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Abstract

The Clinician-Administered PTSD Scale for DSM-5 (CAPS-5) is a widely used,
well-validated structured interview for posttraumatic stress disorder (PTSD). It
was recently revised to improve various aspects of administration and scoring.
We conducted a psychometric evaluation of the revised version, known as the
CAPS-5-R. Participants were 73 community residents with mixed trauma expo-
sure (e.g., sexual assault, physical assault, transportation accident, the unnatural
death of a loved one). CAPS-5-R PTSD diagnosis demonstrated good test-retest
reliability, ks = .73-.79; excellent interrater reliability, ks = .86-.93; and good-to-
excellent alternate forms reliability with the CAPS-5, ks = .79-.93. In addition, the
CAPS-5-R total PTSD severity score demonstrated excellent test-retest reliabil-
ity, intraclass correlation coefficient (ICC) = .86; interrater reliability, ICC = .98;
and alternate forms reliability with the CAPS-5, r = .95. Further, the CAPS-5-R
demonstrated good convergent validity with other measures of PTSD and good
discriminant validity with measures of other constructs (e.g., depression, anxi-
ety, alcohol problems, somatic concerns, mania). Given its strong psychometric
performance in this study, as well as its improvements in administration and
scoring, the CAPS-5-R appears to be a valuable update of the current CAPS-5.

The Clinician-Administered PTSD Scale (CAPS) is a
widely used, well-validated structured interview for post-
traumatic stress disorder (PTSD; Weathers et al., 2001,
2018; Weathers, Blake, et al., 2013a). Developed in 1990
and originally based on PTSD criteria in the Diagnostic
and Statistical Manual of Mental Disorders (3rd ed., text
rev.; DSM-III-R; American Psychiatric Association [APA],
1987), the CAPS was subsequently revised for the DSM-IV
(APA, 1994) and DSM-5 (APA, 2013). All versions of the
CAPS share several distinctive features, including sepa-
rate ratings for the frequency and intensity of symptoms;
behaviorally anchored prompts and rating scales; and

dichotomous (i.e., present/absent) and dimensional scores
for items, symptom clusters, and the full syndrome.

The CAPS-5

Revisions for the CAPS-5, the current DSM-5 version,
included (a) adding and updating items to parallel DSM-5
changes to the PTSD criteria, (b) streamlining admin-
istration by reorganizing prompts into a top-to-bottom
format, and (c) simplifying scoring by creating a system
for converting the frequency and intensity ratings for
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individual items into a single 0-4 severity score. A symp-
tom is considered present if the item severity score is 2
(moderate/threshold) or higher (SEV2 rule), and a PTSD
diagnosis is given if the DSM-5 criteria are met (i.e., the
presence of at least one intrusion [i.e., DSM-IV reexperi-
encing| symptom, one avoidance symptom, two negative
alterations in cognition and mood [NACM] symptoms,
and two alterations in arousal and reactivity [AAR] symp-
toms). As were previous versions of the CAPS, the CAPS-5
is psychometrically sound. In a dedicated psychometric
study (Weathers et al., 2018), with Cohen’s kappa (x) for
diagnosis and intraclass correlation coefficients (ICCs)
and Pearson correlations (r) for continuous variables,
both the CAPS-5 PTSD diagnosis and total severity score
demonstrated strong test-retest reliability (x = .83,
ICC = .78), interrater reliability (xs = .78-1.00, ICC = .91),
and correspondence with the CAPS-IV (x = .84, r = .83).
In addition, the total severity score demonstrated good
convergent validity with the PTSD Checklist for DSM-5
(PCL-5 [Weathers, Litz, et al., 2013]; r = .66) and good dis-
criminant validity with measures of anxiety, depression,
somatization, psychopathy, alcohol abuse, and functional
impairment (rs = .02-.54). In other studies, the CAPS-5
has demonstrated high interrater reliability (ICC = .97
[Schnurr et al., 2022]; x = .90, r = .98 [Resick et al., 2023]),
a conceptually meaningful factor structure (Lee et al.,
2019), and sensitivity to clinical change (Lee et al., 2022;
Schnurr et al., 2022).

Changes for the revised CAPS-5 (CAPS-5-R)

However, despite its strong psychometric performance, it
became evident through feedback from a wide variety of
raters and the observation of hundreds of interviews over
the past decade that the CAPS-5 could benefit from addi-
tional improvements. Accordingly, it was recently revised
to incorporate many of the suggested changes and, thereby,
create an improved version that would supersede the cur-
rent one. The goals for the revised CAPS-5 (CAPS-5-R;
Weathers et al., 2022), were to (a) increase the standardiza-
tion of administration and scoring, (b) improve the quality
of the information obtained, (c) expand the rating scale to
capture more variability in severity scores, (d) make it eas-
ier to learn, and (e) maintain backward compatibility with
the CAPS-5.

The following sections outline how these goals were
accomplished. To ensure a high level of content validity for
the CAPS-5-R, all proposed changes were discussed among
numerous PTSD experts until agreement was reached on
the final form of the interview. In addition to the CAPS-5-R
authors, other primary contributors to the revision process
included Michelle Bovin, Daniel Lee, and Sarah Kleiman.

To illustrate the various changes, the CAPS-5 and CAPS-
5-R versions of Item D2 are reproduced in Supplementary
Figures S1 and S2.

