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Introduction

Serious traumatic events and symptoms of posttraumatic Stress Disorder (PTSD)

occur in more than half of our population1. The lifetime prevalence rate of

Posttraumatic Stress Disorder is estimated at 8-9%1;2, making it an important 

mental health problem. Especially in old age when the remains of former traumas

gained during a lifetime still exist or (re-) appear or when new traumas occur, PTSD

deserves medical, social and health management attention. However, in this age

group PTSD often remains undiscovered3;4 because older people fail to associate

their complaints with trauma5;6, do not come with clear complaints 3;7 and physicians

fail to ask for it. They are often preoccupied with attending to the many physical 

problems, which are also associated with PTSD8-10 At the beginning of this millennium,

when embarking on this thesis, information on PTSD in old age was scarce11;12 and

debate existed and still exists regarding which role age plays in the impact of 

trauma5;13-16. There were no validated screening instruments for PTSD for older people,

let alone knowledge of the prevalence in this age group. Even regarding the pheno-

menology of PTSD in older people, little was known. For instance, how many 

older persons had all the criteria of the Posttraumatic Stress Disorder and how many

belonged to the symptomatic (‘subthreshold’) group? Regarding the consequences

of PTSD on individual health, health care service utilization and social functioning,

there was evidence of severe impairments and costs in the younger population17;19.

Moreover, results did not differ much between the group diagnosed with the 

disorder and the group showing only symptoms. The consequences for older adults

were unknown. Although in adult psychiatry appreciation of comorbidity in PTSD

began to grow20-23, it attracted little or no atttention in geriatric psychiatry. 

Awareness of PTSD in old age appears to have arisen after the terror attacks of 9/11,

when the world viewed again the devastating effects of trauma, just as it had in the

Vietnam War three decades before when the concept of PTSD was formulated.

The echo of the shock and terror that struck the world, watching the disaster on 

television, was even observed in the PTSD measurements of the ongoing study of

the Longitudinal Aging Study Amsterdam (LASA). The investigation of the shift in

these measurements became part of this thesis. Altogether, PTSD in older subjects

was an unknown field in literature when starting this thesis and this study reveals

many new findings never studied before. However, information on PTSD in old age

is now becoming a fast growing part of the literature and the essentials of that will

be covered in this thesis. 
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Posttraumatic Stress and Posttraumatic Stress Disorder:
from shell shock to a clinical concept: a historical review

Combat reactions are known from antiquity, but only after the emergence of military

psychiatry, a 100 years ago, were they subjected to research. Most of the illustrative

symptom descriptions came from the horrifying battle scenes in WWI: ...“staring

eyes, violent tremor, a look of terror, and blue cold extremities. Some were deaf and

some were dumb, others were blind or paralysed”24. These descriptions remind us of

the very unusual severity of the stressors which are involved in PTSD.

The names that were used for war related posttraumatic stress syndromes were

known as shell shock, traumatic (war) neurosis, concentration camp syndrome.

Attention gradually shifted to non combat events that could cause the syndrome

such as rape-trauma syndrome and even ‘railway spine’ was noted as a form 

of posttraumatic stress. Eventually in 1980, the aftermath of the Vietnam War

prompted the introduction of the modern concept of PTSD in the DSM-III. The 

disorder was first described in that edition as “the existence of a recognizable 

stressor that would evoke significant symptoms of distress in almost everyone” 

(A criterion) together with one symptom of intrusion, one of limited reactivity and 

two other symptoms (increased arousal, guilt, avoidance)25. In the DSM-III-R version26

criteria were rearranged in intrusion, avoidance and increased arousal from which

respectively 1, 3 and 2 criteria were needed for the diagnosis. The A-criterion had

been reworded so that the stressor was required to be ‘outside the range of usual

human experience’ and ‘markedly distressing to almost anyone’. However, stricter

criteria were felt necessary in the DSM-IV27 and the A2-criteria that require the 

experience of intense fear, terror and helplessness were added. Regarding the 

nature of the stressors, many have argued that they should be broadened to 

include more civilian stressors28 and medical incidents29. Debate still exists regarding

placing PTSD in the DSM-IV as an anxiety disorder. Recent reports have revealed a

heavier load on the depression domain for some symptom configuration30.

