523 006
Feelings that the world is dangerous 41.9% 80% 4722 030
Detached from world around them 41.9% 90% 7.523 006
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The examination of the 10 subjects in this group revealed that they
showed cognitive avoidance (7 subjects) or behavioral avoidance
(3) but not both. Finally, it is worth mentioning that all the subjects
in the No/Yes group were women.

Because the presence of avoidance, particularly cognitive
avoidance, seems to be crucial in the diagnosis of PTSD in the
DSM-5, further analyses of the cognitive avoidance symptom
were run. The data revealed that among individuals with cognitive
avoidance, the percentages of PTSD diagnoses were very high in
both classifications: 82% in the DSM-IV and 85.7% in the DSM-5.
The analysis of affirmative responses to the cognitive avoidance
item for the different groups showed the following data: 30.2% in
the No/No group, 83% in the Yes/Yes group, 15.4% in the Yes/No
group, and 70% in the No/Yes group. Consequently, the percentage
is high when the DSM-5 criteria are met, independently of the
DSM-IV results. Only 9.04% of the subjects who reported cognitive
avoidance did not meet the DSM-5 criteria. This symptom reached
apositive predictive value for PTSD DSM-5 diagnosis of 86% (with
a negative predictive value of 67% and an efficiency coefficient of
approximately 79%).

Discussion

The presentstudy provides dataon the diagnostic concordance for
PTSD between the DSM-IV and the DSM-5 from a nonprobability
sample of trauma victims entering treatment. All in all, the results
show a high concordance between the two classifications. Moreover,
the study is the first to analyze the reasons for non-concordance
between the two classifications in a clinical sample as well as the
features of persons with non-concordant diagnoses, which could
have further implications in clinical decisions.

The application of DSM-5 criteria involves a small decrease
(1.7%) in the percentage of individuals who meet the criteria
to be diagnosed with PTSD. As expected, the results show a
good and significant concordance between the DSM-IV and the
DSM-5: Over 86% of the subjects would remain in the same
category (diagnosis or non-diagnosis) in both classifications.
These finding are consistent with the results of Elhai et al. (2012)
and Kilpatrick et al. (2013), who observed no difference in the
prevalence of PTSD. Their findings contrast with Calhoun et al.’s
(2012) findings on medical center users, who displayed a higher
PTSD prevalence according to the DSM-5 criteria (52% vs. 50%).
Consequently, further research would be needed to highlight this
issue, particularly in different trauma victims.

The differences between the diagnoses are due to the new
definition of C (avoidance) and D (negative alterations in cognitions
and mood) in the DSM-5, as noted by Kilpatrick et al. (2013).
Furthermore, in line with the pre-eminence given to avoidance
responses, the data show that the presence of this symptom,
particularly of cognitive avoidance, is a determinant in PTSD
diagnosis according to the DSM-5 criteria. Avoidance symptoms
will consequently be a defining feature of PTSD in the DSM-5,
which follows North, Suris, Davis, & Smith (2009), who say that
the defining features of PTSD are avoidance and numbing, partly
on the grounds that these symptoms are less commonly endorsed
than re-experiencing. Brewin et al. (2009) add that it is important
to know whether it is numbing, avoidance or both that account for
the predictive power of this symptom cluster. According to the
present results, avoidance, primarily cognitive avoidance, shows
the highest predictive value.

For practical purposes, it is particularly interesting to know the
features of the approximately 14% of participants who changed
categories. A group-difference analysis shows that individuals
who met the DSM-1V PTSD criteria but not the DSM-5 criteria
were primarily indirect victims who learned about a traumatic
event that happened to a beloved one that involved serious injuries
or were life threatening. They showed fewer fear responses to the
event, likely because they did not experience the event themselves.
Concerning symptoms, they were less avoidant both cognitively
and behaviorally. This finding is in line with Kilpatrick et al.
(2013), who found that these individuals failed to have at least
one active-avoidance symptom. To sum up, the data indicate that
indirect victims with no avoidant responses would not meet the
DSM-5 criteria. This could have important practical consequences
because psychological symptoms, particularly the presence of
PTSD, are a determinant for close relatives of a direct victim
(who are not usually physically affected) to be legally considered
as a victim. Moreover, further decisions about their disability
recognition and compensation and benefits could be conditioned
to the presence of a PTSD diagnosis.

Individuals who did not meet the DSM-1V criteria but met
the DSM-5 criteria showed more frequent cognitive avoidance,
startled responses, feelings of the world as dangerous and
detachment from the world around them. This group would
thus comprise people who, for some reason (e.g., impossibility
to effectively avoid trauma-related situations), exhibit mostly
cognitive-avoidance strategies. Furthermore, they showed few
numbing symptoms: Their negative alterations of cognitions and
mood clusters of symptoms essentially consisted of alterations
in cognitions that are not included in the DSM-IV criteria.
Consequently, individuals who newly met the PTSD diagnosis
when applying the DSM-5 criteria would comprise people who
showed pre-eminent secondary emotions in the context of the dual
representation theory suggested by Brewin (Brewin, 2001; Brewin,
Dalgleish, & Joseph, 1996) or emotional reactions other than fear
(e.g., anger or shame; Brewin et al., 2000; Dalgleish & Power,
2004). In this sense, non-fear-based victims, who were usually
excluded from a PTSD diagnosis with the DSM-1V criteria, would
meet the DSM-5 criteria.

Several limitations should be taken into account when
interpreting the results of this study. First, there is no perfect
adjustment between EGEP items and the DSM-5 criteria.
Furthermore, the wording of some of the EGEP items and some
minor changes in the DSM-5’s description of the symptoms
involve small differences within the criteria. Second, because ours
was a convenience sample, and it showed a high PTSD prevalence,
the extent to which our findings are generalizable to other trauma
victims might be limited. Furthermore, the use of a self-report
measure for PTSD and the sample size are worth mentioning. Even
more, though the recently proposed DSM-5 PTSD model seems to
be an advance over DSM-1V model, recent studies analyzing other
factor models (e.g. six and seven factors) suggest that DSM-5 factor
structure could require further revision and refinement (Armour,
Miillerova, & Elhai, 2016).

Nevertheless, all in all, this study is the first to offer empirical
clinical data about the concordance of the DSM-IV and the
DSM-5 for PTSD diagnosis and information about the features
of non-concordant individuals. Moreover, it highlights practical
implications that could have further consequences in the clinical
and forensic consideration of traumatic event victims.
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