Modification and addition of prompts

First, some existing prompts were modified, and new
prompts were added to clarify inquiries and elicit more
detailed information. Although the CAPS-5 is fully
scripted, the standard prompts do not always elicit suffi-
cient information, in which case raters are instructed to
improvise additional prompts. Going off script is neces-
sary at times, but it may introduce unwanted variability
in the inquiry, which could reduce both reliability (e.g.,
an improvised prompt may not be used again in a subse-
quent interview) and validity (e.g., an improvised prompt
may not accurately reflect the conceptual basis of a given
symptom). Therefore, to minimize improvisation, an effort
was made to include standard prompts covering all key
aspects of symptoms and all points in the interview that
commonly require clarification. Prompts were carefully
reviewed and tested in role plays and actual interviews
with trauma survivors to ensure they were conceptually
accurate, easily understood, and effective at eliciting ade-
quate responses. For example, as shown in Supplementary
Figures S1 and S2, Item D2 was revised by (a) moving exam-
ples of qualifying beliefs to the initial prompt to increase
comprehension; (b) adding the prompt, “Any other strong
negative beliefs?” along with the instruction to follow up
on beliefs respondents may have overlooked; (c) adding
the phrase “like seeing another side to an argument” to
increase comprehension and elicit and normalize ambiva-
lence; and (d) adding the prompt, “How hard is that for
you to do?” to encourage respondents to elaborate on
what is often a “yes” or “no” response to the previous
prompt.

Expansion of the scoring guidelines

Second, the scoring guidelines for each item were sub-
stantially expanded. On the CAPS-5, the scoring guide-
lines consisted only of behavioral referents to anchor
the severity score ratings of 2 (moderate/threshold) and
3 (severe/markedly elevated). These were retained for
the CAPS-5-R but were supplemented with much more
detailed information, including conceptual clarifications
(e.g., for Item D2, “Focus on beliefs, and do not count feel-
ings, behaviors, facts, or abstract concepts”) and specific
rating instructions (e.g., for Item D2, “Base the intensity
rating on both the degree of distortion and the degree of
conviction”). Thus, the new scoring guidelines provide the
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rater with what is essentially a brief user guide for each
Ssymptom.

Expansion of the severity rating scale

Third, the rating scale for item severity was expanded
from 0-4 on the CAPS-5 to 0-10 on the CAPS-5-R,
resulting in an increase in the possible range for total
symptom severity from 0-80 to 0-200. This created a
more granular rating scale to detect smaller differences
in symptom severity and address a possible restriction of
range in CAPS-5 scores. Evidence from clinical trials indi-
cates that most nonzero CAPS-5 item severity scores are
either 2 (moderate/threshold) or 3 (severe/markedly ele-
vated; Parmenter et al., 2024; Resick et al., 2023). Scores
of 1 (mild/subthreshold) and 4 (extreme/incapacitating) are
used much less frequently. This pattern of CAPS-5 item
severity scores (i.e., a preponderance of items scored as
moderate or severe, with relatively few scored as mild or
extreme) may accurately reflect the actual distribution of
symptom severity in PTSD clinical samples. However, at
least to some extent, it may indicate a restriction of range,
which is of particular concern at the high end of the scale
for a measure of psychopathology given the need to rep-
resent the full range of symptom severity and accurately
differentiate individuals who all fall above a clinically
significant threshold but vary in symptom severity. It is
not possible to distinguish between these two possibilities
using the CAPS-5 because there is no other gold-standard
measure to use as a comparison. However, this question
can be investigated with the expanded item severity scale
on the CAPS-5-R.

The new 0-10 severity scale was created by increas-
ing both the number of rating options for intensity and
the number of thresholds for frequency. The intensity rat-
ing options on the CAPS-5 were minimal, clearly present,
pronounced, and extreme. For the CAPS-5-R, intermediate
ratings were added between clearly present and pronounced
and between pronounced and extreme. For items for which
frequency reflects the number of times the respondent has
experienced the symptom, the thresholds on the CAPS-5
were once a month, twice a month, twice a week, and daily or
almost every day. For the CAPS-5-R, these were increased
to once a month, two or three times a month, once a week,
two or three times a week, four or five times a week, and six
or seven times a week. Items for which frequency is rated as
a percentage of time were revised similarly. An expanded
severity scoring grid for the CAPS-5-R was created by cross-
ing intensity anchors and frequency thresholds, and then
assigning severity scores to each combination of intensity
and frequency. This new scoring system is more granular
in that it has smaller increments between ratings. It also

addresses a possible restriction of range by extending the
high end of the scale (i.e., from ratings of 3 and 4 on the
CAPS-5 to ratings of 6, 7, 8, 9, and 10 on the CAPS-5-R).
As shown in Supplementary Figure S2, the severity scor-
ing grid is included below each symptom rather than being
presented in a separate document as for the CAPS-5.

Importantly, backward compatibility with the CAPS-5
was maintained in that CAPS-5 intensity anchors and fre-
quency thresholds are nested within the CAPS-5-R severity
scoring grid (see Supplementary Figure S3). Therefore,
both CAPS-5-R 0-10 and CAPS-5 0-4 severity scores can
be determined from the same inquiry by using the corre-
sponding scoring grid for each version of the CAPS. On
the CAPS-5-R, a symptom is considered present if the item
severity score is 3 or higher (i.e., SEV3 rule), and, as with
the CAPS-5, a PTSD diagnosis is given if the DSM-5 criteria
are met.

Addition of a frequency response card

Fourth, a frequency response card was developed to reduce
respondent burden and promote more accurate estimates
of symptom frequency. The card contains four rating scales
corresponding to each of the four types of frequency
responses required on the CAPS-5-R. Each scale provides a
range of fixed options intended to help respondents more
quickly identify an appropriate frequency rating for a given
symptom (see Supplementary Figure S4). Card use is also
intended to mitigate the potential problems of satisficing
(i.e., giving an easy response rather than a more accurate
but more effortful response) and perseverating (i.e., giving
the same response repeatedly without plausible variation
across symptoms).

Improved formatting

Last, the format for the CAPS-5-R was streamlined to make
it easier to follow the sequence of prompts, distinguish
between required and conditional prompts, and encourage
raters to ask just one prompt at a time. Notably, to sim-
plify inquiry, Item 10, which assesses distorted blame of
oneself or others, was split into two items that separately
assess self-blame and other-blame. The higher of the two
ratings is subsequently used for Item 10 when determining
the respondent’s diagnostic status and calculating a total
severity score.