Diagnostic criteria for Posttraumatic Stress Disorder according to DSM-IV:

A. The person has been exposed to a traumatic event in which both of the

following were present: 

1. the person experienced, witnessed, or was confronted with an event or

events that involved actual or threat of death or serious injury, or a threat

to the physical integrity of self or others.

2. The person’s response involved intense fear, helplessness, or horror.

11
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B. The traumatic event is persistently reexperienced in one (or more) of the following

ways:

1. recurrent and intrusive distressing recollections of the event including images,

thoughts, or perceptions.

2. recurrent distressing dreams of the event.

3. acting or feeling as if the traumatic event were recurring (includes a sense 

of reliving the experience, illusions, hallucinations, and dissociative flashback 

episodes, including those that occur on awakening or when intoxicated).

4. Intense psychological distress at exposure to internal or external cues that 

symbolize or resemble an aspect of the traumatic event.

5. physiologic reactivity on exposure to internal or external cues that symbolize

intense psychological distress.

C. Persistent avoidance of stimuli associated with the trauma and numbing of

general responsiveness (not present before the trauma) as indicated by three 

(or more) of the following:

1. efforts to avoid thoughts, feelings. or conversations associated with the trauma.

2. efforts to avoid activities, places, or people that arouse recollections of the trauma.

3. inability to recall an important aspect of the trauma.

4. marked diminished interest or participation in significant activities.

5. feelings of detachment or estrangement from others. 

6. restricted range of affect (e.g. unable to have loving feelings). 

7. sense of a foreshortened future (e.g. does not expect to have a career, marriage,

children or a normal life span).

D. Persistent symptoms of increased arousal (not present before the trauma) as

indicated by two (or more) of the following:

1. difficulty falling asleep or staying asleep.

2. irritability or outbursts of anger.

3. difficulty concentrating.

4. hypervigilance.

5. exaggerated startle response.

E. Duration of the disturbance (symptoms in Criteria B, C and D) is more than 

one month.

F. The disturbance causes clinically significant distress or impairment in social,

occupational, or other important areas of functioning.



Posttraumatic Stress: definition and measurement

Posttraumatic Stress Disorder refers to one of the most complex disorder definitions

in the DSM. It is the only diagnosis that makes an etiologic connection to trauma. 

It is hardly surprising that in the literature the term Posttraumatic Stress is used to

indicate a variety of entities and that it is often not clear what is meant by the term

PTSD. Shifts in its definition from DSM-III to DSM-IV have added further to the 

confusion. In individual reports, the operationalized criteria are often less complete,

frequently omitting (one of the) A2-criteria or omitting some symptoms in criteria C

and D1;31 or leaving out either the C or the D criteria altogether32. Usually, but not

always1, the report states that this is not the full diagnosis. Also, the list of trauma-

tic events that is used for the diagnosis varies among researchers and produces dif-

ferences in casefinding. Rigorous diagnostic criteria yield low prevalence figures and

undermine the sensitivity of research. Broadening the concept of PTSD has been 

criticized as ‘medicalisation’, because so many of its critical features are non-

specific and subjective33. Others pleaded to reserve the term only for the victims 

of extreme atrocities in war34. However, symptomatic cases that do not fulfill the

strict diagnostic criteria, appear to have significant levels of impairment8;18;19 These 

symptomatic cases are sometimes called subthreshold PTSD27;35, partial PTSD18;36 or

posttraumatic stress syndrome (PTSS)37. Distinguishing the full from the sub-

threshold disorder seems therefore justified in adult psychiatry. Similar discussions

about measurement of a disorder took place about depression some years ago and

especially in the elderly it has proven fruitful to include in research both the strict 

diagnostic and the symptomatic (‘minor’) depression38. 

The inclusion of PTSD as well as subthreshold PTSD in the study design had several

advantages. Firstly, by relating the entities to each other, the subthreshold disorder

became measurable, permitting a study of its impact on functioning and comorbidity.