With all these changes, from a content validity perspec-
tive, the CAPS-5-R represents a significant improvement
over the CAPS-5. However, the psychometric performance
of the CAPS-5-R has yet to be investigated. Accordingly,
our aim in the present study was to conduct a psycho-
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metric evaluation of the CAPS-5-R in a community
sample of trauma survivors. Specifically, we examined the
CAPS-5-R’s internal consistency, test-retest and interrater
reliability, convergent and discriminant validity, and back-
ward compatibility with the CAPS-5. We hypothesized
that the CAPS-5-R would demonstrate levels of reliability
and validity at least as high as previously reported for the
CAPS-5 and would be strongly correlated with the CAPS-5.

METHOD
Participants and procedure

We recruited 76 adult community members from the
southeastern United States using flyers and social media
advertisements. The Auburn University Institutional
Review Board reviewed and approved the following pro-
cedures. After completing an online screener, individuals
were invited to participate in the study if they (a) reported
experiencing a DSM-5-TR Criterion A traumatic event,
as assessed using the Life Events Checklist-Extended
Version (LEC-5-Extended; Weathers, Blake, et al., 2013b);
(b) endorsed at least one symptom of PTSD on the Primary
Care PTSD Screen for DSM-5 (PC-PTSD-5; Prins et al.,
2016); (c) allowed their interview sessions to be video-
recorded; and (d) demonstrated proficiency in English.
Participants who elected to complete the interviews
remotely were additionally required to have access to
the internet, a webcam, and a confidential space and
to provide emergency contact information. Exclusion
criteria were having an invalid Personality Assessment
Inventory (PAI) profile using Morey’s (1996) cutoffs (i.e.,
infrequency [INF] T score greater than 75, inconsistency
[ICN] T score greater than 73, and positive impression
management [PIM] T score greater than 68), as this
suggested that participants were not adequately attending
to questionnaire items.

A total of 186 individuals met the initial eligibility crite-
ria based on their screener responses, and 118 participants
provided written consent to engage in study procedures.
After providing informed consent, participants were asked
to complete an online battery of self-report questionnaires,
followed by two interviews conducted approximately 1
week apart. Participants were randomly assigned to either
a test-retest condition wherein the CAPS-5-R was admin-
istered twice or an alternate forms condition wherein the
CAPS-5 and CAPS-5-R were administered in counterbal-
anced order. Of the 90 initial participants who completed
the online questionnaire, 76 completed the first interview
session. Participants completed interviews either remotely
(n = 57) or in person (n = 18); one participant completed
one session remotely and one in person. When the CAPS-5-

R was administered remotely, the screen-share function of
our video conferencing software was used to intermittently
display the frequency rating card to the participant. Three
participants were excluded from the final analyses based
on invalid PAI profiles, resulting in a final sample size of
73 participants at Time 1. At Time 2, 58 participants com-
pleted an interview (test-retest condition: n = 29, alternate
forms condition: n = 29). Dropout at Time 2 was not signif-
icantly associated with PTSD symptom severity or PTSD
diagnosis on either the CAPS-5 or the CAPS-5-R nor was it
associated with sociodemographic characteristics such as
age, sex, Or race.

Raters were five clinical psychology doctoral students.
Prior to joining the current study, they were trained in
diagnostic interviewing as part of their required course-
work and clinical caseload. They were also trained by the
second author on the CAPS-5 and CAPS-5-R and partici-
pated in ongoing scoring calibration meetings. Interview
assignments were based on raters’ availability. To estimate
interrater reliability, four of the five raters independently
scored six to eight video-recorded interviews each (i.e., 29
total); one rater was not able to contribute to this analysis.

For a detailed description of the final sample, see Sup-
plementary Table S1. Participants were primarily female
(69.9%), and the mean participant age was 42.6 years
(range: 19-71, SD = 13.1). Most participants identified
as White (83.6%), followed by Black (11%), American
Indian/Alaskan Native (1.4%), and “other race” (4.1%).
Based on the LEC-5 and a written narrative of the index
trauma, the most prevalent index traumatic events were
sexual assault (24.7%), physical assault (21.9%), the sudden
unnatural death of a loved one (20.5%), and transportation
accident (9.6%). Based on Time 1 CAPS-5 and CAPS-5-R
interviews, 16.4% of the sample was asymptomatic or had
few PTSD symptoms, 31.5% reported mild symptom levels,
28.8% reported moderate symptom levels, 16.4% reported
severe symptom levels, and 6.8% reported extreme symp-
tom levels. At Time 1, 49.3% of the sample met DSM-5
PTSD diagnostic criteria.

Measures

See Table 1 and Supplementary Table S2 for descriptive
statistics and internal consistency estimates for all mea-
sures used in the study. In addition to the CAPS-5 and the
CAPS-5-R, the following measures were administered.

Psychiatric disorders

The Mini-International Neuropsychiatric Interview ver-
sion 7.0.2 (MINI-7; Sheehan et al., 1998) is a structured
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TABLE 1
Scale and item M SD Observed range
Total 53.3 30.1 7-124
INT 12.7 7.9 0-30
Bl 3.7 2.2 0-9
B2 2.4 2.8 0-9
B3 0.7 1.6 0-7
B4 3.2 21 0-10
B5 2.7 2.4 0-8
AV 6.5 4.8 0-18
C1 3.5 3.0 0-9
C2 31 2.7 0-9
NACM 18.8 12.9 0-48
D1 1.0 2.3 0-10
D2 33 33 0-10
D3 33 2.8 0-9
D4 33 2.7 0-9
D5 1.7 2.5 0-8
D6 33 33 0-9
D7 219 2.8 0-9
AAR 15.2 10.4 0-37
El 1.7 1.9 0-6
E2 0.2 0.9 0-4
E3 4.4 33 0-10
E4 1.9 21 0-6
E5 2.6 3.0 0-8
E6 4.4 3.7 0-10
Depersonalization 0.4 1.0 0-4
Derealization 0.5 1.2 0-6

IST@ :
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Descriptive statistics for the Clinician-Administered PTSD Scale for DSM-5-Revised total, cluster, and item scores at Time 1

Possible range Cronbach’s o Q CEP (%)*
0-200 .89 .90 -

0-50 .75 .76 =
0-10 = = 72.7
0-10 = = 41.8
0-10 = = 16.4
0-10 - - 69.1
0-10 - - 54.5
0-20 .61 .61 -
0-10 - - 56.4
0-10 - - 56.4
0-70 77 .80 =
0-10 = = 18.2
0-10 = = 52.7
0-10 = = 61.8
0-10 - - 61.8
0-10 = = 34.5
0-10 = = 50.9
0-10 = = 56.4
0-60 .73 .79 -
0-10 - - 34.5
0-10 - - 5.5
0-10 - - 70.9
0-10 - - 43.6
0-10 - - 45.5
0-10 - - 60.0
0-10 = = 9.1
0-10 - - 10.9

Note. N = 55. PTSD = posttraumatic stress disorder; DSM-5 = Diagnostic and Statistical Manual of Mental Disorders (5th ed.); INT = intrusions; AV = avoidance;
NACM = negative alterations in cognition and mood; AAR = alterations in arousal and reactivity.
*Clinical elevation prevalence (i.e., the percentage of respondents with item severity scores > 3).

clinical interview used to assess DSM-5 psychiatric disor-
ders. Questions are rated as “yes” or “no” to indicate the
presence or absence of current and past symptoms of most
major psychiatric disorders. In the current study, all MINI
modules were administered except for the Suicidality,
Suicidal Behavior Disorder, PTSD, Antisocial Personality
Disorder, and Borderline Personality Disorder modules.
The MINI was only used to describe the prevalence of
comorbidities in the sample. In its initial validation stud-
ies, the MINI demonstrated excellent interrater reliability
(x > .75), good test-retest reliability, and good sensitivity
and specificity (Sheehan et al., 1998).

PTSD symptom severity
PTSD Checklist for DSM-5 (PCL-5; Weathers, Litz, et al.,

2013) is a self-report, 20-item, DSM-5-correspondent
questionnaire used to measure PTSD symptom severity.

Respondents are asked to indicate how much they are
bothered by each PTSD symptom using a 5-point Likert
scale ranging from 0 (not at all) to 4 (extremely), with
higher scores indicating higher levels of symptom sever-
ity. The PCL-5 has been found to have good test-retest
reliability (rs = .82-.86), high internal consistency for the
full scale (Cronbach’s a = .94), and good diagnostic utility
(Bovin et al., 2016). PCL-5 scores have also demonstrated
convergent and discriminant validity with relevant exter-
nal correlates (Blevins et al., 2015). In the current sample,
internal consistency estimates were high, Cronbach’s «
= .94, McDonald’s Q = .94.

Dissociative symptoms
The Multiscale Dissociation Inventory (MDI; Briere, 2002)

is a 30-item questionnaire designed to assess a wide range
of dissociative symptoms. The frequency of each symptom
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is rated on a 5-point Likert scale ranging from 1 (never) to
5 (very often), with higher scores indicating higher levels
of symptom severity. MDI scales have been found to have
high internal consistency and convergent and discrimi-
nant validity with relevant external correlates (Jeffirs et al.,
2023). In the current sample, internal consistency esti-
mates were high, Cronbach’s a = .96, McDonald’s Q = .97.

Psychopathology and personality traits

The Personality Assessment Inventory (PAI; Morey, 2007)
is a 344-item multiscale questionnaire that is used to
assess a broad range of psychopathology and personality
traits. The PAI includes 11 subscales that assess clini-
cal concerns (i.e., Anxiety, Depression, Anxiety-Related
disorders [e.g., obsessive-compulsive disorder], Mania,
Paranoia, Schizophrenia, Borderline Features, Antisocial
Features, Somatic Concerns, Alcohol Problems, and Drug
Problems), as well as other scales that assess treatment
considerations, interpersonal functioning, and response
validity. Items are rated on a 4-point Likert scale with
response options of F (false, not at all true), ST (slightly
true), MT (mainly true), and VT (very true). PAI scale
scores have been found to have high internal consistency
(Cronbach’s as = .81-.86), excellent test-retest reliability
(rs = .79-.92), and convergent and discriminant valid-
ity (Morey, 2007). The PAI Traumatic Stress subscale (PAI
ARD-T) has demonstrated excellent convergent validity
with other self-report measures of PTSD, such as the PCL-5
(r = .74; Blevins et al., 2015). In the current sample, inter-
nal consistency estimates of the PAI scale scores were high,
Cronbach’s as = .81-.93, McDonald’s Qs = .81-.93).

Trauma exposure and trauma-related symptoms

Recently updated from the original Detailed Assessment of
Posttraumatic Stress (DAPS), the DAPS-2 (Briere, 2001) is
a 119-item multiscale questionnaire used to assess trauma
exposure and related symptoms. In addition to the trauma
exposure assessment, the DAPS-2 contains a total PTSD
scale, four subscales corresponding to DSM-5 PTSD cri-
teria, and additional subscales for assessment of related
concerns (e.g., dissociation). Participants indicate the fre-
quency or intensity of traumatic stress reactions on a 5-
point Likert scale ranging from 1 (not at all/never) to 5 (very
much/4 or more times a week). The current study only uti-
lized the Posttraumatic Stress Total scale (PTS-T) as a mea-
sure of convergent validity. The PTS-T scale has demon-
strated high internal consistency (Cronbach’s o = .99),
excellent convergent validity with the PCL-5 (r = .91), and
excellent discriminant validity (Petri et al., 2020). In the

current sample, internal consistency estimates for the PTS-
T scale were high, Cronbach’s « = .97, McDonald’s Q = .97.