Next, statistical power was enhanced which enabled us to research more correlations

with possible risk factors.

A PTSD scoring list was applied to all subjects and allowed us to quantify subthreshold

PTSD. Finally, this PTSD scoring list acted as the representative of the ‘posttraumatic

stress domain’ in the same way as one uses the ‘depressive domain’ or the ‘anxiety

domain’, although such a domain is hard to imagine in an entity as complex as PTSD.

This study used DSM-IV-criteria incorporated in the Composite International Diagnostic

Interview (CIDI)-version 2.139 for the definition of PTSD. For the diagnosis, the 

list of traumatic events that is provided for by the CIDI was used. From this list the

most severe event is kept in mind when answering the questions. Included are: war 

experience, life threatening accident, natural disaster, deadly injury, rape, (sexual)

assault, attack, being taken hostage, torture, other extraordinary shocking experience. 
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Methods commonly used to delineate subthreshold cases include loosening the 

criteria when conducting a structured interview. Other methods include constructing

a minimum of symptoms in a symptom scoring list or applying a cut-off on such 

a list. In this study, information on subthreshold PTSD was not available from the

diagnostic interview because this interview skipped all further questions whenever

one criterion necessary for the full diagnosis was negative. Therefore, subthreshold

PTSD cases were identified by applying a cut-off on a symptom scoring list for

PTSD, the Self-rating Inventory for PTSD (SRIP)40;41. This questionnaire follows the

DSM-IV-criteria, irrespectative of traumatic events.

The Longitudinal Aging Study Amsterdam (LASA)

This study was embedded in the LASA study, which is an ongoing study of changes

in autonomy and well-being in the older population42;43. The study was initiated by the

Dutch Ministry of Health, Welfare and Sports and the Vrije Universiteit. Other grants

are provided by the Prevention Fund / Health Research and Development Council

(ZON), the University Stimulating Fund of the Vrije Universiteit, the National Research

Program on the Chronically Ill, and the Netherlands Organization for Scientific

Research (NWO). The Vrije Universiteit supports the study by supplying several

research staff, housing, and facilities. In the prospective longitudinal design, data are

gathered on social, cognitive, emotional and physical functioning. The main interest

of the study is information on the age-related changes and interactions of these four

components of functioning over time. For some LASA-projects, the data collected

within the framework of Living Arrangements and Social Networks of Older Adults

(LSN) served as baseline44. A large representative sample of older (55-85) adults in

the Netherlands is followed with three year intervals. The first cycle was in 1992/93.

The information for this thesis was gathered in the third (1998/99) and fourth cycle

(2001) of the study.

Clinical relevance 

Today it is generally acknowledged that in the increasing older population a notable

percentage (will) experience symptoms of PTSD and that further specific research is

needed in order to facilitate a better understanding of PTSD5;6;11;12;45. Because there

has been a dearth in research, the fields that remain to be studied are numerable:

demographics, clinical presentation, assessment, diagnosis, risk en vulnerability

factors in concert with the multiple dimensions of psychosocial functioning,
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management and treatment provision5;6;11;12;45-47. With so many questions and unresolved

issues, even the modest contribution of information gathered in this study was 

welcome. Although the design of the study had some limitations, it offered a glimpse

of what PTSD in late life may be. 

Aims of this thesis 

The primary aims of this thesis were to study the following research domains of

posttraumatic stress in an older population-based sub-sample of the Netherlands:

1. The prevalence of PTSD and subthreshold PTSD.

2. The characterisation of PTSD and subthreshold PTSD and the associated risk

factors that are involved.

3. The effect of PTSD and subthreshold PTSD on well-being, physical functioning

and health care service utilization for PTSD and subthreshold PTSD.

4. The comorbidity of PTSD and subthreshold PTSD with depression and other

anxiety disorders.

5. The longitudinal course of PTSD and subthreshold PTSD over three consecutive

years.

6. The validation of a screening instrument for PTSD in this population.

7. To describe the impact of public events on the scores of the screening-instrument.

Specific research questions will be addressed in the subsequent chapters. 
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