Data analysis

To evaluate the internal consistency of CAPS-5-R clus-
ter and total scores, we calculated Cronbach’s alpha and
McDonald’s omega coefficients and examined item-total
and interitem correlations for all CAPS-5-R Time 1 admin-
istrations, which included interviews from single (i.e.,
participants who dropped out at Time 2), test-retest,
and alternate forms administrations (n = 55). To eval-
uate CAPS-5-R test-retest and interrater reliability, we
calculated kappa coefficients for PTSD diagnosis using
the SEV3 scoring rule and ICCs for dimensional severity
scores for all test-retest administrations (n = 29). Regard-
ing test-retest reliability, as a different rater administered
the second interview, reliability estimates derived from this
method are more precisely referred to as “coefficients of
stability and interrater equivalence” because they model
two sources of measurement error, namely testing occasion
and rater (Crocker & Algina, 1986). The specific ICC was a
one-way random effects model for a single measurement,
which estimates absolute agreement between independent
measurements (McGraw & Wong, 1996).

To evaluate the concordance between the CAPS-5-R
scored 0-10 with the CAPS-5 scored 0-4, we calculated
Cohen’s kappa for PTSD diagnosis, as well as Pearson
correlations for severity scores for all alternate forms
administrations (n = 29). Given that the CAPS-5-R and
CAPS-5 are distinct but highly similar, we conceptualized
this concordance as alternate forms reliability. Further, to
evaluate the performance of CAPS-5 0-4 scores derived
from the CAPS-5-R, we recoded CAPS-5-R 0-10 scores into
0-4 scores and calculated ICCs using these recoded CAPS-
5-R scores for test-retest, interrater, and alternate forms
reliability.

To examine the convergent and discriminant validity of
the CAPS-5-R with measures of relevant constructs, we cal-
culated zero-order correlations using all CAPS-5-R Time 1
administrations (n = 55). To compare the CAPS-5-R more
directly with the CAPS-5, we also calculated zero-order
correlations using all administrations in the alternate
forms condition (n = 29). Following Westen and Rosen-
thal (2003), we predicted a pattern of correlations based on
existing validity evidence. Effect size statistics generated
from this approach summarize the fit between predicted
and observed patterns of correlations. The first statistic,
Falerting-cv» indexes the level of agreement between the
predicted and observed correlations. The second statistic,
Teontrast-cv» additionally considers sample size, median
intercorrelation among criterion variables, and the
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magnitudes of correlations between the measure being
validated and criterion variables. Due to missing question-
naire data, we calculated the unweighted harmonic mean
of n for each set of criterion measures (see, for example,
Poythress et al., 2010). All analyses were conducted in
SPSS (Version 29).

RESULTS

Descriptive statistics and internal
consistency

CAPS-5-R descriptive statistics are presented in Table 1.
Cronbach’s alpha, o = .89, and omega, w = .90, values were
both high for the CAPS-5-R full scale. Internal consistency
was more variable for the symptom cluster, Cronbach’s as
= .61-.77, ws = .61-.80. In line with previous CAPS-5 find-
ings, the internal consistency for the CAPS-5-R avoidance
cluster was lower than that of the other three clusters.

Corrected item-total correlations for the full scale
ranged from .04 to .71. Item D1 (amnesia), had a very
low item-total correlation of .04. After removing D1, the
item-total correlation of the remaining 19 items ranged
from .23 to .71. Corrected item-total correlations were also
calculated for each of the four symptom clusters. For the
intrusions cluster, corrected item-total correlations ranged
from .37 to .63. Both items within the avoidance clus-
ter had a corrected item-total correlation of .44. For the
NACM cluster, corrected item-total correlations ranged
from .15 to .68; however, after removing Item D1, item-total
correlations ranged from .34 to .68. Lastly, for the AAR
cluster, corrected item-total correlations ranged from .20
to .65.

Interitem correlations for the full scale ranged from —.16
to .69, with a mean of .28. Items D1 (amnesia) and E2
(recklessness) had very low interitem correlations, ranging
from —.16 to .20 for D1 and from —.11 to .38 for E2. When
these items were removed, the remaining 18 symptoms
had a mean interitem correlation of .33. We also calcu-
lated interitem correlations for each of the four symptom
clusters. Interitem correlations for the intrusions cluster
ranged from .19 to .51, with a mean of .38. The interitem cor-
relation for the avoidance cluster was .44. For the NACM
cluster, interitem correlations ranged from —.02 to .67,
with a mean of .32; however, when Item D1 was removed,
interitem correlations ranged from .13 to .67, with a mean
of .40. For the AAR cluster, interitem correlations ranged
from .07 to .69, with a mean of .29; however, when Item E2
was removed, interitem correlations ranged from .09 to .69,
with a mean of .37.

Test-retest reliability

A paired samples ¢ test was conducted to determine
whether the difference between CAPS-5-R Time 1 total
score (M = 53.3, SD = 30.1) and Time 2 total score
(M = 551, SD = 27.8) significantly differed from zero.
The results were not significant, #(28) = —0.73, p = .472,
indicating total scores did not significantly differ between
time points. Test-retest reliability for the CAPS-5-R PTSD
diagnosis was substantial, ¥ = .73, 95% CI [.48, .97], result-
ing in 25 of 29 correct classifications. Three participants
obtained a PTSD diagnosis at Time 1 but not Time 2, and
one participant obtained a PTSD diagnosis at Time 2 but
not Time 1. Following Weathers et al. (2018), we added a
requirement of a minimum total severity score to improve
diagnostic correspondence between the CAPS-5-R and
CAPS-5, as discussed later. Using signal detection analysis
to optimize the quality of efficiency (x [.5]; Kraemer, 1992),
we found the highest correspondence by requiring mini-
mum total severity scores of 54 for the CAPS-5-R (SEV3/54
scoring rule) and 26 for the CAPS-5 (SEV2/26 scoring
rule). Applying the SEV3/54 rule improved test-retest
reliability for the CAPS-5-R, x = .79, 95% CI [.56, 1.00],
resulting in 26 of 29 correct classifications.

Test-retest, interrater, and alternate forms reliability
results for dimensional scores are presented in Table 2.
Test-retest reliability was very high for the total sever-
ity score, ICC = .86, and moderate to high for the
four symptom clusters, intrusions: ICC = .81, avoidance:
ICC = .66, NACM: ICC = .79, AAR: ICC = .82. Test-
retest reliability varied at the item level. Most items
demonstrated moderate-to-high test-retest reliability (i.e.,
ICC values of .50 or higher); however, Items B4, BS5,
D4, and E2 demonstrated lower reliability across time
points.

Interrater reliability

Interrater reliability for the CAPS-5-R PTSD diagnosis was
very high, x = .86, 95% CI [.68, 1.00], with 27 of 29 correct
classifications. This increased when the SEV3/54 scoring
rule was implemented, x = .93, 95% CI [.80, 1.00], with 28
of 29 correct classifications. Interrater reliability was also
very high for total severity score, ICC = .98, and for the four
symptom clusters, intrusions: ICC = .96, avoidance: ICC
=.92, NACM: ICC = .97, AAR:ICC = .98. At the item level,
interrater reliability was good to excellent (i.e., ICC val-
ues of .75 or higher); however, derealization demonstrated
only moderate interrater reliability, ICC = .63. Interrater
reliability was not evaluated for the CAPS-5.
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Alternate forms reliability

The CAPS-5-R demonstrated excellent concordance with
the CAPS-5. With respect to PTSD diagnostic status, we
observed a substantial association between the CAPS-5-R
SEV3 and CAPS-5 SEV2 scoring rules, x = .79, 95% CI [.57,
1.00]. This resulted in 26 out of 29 correct classifications,
with two participants with a PTSD diagnosis on the CAPS-
5 but not the CAPS-5-R and one participant with a PTSD
diagnosis on the CAPS-5-R but not the CAPS-5. Concor-
dance increased when using the CAPS-5-R SEV3/54 and
CAPS-5 SEV2/26 scoring rules, x = .93, 95% CI [.80, 1.00].
This resulted in 28 out of 29 correct classifications. At
the dimensional level, CAPS-5-R and CAPS-5 scores were
strongly correlated, full scale: r = .95, intrusions: r = .82,
avoidance: r = .84, NACM: r = .88, AAR: r = .84. We used
Pearson correlations for these analyses given that ratings
were not on the same scale (i.e., 0-10 for CAPS-5-R vs.
0-4 for CAPS-5). Most items revealed large associations
(i.e., r values of .50 or higher) between the CAPS-5-R and
the CAPS-5. However, Items E1 and E6 revealed compar-
atively weaker associations. We found a very similar pat-
tern of associations when CAPS-5-R scores were recoded
into 0-4 and evaluated against CAPS-5 scores using
ICCs.

We also examined the possibility that raters may have
inadvertently used novel CAPS-5-R prompts while admin-
istering the CAPS-5, thereby inflating the degree of con-
cordance between the two versions. The first and second
authors reviewed eight randomly selected CAPS-5 inter-
views and found no instances of novel CAPS-5-R prompts
occurring in a CAPS-5 interview, suggesting that raters
maintained strict fidelity to the CAPS-5 script.

Convergent and discriminant validity

The CAPS-5-R was correlated as expected with measures
of PTSD and constructs theoretically related to PTSD
(see Tables 3 and 4). Regarding convergent validity, the
strongest associations were observed between the CAPS-
5-R and other measures of PTSD (i.e., the PCL-5, DAPS-2
PTS-T scale, and PAI ARD-T scale). Regarding discrimi-
nant validity, the CAPS-5-R was modestly correlated with
measures of theoretically related constructs (e.g., dis-
sociation, depression, anxiety, borderline features) and
least strongly correlated with measures of unrelated con-
structs (e.g., alcohol use, drug use, antisocial features).
We observed a few discriminant correlations that were
higher than expected (i.e., schizophrenia, paranoia, and
mania). Construct validity effect size correlations between
the CAPS-5-R and criterion measures were high, Time 1
interviews only (n = 55): Feontrast-cv = 0.8L Fajerting-cv =

0.88; alternate forms interviews: (n = 29): r.ontrast-cv = 0.98;
Falerting-cV = 0.90.

Rater feedback and administration time

At the conclusion of the study, we anonymously sur-
veyed raters to evaluate their receptiveness to CAPS-5-R
changes as well as their perceptions of the CAPS-5-R’s
improvement in various domains (e.g., administration,
ease of scoring). Overall, raters provided an overwhelm-
ingly positive review of the revised instrument, particularly
regarding unique revisions, such as the frequency rating
card and scoring guidelines, and their impact on partici-
pant and rater burden. This survey is, of course, limited in
that raters may have felt compelled to endorse the CAPS-
5-R due to their knowledge of study aims; however, it does
provide at least some evidence that the CAPS-5-R revi-
sions are well-received by raters. Although we are only
able to provide a narrative summary of these results given
the scope of this paper, interested readers may contact the
corresponding author for further details regarding the sur-
vey. In addition, given that the CAPS-5-R has additional
prompts and rates self-blame and other-blame as separate
items, we found that it took slightly longer to administer
(CAPS-5-R: 49.1 min vs. CAPS-5: 43.3 min). However, this
difference was not statistically significant, suggesting that
the revisions do not significantly lengthen administration
time.

DISCUSSION

This study was the first psychometric evaluation of the
CAPS-5-R. Utilizing a trauma-exposed community sample,
we found that the CAPS-5-R is highly reliable and valid
for making PTSD diagnoses and generating PTSD symp-
tom severity scores. First, CAPS-5-R total and cluster scores
demonstrated high internal consistency. As in studies of
the CAPS-5, internal consistency for the avoidance cluster
was lower than that for the other three symptom clus-
ters, likely due to the avoidance cluster consisting of only
two items (Weathers et al., 2018). Mean interitem correla-
tions for the total scale and the four clusters were within
the recommended range proposed by Clark and Watson
(1995). However, Items D1 (amnesia) and E2 (recklessness)
had very low interitem correlations, likely due to their
infrequent endorsement.

Second, CAPS-5-R test-retest reliability was substantial
for both diagnosis and severity scores. At the item level,
CAPS-5-R severity scores generally revealed adequate test—
retest reliability. However, several items revealed compar-
atively lower reliability across time points, including Items
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Predicted and observed correlations between the Clinician-Administered PTSD Scale for DSM-5-Revised (CAPS-5-R), CAPS-5,

TABLE 3
and criterion measures

JACKSON ET AL.

Observed correlations

Time 1 only* Alternate forms"

CAPS-5-R: CAPS-5-R: CAPS-5-R: CAPS-5-R:

0-10 0-4 0-10 0-4 Predicted
Variable scoring scoring scoring scoring CAPS-5 correlations
PCL-5 72 .67 .80 .76 .81 .70
DAPS-2-PTS-T .69 .66 .84 .80 .85 .70
PAI- ARD-T 72 .70 .82 .80 .86 .70
MDI .56 .55 .70 .67 .74 .60
PAI-DEP .58 .56 .70 .70 75 .60
PAI-ANX .46 43 .70 .67 .68 .50
PAI-BOR .49 48 .55 .56 .61 .50
PAI-SCZ .55 .53 .76 .75 .79 .40
PAI-PAR .63 .61 .59 .61 71 .40
PAI-SOM .33% .32% .46* 45* 46* .40
PAI-ALC 14 13 13 .08 21 .20
PAI-DRG 24 .23 —.18 —.28 —.09 .20
PAI-ANT 25 25 12 .05 22 .10
PAI-MAN .33% 34* .24 27 31 .10

Note: Lambda values are available upon request. PTSD = posttraumatic stress disorder; DSM-5 = Diagnostic and Statistical Manual of Mental Disorders (5th ed.);
PCL-5 = PTSD Checklist for DSM-5; DAPS-2-PTS-T = Detailed Assessment of Posttraumatic Stress (2nd ed.)-Posttraumatic Stress Total Scale; PAI = Personality
Assessment Inventory; PAI-ARD-T = PAI Anxiety-Related Disorders Traumatic Stress subscale; MDI = Multiscale Dissociation Inventory; PAI-DEP = PAI Depres-
sion subscale; PAI-ANX = PAI Anxiety subscale; PAI-BOR = PAI Borderline subscale; PAI-SCZ = PAI Schizophrenia subscale; PAI-PAR = PAI Paranoia subscale;
PAI-SOM = PAI Somatization subscale; PAI-ALC = PAI Alcohol Problems subscale; PAI-DRG = PAI Drug Problems subscale; PAI-ANT = PAI Antisocial subscale;

PAI-MAN = PAI Mania subscale.

2N = 49-55, which includes only participants given a CAPS-5-R at the first interview session

YN = 27-29, which includes only participants in the alternate forms condition.
*p < .05; *p < .0L

B4 (cued distress), B5 (cued physiological reactions), D4
(persistent negative emotional state), and E2 (reckless-
ness). The relative instability of these items may be due to
several factors, including a focus on more transient expe-
riences that may differ from week to week, discrepancies
in participant responses across time points, or rater error.
However, differences due to rater error are likely to be min-
imal given that interrater reliability was very high for these
items.

Third, the interrater reliability of the CAPS-5-R was
almost perfect for both diagnosis and severity scores,
demonstrating remarkable consistency between raters
when scoring the same interview. The revisions for the
CAPS-5-R, such as increased variability in item scores,
clarification of item prompts, and expanded scoring guide-
lines, likely contributed to the very high level of agreement
between raters. Interrater reliability at the item level was
generally excellent, with only one item (derealization)
demonstrating moderate consistency between raters.

Fourth, the CAPS-5-R was very strongly associated with
the CAPS-5 for both diagnosis and severity scores. Diag-
nostic concordance between the CAPS-5-R and the CAPS-5

was substantial using basic scoring rules (i.e., SEV3 for
the CAPS-5-R and SEV?2 for the CAPS-5) and almost per-
fect when a minimum total severity score was added
as a requirement (54 for the CAPS-5-R and 26 for the
CAPS-5). Regarding severity scores, CAPS-5-R standard
scores (0-10) performed comparably to CAPS-5-R scores
recoded to CAPS-5 scores (0-4), with both scoring methods
demonstrating excellent internal consistency, test-retest
and interrater reliability, and convergent and discriminant
validity. Taken together, these findings demonstrate that
the CAPS-5-R corresponds very closely to its predecessor,
indicating its backward compatibility with and suitability
as a replacement for the CAPS-5.

Regarding convergent and discriminant validity, the
CAPS-5-R was strongly correlated with other measures of
PTSD, moderately correlated with measures of related con-
structs (i.e., dissociation, depression, anxiety, borderline
personality features, schizophrenia, paranoia, and soma-
tization), and weakly and nonsignificantly correlated with
measures of unrelated constructs (i.e., alcohol problems,
drug problems, antisocial personality features). Although
associations between the CAPS-5-R and some constructs
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TABLE 4 Effect size statistics for the Clinician-Administered PTSD Scale for DSM-5-Revised (CAPS-5-R) and CAPS-5

Time 1 only®

CAPS-5-R CAPS-5-R

0-10 0-4
Quantity scoring scoring
Falerting-CV .88 .86
Feontrast-cv .81 77
95% CI [.69, .89] [.63, .86]
Zeontrast 7.20 6.61
Leontrast 9.62 8.42
Pcontrast <.001 <.001

Alternate forms®

CAPS-5-R CAPS-5-R
0-10 0-4
scoring scoring CAPS-5
.90 .88 .89
.98 97 .97
[.95,.99] [.94, .99] [.94, .99]
8.87 8.61 8.46
23.29 21.25 20.14
<.001 <.001 <.001

Note: PTSD = posttraumatic stress disorder; DSM-5 = Diagnostic and Statistical Manual of Mental Disorders (5th ed.); CV = construct validity.
2N = 49-55, which includes only participants who completed the CAPS-5-R at the first interview session; however, due to missing questionnaire data, the harmonic

mean used for computation was n = 52.

bN = 27-29, which includes only participants in the alternate forms condition; however, due to missing questionnaire data, the harmonic mean used for

computation was n = 28.

CFalerting-cv indexes the level of agreement between the predicted and observed correlations; reonasi.cv additionally considers sample size, median intercorrelation
among criterion variables, and the magnitudes of correlations between the measure being validated and criterion variables.

were stronger than expected (i.e., schizophrenia, mania,
and paranoia), this is likely due to item content that
overlaps with aspects of PTSD (i.e., social detachment,
hypervigilance, irritability). Nonetheless, large construct
validity effect sizes were found for the CAPS-5-R, indicat-
ing a close fit between predicted and observed patterns of
association with a variety of external correlates.

Our results should be evaluated in light of several lim-
itations. First, the sample size was modest, which may
have resulted in insufficient power for some analyses,
including evaluations of differences between Time 1 and
Time 2 mean CAPS-5-R scores and differences between
kappa values based on different diagnostic scoring rules.
Larger samples would increase confidence in the stabil-
ity and replicability of the results. Second, we recruited
and studied a trauma-exposed community sample, so it is
not clear how well the results generalize to other trauma
populations, such as veterans or treatment-seeking trauma
survivors. Third, our sample had limited racial/ethnic
diversity, which precluded further investigation of how
these demographic factors may have influenced the study
results. Fourth, interview modality (i.e., in-person vs.
remote) was self-selected and not randomized, which may
have influenced study results; however, post hoc anal-
yses revealed that PTSD severity was not significantly
different between remote and in-person participants. Fifth,
although we found no evidence for contamination effects
during CAPS-5 administrations, it is likely that CAPS-5
raters retained knowledge of the scoring guidelines that
are extensively detailed in the CAPS-5-R, which may have
influenced CAPS-5 ratings and resulted in a high concor-
dance rate between both measures. Lastly, although not
necessarily a limitation per se, it should be noted that raters
were well-qualified, carefully trained, and supervised by

the second author. Less qualified raters or raters with less
training may not generate the same high levels of reliability
and validity.

In conclusion, this study provides promising evidence
that the CAPS-5-R is a psychometrically sound measure
of DSM-5-TR PTSD and a valuable update of the current
CAPS-5. The measure demonstrated reliability and validity
at levels comparable to or even exceeding those reported in
published evidence for the CAPS-5, and it demonstrated a
high degree of backward compatibility through its strong
association with the CAPS-5. The CAPS-5-R’s simplified
formatting streamlines administration; its revised prompts
facilitate accurate inquiry; its new intermediate intensity
anchors allow more nuanced ratings; and its expanded
scoring grid increases the range and variability of item,
symptom cluster, and total severity scores. Indeed, when
comparing the distribution of CAPS-5-R (0-10) scores to
CAPS-5 (0-4) scores, it is clear that the expanded scoring
grid extends the higher end of the scale and addresses the
restriction of range (see Supplementary Figure S3).

Further, despite all its revisions, the CAPS-5-R remains
highly similar to the CAPS-5. Experienced CAPS-5 raters
can easily adapt to the new formatting, prompts, and scor-
ing. This is due, in large part, to the fact that the changes
were motivated by rater feedback and provides useful solu-
tions to some limitations of the CAPS-5. More importantly,
raters who are new to the CAPS will be able to learn the
CAPS-5-R more quickly and to a much higher level of qual-
ity due to the more specific and comprehensive prompts,
specific scoring guidelines, and streamlined format. These
conclusions are supported, in part, by the responses to
the rater feedback survey as well as informal observa-
tions of the second author, who has now trained dozens of
raters on the CAPS-5-R, ranging from those who are new

85U8017 SUOWILLOD BA11E81D) 3|qeo![dde auy) Aq peueob ke Seoie YO ‘8sn JO s3I0} ARIqiT8UIIUQ AB|IM UO (SUOTIPUOD-PUB-SWISH W00 A8 | 1M Ake.q)1|Bu 1 [UO//:SANY) SUORIPUOD pue Swie | 8U18es " [7202/80/82] Uo ARigiTeuliuo A(IM ‘39371100 HLNOWLH VA Aq £60£Z'S1/Z00T 0T/I0p/Wo 48| im A Iq U1 |uo//Sty Woj pepeoumoqd ‘0 ‘8659€2ST



JACKSON ET AL.

* L WiLEY ")

to the CAPS to highly experienced CAPS-5 raters. Raters
have been found to master standard administration more
quickly on the CAPS-5-R, which allows training to focus
on the crucial tasks of scoring calibration and developing
a conceptual understanding of specific PTSD symptoms.

Future directions include replicating these findings in
larger samples in other trauma populations and evaluat-
ing the CAPS-5-R’s sensitivity to clinical change in clinical
trials. At this point, researchers and clinicians are encour-
aged to switch to the CAPS-5-R when feasible. Experienced
CAPS raters will appreciate the various improvements and
adjust quickly to the new scoring grid, and new CAPS
raters will be able to learn standard administration and
scoring more efficiently. Further, the backward compati-
bility permits straightforward integration of new CAPS-5-R
data with existing CAPS-5 datasets. This will ensure conti-
nuity in the transition to the CAPS-5-R, the latest iteration
in the long-standing tradition of the CAPS.
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